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Before prescribing, please consult com-
plete product information, a summary of

which follows:

Indications: Tension and anxiety states;

somatic complaints which are concomi-
tants of emotional factors: psychoneurotic
states manifested by tension, anxiety, ap-

prehension, fatigue, depressive symptoms
or agitation; symptomatic relief of acute
agitation, tremor, delirium tremens and
hallucinosis due to acute alcohol with-

drawal; adjunctively in skeletal muscle
spasm due to reflex spasm to local pathol-

ogy, spasticity caused by upper motor

neuron disorders, athetosis, stiff-man syn-

drome, convulsive disorders (not for sole

therapy).

Contraindicated: Known hypersensitivity

to the drug. Children under 6 months of

age. Acute narrow angle glaucoma; may
be used in patients with open angle glau-

coma who are receiving appropriate

therapy.

Warnings: Not of value in psychotic pa-

tients. Caution against hazardous occupa-

tions requiring complete mental alertness.

When used adjunctively in convulsive dis-

orders, possibility of increase in frequenc

and/or severity of grand mal seizures ma
require increased dosage of standard ant

convulsant medication; abrupt withdraws
may be associated with temporary in-

crease in frequency and/or severity of

seizures. Advise against simultaneous in-

gestion of alcohol and other CNS depres-

sants. Withdrawal symptoms (similar to

those with barbiturates and alcohol) hav<

occurred following abrupt discontinuanc

(convulsions, tremor, abdominal and mu
cle cramps, vomiting and sweating). Kee
addiction-prone individuals under carefu



According to her major

symptoms, she is a psychoneu-

rotic patient with severe

anxiety. But according to the

description she gives of her

[feelings, part of the problem

may sound like depression.

This is because her problem,

f although primarily one of ex-

jcessive anxiety, is often accom-

panied by depressive symptom-
r atology. Valium (diazepam)

lean provide relief for both—as

the excessive anxiety is re-

I

lieved, the depressive symp-

toms associated with it are also

often relieved.

There are other advan-

tages in using Valium for the

management of psychoneu-

rotic anxiety with secondary

depressive symptoms: the

psychotherapeutic effect of

Valium is pronounced and
rapid. This means that im-

provement is usually apparent

in the patient within a few

days rather than in a week or

two, although it may take

longer in some patients. In ad-

dition, Valium (diazepam) is

generally well tolerated; as

with most CNS-acting agents,

caution patients against haz-

ardous occupations requiring

complete mental alertness.

Also, because the psycho-

neurotic patient’s symptoms
are often intensified at bed-

time, Valium can offer an addi-

tional benefit. An h.s. dose

added to the b.i.d. or t.i.d.

treatment regimen can relieve

the excessive anxiety and asso-

ciated depressive symptoms
and thus encourage a more
restful night’s sleep.

2-mg,5-mg, 10-mg tablets

in psychoneurotic

anxiety states

with associated

depressive symptoms

surveillance because of their predisposi-
1C

! tion to habituation and dependence. In
'

i
- pregnancy, lactation or women ofchild-

'

ll bearing age, weigh potential benefit
1,31 against possible hazard.

Precautions: If combined with other psy-

chotropics or anticonvulsants, consider
v

carefully pharmacology of agents em-
' ployed; drugs such as phenothiazines,

narcotics, barbiturates, MAO inhibitors
'e and other antidepressants may potentiate
"8

its action. Usual precautions indicated in

patients severely depressed, or with latent

[ depression, or with suicidal tendencies.
nil

Observe usual precautions in impaired
renal or hepatic function. Limit dosage to

smallest effective amount in elderly and
debilitated to preclude ataxia or over-

sedation.

Side Effects: Drowsiness, confusion, diplo-

pia, hypotension, changes in libido, nausea,
fatigue, depression, dysarthria, jaundice,

skin rash, ataxia, constipation, headache,
incontinence, changes in salivation,

slurred speech, tremor, vertigo, urinary

retention, blurred vision. Paradoxical re-

actions such as acute hyperexcited states,

anxiety, hallucinations, increased muscle

spasticity, insomnia, rage, sleep disturb-

ances, stimulation have been reported;

should these occur, discontinue drug. Iso-

lated reports of neutropenia, jaundice;

periodic blood counts and liver function

tests advisable during long-term therapy.

Roche Laboratories
Division ot Hottmann-La Roche Inc.

Nutley, New Jersey 07110
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BROWN UNIVERSITY
DIVISION OF BIOLOGICAL AND MEDICAL SCIENCES

Providence, Rhode Island 02912

863-3231

MEDICAL EVENTS CALENDAR

"GENETIC DISORDERS"

(to be announced)

Wednesday, February 19, 1975

Rhode Island Hospital

8th Floor Conference Room
1:00 p.m. - 2:00 p.m.

Saturday, February 22, 1975

"ALTERNATIVES FOR THE UREMIC PATIENT"

Eli A. Friedman, M.D.

Professor of Medicine

State University of New York,

Downstate Medical Center,

Brooklyn, New York

Rhode Island Hospital

George Building Auditorium

10:00 a.m.

Wednesday, February 26, 1975

Miriam Hospital

Sopkin Auditorium

9:00 a.m.

HIS TOPIC:

"THE OVERALL PROBLEM OF URINARY TRACT INFECTIONS
- EPIDEMIOLOGY AND NEW CULTURE TECHNIQUES"
and, "AN EXPOSITION OF THE CATHETER PROBLEM"

"NEW ADVANCES IN THE DIAGNOSIS AND LOCALIZATION
OF URINARY TRACT INFECTION"

Stephen Zinner, M.D.

Assistant Professor of Medical Sciences,

Head, Division of Infectious Diseases,

Brown University,

Department of Medicine,

Roger Williams General Hospital

SYMPOSIUM SPONSORED BY NATIONAL KIDNEY

FOUNDATION

KEY SPEAKER:

Calvin M. Kunin, M.D.

Chief, Medical Services,

Veterans Hospital,

Professor of Medicine,

University of Wisconsin,

Madison, Wisconsin



"PRACTICAL ASPECTS OF CATHETER CARE"

Jane DeGroot, R.N.

Nurse Epidemiologist,

Veterans Hospital,

Madison, Wisconsin

Wednesday, February 26, 1975

"JOINT MOTION AND LUBRICATION"

Rosario Tomaselli, M.D.

Orthopaedic Staff,

Rhode Island Hospital

Friday, February 28, 1975

"THE ROLE OF CYCLIP AMP IN THE NERVOUS SYSTEM"
Dr. Theodore W. Rail

J. H. Hord Professor,

Chairman, Department of Pharmacology,

Case Western Reserve University,

Cleveland, Ohio

Saturday, March 8, 1975

"BIOLOGICAL CONTROL OF HUMAN SCAR TISSUE"

Erie E. Peacock, Jr-, M.D.

Professor and Chairman,

Department of Surgery,

University of Arizona College of Medicine,

Tucson, Arizona

Rhode Island Hospital

George Building Auditorium

1 :00 p.m. - 2:00 p.m.

Colloquium

Division of Biological and

Medical Sciences

Brown University — 4:00 p.m.

(room to be announced)

Rhode Island Hospital

George Building Auditorium

10:00 a.m.



Brown University Affiliated Hospitals

REGULARLY SCHEDULED EVENTS
MONDAYS

9:30 a.m.
10:30 a.m.
12:00 noon
12:00 noon
12:00 noon
1:00 p.m.

1:00 p.m.

1:15 p.m.

2:00 p.m.

7:00 p.m.

TUESDAYS

7:15 am.
8:30 a.m.

9:00 a.m.
9:30 a.m.
10:30 a.m.
11:00 a.m.
11:00 a.m.

12:00 noon
12:00 noon
12:15 p.m.

1:00 p.m.

2:00 p.m.

2:00 p.m.

2:00 p.m.

4:30 p.m.

7:30 p.m.

WEDNESDAYS

7:30 a m.

7:30 a m.

8:00 a.m.
8:30 a.m.
8:30 a.m.
8:30 a.m.

9:30 a.m.

10:30 a.m.
10:30 a.m.
11:00 a.m.
12:00 noon
12:00 noon
1:00 p.m.

1:15 p.m.

Medical X-Ray Conference Memorial Hospital, X-Ray Department
Pediatrics Grand Rounds, Roger Williams General Hospital, Kay Auditorium
Renal Conference, Miriam Hospital, H-3 Conference Room
Endocrinology Conference, Rhode Island Hospital, 434 APC
G I Conference, Rhode Island Hospital, 434 APC
Hematology Conference, Miriam Hospital, Pathology/ Radiology Classroom
Autopsy Conference, Rhode Island Hospital, Patsology/ Radiology Classroom

(1 st Monday)
Autopsy Gross Conference, Rhode Island Hospital, Autopsy Conference Room,

Main Building

Cardiology Rounds, Roger Williams General Hospital, West 2 Conference Room
***Current Concepts in Internal Medicine, The Memorial Hospital

Surgical Grand Rounds Rhode Island Hospital, George Auditorium
Urology Conference, Memorial Hospital, X-Ray Department
Pulmonary Conference, Memorial Hospital, Pulmonary Conference Room
Medical X-Ray Conference, Memorial Hospital, X-Ray Department.
Cardiac Grand Rounds, Miriam Hospital

Medical Grand Rounds, Roger Williams General Hospital, Kay Auditorium
Surgical Mx Conference, Rhode Island Hospital, Surgical Sign-Out, Room 2,

Main Building

Electrocardiography Conference, Miriam Hospital, H-3 Conference Room
Renal Conference, Rhode Island Hospital 434 APC
Rheumatology, Rhode Island Hospital, 434 APC
Rehabilitation Rounds and Conference, Miriam Hospital, Physical Therapy De-

partment, (2nd and 4th Tuesday)
Organ Review, Roger Williams General Hospital, Anatomy Lab
Surgical Service Ward Rounds, Miriam Hospital

Renal Pathology Conference, Rhode Island Hospital, George Auditorium, (4th

Tuesday)
Radiation Oncology, Radiation Oncology Conference Room

***Morals and Medicine, Brown Extension Division

Orthopedic Conference — E-3 Conference Room (1st Wednesday), Roger Williams

General Hospital

Surgical Resident's Conference, Roger Williams General Hospital, Surgical Con-
ference Room, Prior — 4

(1st Wednesday — Surgical Resident's Conference)

**(2nd Wednesday Cardio-Thoracic or Peripheral-Vascular Conference)

(3rd Wednesday, Attending Surgeon's Conference)

(4th Wednesday, Surgical Mortality Conference)

Orthopedic Conference, Memorial Hospital, Richardson Lecture Room 1

Medical Cardiac Grand Rounds, Miriam Hospital, H-3 Conference Room
Cardiac Evaluation Conference, Miriam Hospital, H-3 Conference Room
Thoracic and Cardio-Vascular Surgical Rounds, H-3 Conference Room, Miriam

Hospital, (1st Wednesday)
Neuro-Pathology Conference (Organ Dissection) Rhode Island Hospital, Neuro-

Path. Lab., 2nd Floor, Main Building, George Auditorium
Physicians-in-Chief's Rounds, Miriam Hospital

Cardiac Grand Rounds, Miriam Hospital

Medical Grand Rounds, Rhode Island Hospital, George Auditorium d
Pediatric Semiiar, Miriam Hospital, H-3 Conference Room
Medical Research Conference, Miriam Hospital, Medical Research Conf. Room
Surgeon-in-Chief's Rounds, Miriam Hospital, H-3 Conference Room
Autopsy Gross Conf., Rhode Island Hospital, Auto. Conf. Room, George Bldg.



2:00 p.m.

2:00 p.m.
2:00 p.m.

2:00 p.m.

3:30 p-m.

4:45 p.m.

THURSDAYS

7:30 a.m.
8:30 a.m.
8:30 a.m.
8:30 a.m.
9:00 a.m.
9:30 a.m.
10:30 a.m.
11:00 a.m.
11:00 a.m.
11:00 a.m.
11:00 a.m.
12:00 noon
12:00 noon
1:00 p.m.

1:00 p.m.

1:00 p.m.

2:00 p.m.

2:00 p.m.

2:30 p-m.

3:00 p.m.

4:00 p.m.

4:30 p.m.

5:30 p.m.

8:00 p.m.

FRIDAYS

8:30 a.m.
10:30 a.m.
11:00 a.m.
12:00 noon
12:00 noon
12:00 noon
12:00 noon
12:00 noon
12:00 noon
12:00 noon
1:00 p-m.

1:00 p.m.

1:00 p-m.

1:15 p.m.

4:00 p.m.

SATURDAYS

7:30 a.m.
8:00 a.m.
8:00 a.m.
8:30 a.m.
9:00 a.m.

9:00 a.m.

Pulmonary, H-3 Conference Room, Miriam Hospital (rounds)
Pathology Conference, Memorial Hospital, Richardson Lecture Room 1

Morbidity and Mortality Conference, Miriam Hospital, Room M, (4th Tuesday)
Neuro-Path Conf., Auto-Conf. Room Rhode Island Hospital

Neuroscience Seminar, Miriam Hospital, Pathology/ Radiology Classroom
Pathology Journal Club, Rhode Island Hospital, 11th Floor Conf. Room, APC

Surgical Service Meeting, Miriam Hospital, Sopkin Auditorium
Cine Angiography Conference, Miriam Hospital, X-Ray Department
Allergy Conference, 6ts Floor APC, Rhode Island Hospital

Surgical Research Conference, Rhode Island Hospital, Surg, Res. Conf Room
Pulmonary Conference, Memorial Hospital, Pulmonary Coiference Room
Medical X-Ray Conference, Memorial Hospital X-Ray Department
Cardiac Grand Rounds, Miriam Hospital

Physician-in-Chief's Rounds, Roger Williams General Hospital, West 2 Conf. Room
Medical Grand Rounds, Miriam Hospital, Sopkin Auditorium
Neuro-Path Mx Conf., Rhode Island Hospital, Surg.-sign-out Room 2, Main Bldg.

Pulmonary Conf., Rhode Island Hospital, 434 APC, (1st, 2nd, 4th Thursday)
X-Ray Conference, Miriam Hospital, Pathology/ Radiology Classroom

infectious Diseases, 434 APC, Rhode Island Hospital

Oncology Conference Pathology Conf. Room, Miriam Hospital

Dermatology Rounds, Roger Williams General Hospital, West 2 Conference Room
Rheumatology Conference, Miriam Hospital, Sopkin Auditorium
Dermatology-Pathology Resident's Conference, Roger Williams General Hospital,

Hospital, Pathology Conference Room
Pathology Conference, Rhode Island Hospital, George Auditorium
Topic Conference Miriam Hospital, Surg. Res. Conf. Room
Surgical Service Meeting, Memorial Hospital, Richardson Lecture Room 1

Surgical Journal Club, George Auditorium, Rhode Island Hospital, (1st and 4th

Thursday)
Surgeon-in-Chief's Rounds, Memorial Hospital, Staff Room
Surgical Mort. and Morb. (CLOSED), Rhode Island Hospital. George Auditorium,

(1st and 4th Thursday)
Peripheral Vascular Conference — Surgical Conf. Room, Prior 4, (2nd Thursday),

Roger Williams General Hospital

Urology Rounds, Roger Williams General Hospital, Pathology Conference Room
Pediatric Grand Rounds, Rhode Island Hospital, George Auditorium
G.l. Pathology Conf., Rhode Island Hospital, Surgical-sign-out Room 2, Main Bldg

Autopsy Mx Conf., Rhode Island Hospital, Auto Conf Room
Surgical Conference, Surgical Conf. Room, Prior 4, Roger Williams Gen. Hosp.

Journal Club, Miriam Hospital, H-3 Conference Room
Endocrinology Coiference Miriam Hospital, H-3 Conference Room

Cardiology, Rhode Island Hospital, 434 APC
Radiology, Rhode Island Hospital, 434 APC (1st Friday)

Hematology, Rhode Island Hospital, 434 APC (3rd and 5th Fridays)

Neurology Rounds, Miriam Hospital

Surgical Chairman's Rounds, E-3 Conference Room, Roger Williams Gen- Hosp.

Gastroenterology Conference, Miriam Hospital, Path/ Rad Classroom

Autopsy Gross Conf., Rhode Island Hospital, Auto Confereice Room
Thoracic-CV Confereice, Rhode Island Hospital, 2nd Floor, APC

Eye Conference, Rhode Island Hospital, 7th Floor. APC (1st Saturday)

Surgical Grand Rounds, Miriam Hospital, Sopkin Auditorium
Surgical Grand Rounds, Pawtucket Memorial Hospital, Rich. Lecture Room 1

Ob-Gyn Rounds, Women and Infants Hospital, Nurses Annex, Audt.

Surgical Conference, Rhode Island Hospital, George Auditorium, (1st Saturday)

Surgical Teaching Rounds, Miriam Hospital, O.R. Dressing Room

* Alternate Weeks
** Alternate Months

Fee is Required*
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IfyJeddacje f^rom the >Z)ican

CONTINUING MEDICAL EDUCATION RESOURCES FOR THE
PRACTICING RHODE ISLAND PHYSICIAN

Medicine, more than the other learned pro-

fessions, requires of its adherents a commitment

to continuing education. The vast network of medi-

cal lectures, conferences, grand rounds, symposia,

conventions, journals and audiovisual aids found

in most urban centers is in response to the collec-

tive realization by the profession that a physician

who discontinues his education has begun the proc-

ess of retirement from his profession. The invest-

ment of time, energy, and resources toward con-

tinuing eaucation has been largely voluntary and

has involved a substant;al fraction of the prac-

ticing community. Some groups (notably the

American Academy of Family Practice) expect

from their members verification of participation in

educational exercises. 1 he likelihood of some

system of periodic reaccreditation for profession-

ally active physicians increases still further the

need of fostering and maintaining sit; rrior facili-

ties for continuing medical education in Rhode

Island, designed to meet the needs of the physi-

cians both in terms of time and subject matter.

Three organizations have expressed some inter-

est regarding continuing medical education in

the Rhode Island region: The Rhode Island Medi-

cal Society, Rhode Island Health Science Edu-

cational Council (RIHSEC), and B ‘own Univer-

sity. Representatives of these three institutions

have met and have agreed to invest then previously

independent efforts in an integrated unit called

the Cooperative Committee on Graduate Medical

Education. The three crganizations have named

their representatives to this group, the current

composition of which is: William Fischer, Jr.,

Albert Wessen, Francis Lamb, Robe -

: Lawton,

Albert Most, Stanley Aronson, and Ti ’ id Greer

(chairman).

The Coordinating Committee is presently estab-

lishing a central office and hiring a staff person

to implement its functions, which have been iden-

tified as follows:

1. To develop a roster of qualified and com-

petent speakers on subjects relevant to the current

requirements of the profession;

2. To develop innovative program structures

which avoid the single virtuoso-type lecture, but

rather encourage active audience participation

through the use of panels of speakers incorporating,

wherever possible, members of the staff of the

host hospital. (If clinical cases form the nucleus

of any of these educational exercises, then such

patients should be locally derived.)

;

3. To make these services of the committee

available to the hospitals in the region. (In this

regard the Committee has begun to organize eve-

ning programs at a number of regional institu-

tions)
;

4. To coordinate the separate medical educa-

tion programs in the various regional hospitals,

medical societies, and colleges so as to avoid con-

flicts in scheduling;

5. To prepare a monthly listing of major edu-

cational exercises pertaining to medicine offered

in this area for publication in the Rhode Island

Medical Journal;

6. To organize and supervise mini-courses in

the clinical and basic sciences, using Brown Uni-

versity facilities and faculty. Some of these

courses will be problem-oriented and conducted

in the various hospitals of the community.

RIHSEC will underwrite the expenses of this case-

history approach to continuing medical educa-

tion;

7. To cooperate with the Brown University

Audiovisual Self-Instruction Committee in making

(Concluded on next page)

Message From The Dean 3



available to the practicing physician self-instruc-

tional instruments and resources to assist him in

his continuing education. This medical school

committee, chaired by Dr. N. Fausto, has

created a center for self-instruction within the

University BioMedical Center, composed of

numerous, booth-like rooms each containing in-

struments for various types of self-instructional

programs, (including synchronized slide-tape pro-

jectors, recorders, cassette projectors, film strip

players, and video tape projectors). A diversified

library of 9elf-instructional material covering the

basic sciences, pathophysiologic studies, techniques

of physical examination, clinical pathology mate-

rial, and a library of abnormal auscultatory sounds

has now been gathered, indexed, and filed. It is

hoped that this facility will be expanded and that

it will be made available to the practicing physi-

cians of the region in the near future. An interest-

ing component of this teaching facility is a com-

puter link writh the National Library of Medicine

for various self-instructional programs displayed

on a video screen;

8. To issue a monthly series of articles on cur-

rent advances in therapy and diagnosis, to appear

in this Journal.

Through these efforts, the Committee hopes to

encourage a greater number of physicians to enter

into these diversified programs. The Committee

would also welcome suggestions and recommenda-

tions concerning its efforts to facilitate the edu-

cational needs of its practicing colleagues. Com-

munications should be sent to Dr. David S. Greer,

Box G, Brown University, Providence, Rhode Is-

land.

Stanley M. .Aronson, m.d.

Dean of Medical Affairs

Brown University

Plan ^l^low Po Attend

THE ANNUAL MEETING

of the

Rhode Island Medical Society

WEDNESDAY, APRIL 16, 1975

CHATEAU DeVILLE

Warwick, Rhode Island

4 Rhode Island Medical Journal



The Rhode Island Medical
CHARLES J. ASHWORTH, M.D.

Charles J. Ashworth, a Warwick surgeon for

almost 50 years, died on December 30, 1974. He
was 74 years old.

Born in Providence, he was the 'first student

to graduate from Providence College. He was also

graduated from Tufts Medical School in 1927.

Doctor Ashworth was a member of the Provi-

dence Medical Association and member and for-

mer president of the Rhode Island Medical So-

ciety and the New England State Medical Society.

He was a past president of Physicians Service,

the Rhode Island Medical Society’s surgical medi-

cal insurance plan. Doctor Ashworth was also a

member of the American Medical Association, and

was the only Rhode Islander to serve on the na-

tional council on medical service of the American

Medical Association.AAA
MICHAEL J. O'CONNOR, M.D.

Michael J. O’Connor, a Providence physician

for more than 45 years, died on December 25,

1974. He was 83 years old.

Born in Providence, Doctor O’Connor was a

graduate of Holy Cross College, Harvard Medical

School and the Massachusetts Eye and Ear In-

firmary, Boston.

He was a member of the staffs of Rhode Island,

Roger Williams, and Our Lady of Fatima Hos-

pitals, and for many years he served as chief of

the ear, nose and throat staff at St. Joseph’s Hos-

pital.

Doctor O'Connor was a member of the Provi-

dence Medical Association, the Rhode Island Medi-

cal Society and the American Medical Association.AAA
D. WILLIAM J. BELL, M.D.

D. William J. Bell, a Providence physician for

30 years, died on November 6, 1974. He was 64

years old.

Born in Woonsocket, Rhode Island, he was a

graduate of Brown University, and McGill Uni-

versity Medical School.

Doctor Bell was on the staff at Rhode Island

Hospital and the Women and Children’s Hospital.

He was a member of the DeMolay Legion of

Honor, the New England Pediatric Society, the

American Academy of Pediatricians, the Provi-

dence Medical Association, the Rhode Island Medi-

cal Society and the American Medical Association.AAA
The Rhode Island Medical Society Necrology

Society Necrology -- 1974
MORRIS MARKS* M.D.

Morris Marks, a Pawtucket physician for more

than 45 years, died on October 3, 1974. He was

74 years old.

Born in Warren, Rhode Island, he was a gradu-

ate of the Medical College of Virginia. Doctor

Marks was a member of the Palestine Temple of

the Shrine, a Mason, and a member of the Con-

gregation Ohawe Sholom in Pawtucket.

He was on the staff of The Miriam Hospital

and The Memorial Hospital.

Doctor Marks was a member of the Pawtucket

Medical Association and the Rhode Island Medi-

cal Society. AAA
ROBERT H. WHITMARSH, M.D.

Robert T. Whitmarsh, former chief of surgery

of Roger Williams General Hospital, died August

19, 1974. He was 87 years old.

Born in Kansas City, Mo., he was a graduate

of Brown University, and the New York Medical

School.

Doctor Whitmarsh served on the medical staff

of Roger Williams General Hospital from 1926

to 1951 and was chief of surgery at the hospital

foe; several years prior to his retirement. Since

1962, he served as a member of the board of trus-

tees of Roger Williams General Hospital and was

made an honorary member of the board in 1972.

He was President of the R. I. Chapter of the

American College of Surgeons and the Providence

Surgical Society. He was a member of the Amer-

ican Medical Association, the Rhode Island Medi-

cal Society, and the Providence Medical Associa-

tion. AAA
JOSEPH DeLUCA, M.D.

Joseph DeLuca, a Providence physician, died

July 8, 1974. He was 60 years old.

Born in Bristol, he was a graduate of the Uni-

versity of Rhode Island and the University of

Maryland Medical School. He was on the staff

of Rhode Island Hospital, St. Joseph’s Hospital’

and Our Lady of Fatima Hospital and Providence

Lying-In Hospital. He was the senior surgeon at

Rhode Island Hospital.

He was a member of the Providence Medical

Association, the Rhode Island Medical Society,

the Providence Surgical Society, a fellow of the

American College of Surgeons; a diplomat of the

(Continued on page 7)
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The Council of the

NewEngland State Medical Societies
announces its

15%or$7500
NEWKEOGH PLAN
Choose your investment
• Commercial Paper

• Savings Accounts

• Treasury Notes

• Life Insurance

• Annuities

(a) variable

(b) fixed

• Mutual Funds
(a) Income
(b) Growth
(c) Money Market

• Stocks

• Bonds

Understand the advantages and consequences of this new law

before you update your existing plan or start a new one.

Write or call

NewEngland Physicians Advisory Services, Inc.
One Wells Avenue, Newton, Mass. 021 59 (61 7) 965-51 00



NECROLOGY
(Continued from page 5)

American Board of Surgery; associate professor

of medical surgery at Brown University Medical

School. AAA
ALFRED L. QUARTAROLI, M.D.

Alfred L. Quartaroli, a psychiatrist and former

clinical director of the Cranston Community Men-

tal Health Board, died June 4, 1974. He was 47

years old.

Doctor Quartaroli was a 1951 graduate of

Providence College, and a graduate of the medical

school of the University of Bologna, Italy. He
served his internship at St. Joseph’s Hospital,

Providence, and had been a resident psychiatrist

at the Institute of Mental Health, Cranston.

After a two-year fellowship in child psychiatry

at Bradley Hospital, he was engaged in private

practice. He was a staff member of Our Lady of

Providence and Our Lady of Fatima units of St.

Joseph’s Hospital, Butler Health Center and the

Charles V. Chapin Hospital.

The doctor was a member of the Rhode Island

Society for Neurology and Psychiatry, the Rhode

Island branch of the American Psychiatric Asso-

ciation, the Society for Adolescent Psychiatry, the

Providence Medical Association and the Rhode

Island Medical Society.AAA
HENRY M. TYSZKOWSKI, M.D.

Henry M. Tyszkowski, a practicing physician

in Romford for the last 17 years, died July 3, 1974.

He was 53 years old.

Born in Fall River, Massachusetts, he was a

graduate of Boston College and New York Medi-

cal College. He was a member of the staff of St.

Joseph’s Hospital and the Fatima unit.

He was a member of the Rhode Island Medical

Society, American Academy of Family Physicians,

Rhode Island Family Physicians Association,

Metacomet Country Club and St. Sebastian’s

Christian Couples Club.AAA
EARL J. MARA, M.D.

Earl J. Mara, a practicing physician in Paw-

tucket since 1934, died June 14, 1974. He was

65 years old.

Born in Pawtucket, he was graduated from

Georgetown University and Georgetown Medical

School, Washington,, D. C. He served on the staff

of the Memorial Hospital in Pawtucket and Notre

Dame Hospital in Central Falls, and was a con-

The Rhode Island Medical Society Necrology

sultant at Dr. U. E. Zambarano Memorial Hos-

pital, Burrillviile, R. I.

Doctor Mara was a past president of the

Cadeuceus Club of Pawtucket and a member of

the intern and staff associates of The Memorial

Hospital. He was a member of the executive com-

mittee of Blue Cross board of directors and was
vice chairman of Blue Shield for many years.

Doctor Mara was also a member and past presi-

dent of the Rhode Island Medical Society and the

Pawtucket Medical Association.AAA
HOWARD E. BLANCHARD, M.D.

Howard E. Blanchard, a practicing physician on

Elmwood Avenue from 1905, died June 10, 1974.

He was 91 years old.

Doctor Blanchard was a graduate of the Jef-

ferson Medical College of Philadelphia. He was

a former chief of staff at Rhode Island Hospital.

The doctor served as a captain in the Medical

Corps during World War I.

He was a member of the American Medical

Association, the Providence Medical Association

and the Rhode Island Medical Society.AAA
JOSEPH H. LADD, M.D.

Joseph H. Ladd, M.D., the first superintendent

of the Dr. Joseph H. Ladd School in Exeter, died

May 12, 1974. He was 98 years old.

Doctor Ladd pioneered efforts in Rhode Island

to rehabilitate the mentally retarded. He guided

the Ladd School through its growth from a single

farmhouse to a sprawling complex housing nearly

1,000 residents at the time of his retirement in

1956. As the school expanded, Doctor Ladd gained

fame as one of the nation’s leading authorities on

the care and treatment of the mentally deficient.

Doctor Ladd was born in 1876 in High Forest,

Minn. He spent two years at Norwich University,

Northfield, Vermont, before studying medicine at

Dartmouth Medical College, where he received his

degree in 1900. That year he joined the staff of

the Walter E. Fernald School for the mentally

handicapped in Waltham, Mass. He remained there

until 1907, when Rhode Island opened its school

in Exeter and named him its superintendent.

Doctor Ladd was the state chairman for the

1965 Easter Seal campaign of the Meeting Street

School. He was a past president of the American

Association of Mental Deficiency and a past vice

president of the Rhode Island Medical Society.

He was also a member of the American Medical

(Continued on page 10)

1974 7



Why isGdntanol
j (sulfamethoxazole)

basktherapy in

nonobstructedurinary
infections?

Before prescribing, please consult complete
product information, a summary of which follows:

Indications: Acute, recurrent or chronic nonob-
structed urinary tract infections (primarily pyelonephritis,

pyelitis and cystitis) due to susceptible organisms Note:

Carefully coordinate in vitro sulfonamide sensitivity tests

with bacteriologic and clinical response; add aminobenzoic
acid to follow-up culture media. The increasing frequency of re-

sistant organisms limits the usefulness of antibacterials includ-

ing sulfonamides, especially in chronic or recurrent urinary tract

infections. Measure sulfonamide blood levels as variations may
occur; 20 mg/100 ml should be maximum total level.

Contraindications: Sulfonamide hypersensitivity; pregnancy at

term and during nursing period; infants less than two months of age.

Warnings: Safety during pregnancy has not been established.

Sulfonamides should not be used for group A beta-hemolytic strep-

tococcal infections and will not eradicate or pre

tf'jar vent sequelae (rheumatic fever, glomerulonephritis

far of such infections. Deaths from hypersensitivity reac

W tions, agranulocytosis, aplastic anemia and other bloo

JP dyscrasias have been reported and early clinical signs (sor

throat, fever, pallor, purpura or jaundice) may indicate seriou

blood disorders. Frequent CBC and urinalysis with microscop'

examination are recommended during sulfonamide therapy. Insuff

cient data on children under six with chronic renal disease.

Precautions: Use cautiously in patients with impaired renal c

hepatic function, severe allergy, bronchial asthma; in glucose-E

phosphate dehydrogenase-deficient individuals in whom dose

related hemolysis may occur. Maintain adequate fluid intake t

prevent crystalluria and stone formation.

Adverse Reactions: Blood dyscrasias (agranulocytosis, aplat

tic anemia, thrombocytopenia, leukopenia, hemolytic anemia, pui
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Because it is considered
a good choice...

for efficacy in nonobstructed cystitis, pyelonephritis

and pyelitis

for control of susceptible £ coli, Klebsiella-

Aerobacter, Staph, aureus, Proteus mirabilis and,

less frequently, Proteus vulgaris

for prompt antibacterial blood and urine levels in

from 2 to 3 hours after initial 2-gram adult dose

for economical around-the-clock coverage

for maximum patient cooperation with easy-to-

remember B.I.D. dosage

Basic Therapy

Gantanol
(sulfamethoxazole)

Tablets/Suspension

(0.5Gm) (0.5 Gm/teasp.)

frUra, hypoprothrombinemia and methemoglobinemia); allergic

reactions (erythema multiforme, skin eruptions, epidermal necroly-

sis, urticaria, serum sickness, pruritus, exfoliative dermatitis, ana-
phylactoid reactions, periorbital edema, conjunctival and scleral

injection, photosensitization, arthralgia and allergic myocarditis);

gastrointestinal reactions (nausea, emesis, abdominal pains, hepa-
titis, diarrhea, anorexia, pancreatitis and stomatitis); CNS reactions

(headache, peripheral neuritis, mental depression, convulsions,

ataxia, hallucinations, tinnitus, vertigo and insomnia); miscellaneous
reactions (drug fever, chills, toxic nephrosis with oliguria and
anuria, periarteritis nodosa and L.E. phenomenon). Due to certain

chemical similarities with some goitrogens, diuretics (acetazola-

mide, thiazides) and oral hypoglycemic agents, sulfonamides have
caused rare instances of goiter production, diuresis and hypogly-
cemia as well as thyroid malignancies in rats following long-term
administration. Cross-sensitivity with these agents may exist.

Dosage: Systemic sulfonamides are contraindicated in in-

fants under 2 months of age (except adjunctively with pyrimetha-

mine in congenital toxoplasmosis).

Usual adult dosage: 2 Gm (4 tabs or teasp.) initially, then 1 Gm
b.i.d. or t.i.d. depending on severity of infection.

Usual child's dosage: 0.5 Gm (1 tab or teasp.)/20 lbs of body
weight initially, then 0.25 Gm/20 lbs b.i.d. Maximum dose should

not exceed 75 mg/kg/24 hrs.

Supplied: Tablets, 0.5 Gm sulfamethoxazole; Suspension,

0.5 Gm sulfamethoxazole/teaspoonful.

Roche Laboratories
Division of Hoffmann-La Roche Inc.

Nutley, N.J. 0711C
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Association, the Washington County Medical So-

ciety, the Rhode Island I\Iedico-Legal Society and

the Xew England Psychiatric Society.AAA
GEORGE A. ERNST, M.D.

George A. Ernst. M.D., an obstetrician and

gynecologist with offices in Greenville and Provi-

dence, died May 15, 1974 at the age of 52.

Born in Kansas City, Kansas, he was a graduate

of the Boston University School of Medicine in

1951.

He was a World War II veteran, commissioned

in the Xavy Air Corps, and was a recipient of the

Distinguished Flying Cross and six .Air Medals.

He was on the staff of Providence Lying-In,

Rhode Island and Roger Williams General Hos-

pitals. He was a member of the American Medical

.Association, the Xew England Obstetrical Society,

Rhode Island Medical Society, the Providence

Medical Society and the American College of

Gynecologists. AAA
DAVID FREEDMAN, M.D.

David Freedman, M.D., a former chief of sur-

gery and president of the medical staff at The

Miriam Hospital, died April 24, 1974. He was

65 years old.

Born in Providence, he was graduated from Har-

vard Medical School in 1934.

He served his internship at Rhode Island Hos-

pital. His surgical residency was at Truesdale Hos-

pital, Fall River.

A Fellow of the American College of Surgeons,

and a diplomate of the American Board of Ab-

dominal Surgery, he was a past president of the

Providence Medical Society and the Providence

Surgical Society. He was also a member of the

International College of Surgeons and the Rhode

Island Medical Society and its House of Dele-

gates. AAA
BRUCE W. SMITH, M.D.

Bruce W. Smith, M.D.. a Barrington physician

since 1954, died in London on April 10, 1974. He
was 58 years old.

Born in Xarragansett. he was graduated from

Tufts Medical School in 1940 and served his in-

ternship at Rhode Island Hospital.

Doctor Smith served in the Xavy Medical Corps

during World War II, assigned to a Marine unit

in the Pacific.

Doctor Smith was a member of Barrington Con-

gregational Church, the .American Medical Asso-

ciation, the Rhode Island Medical Society and the

Providence Medical .Association. He was also a

past president of the Bristol County Medical So-

ciety.

AAA
FRANK Y. C. SOONG, M.D.

Frank Y. C. Soong, M.D., a Warwick general

practitioner since 1956, died Jan. 20, 1974. He was

54 years old.

Born in Shensi Province, China, he was gradu-

ated from the Xational Chun Cheng Medical

School of Xanchang, China, in 1945. Doctor Soong

came to the United States in 1947 and completed

postgraduate courses at Cornell University Medi-

cal School.

He served his internship at St. Johns Long

Island City Hospital and later took up residency

at the Rhode Island Medical Center.

During World War II, he was a captain in the

Chinese Air Force Medical Corps.

His hobby was Tai-Chi Chuan, a routine of

physical exercises developed more than 1,000 years

ago by the Chinese. Two years ago, he mote an

article for a medical journal extolling the health

benefits of the ancient loutine.

He was a member of the Kent County Medical

Society, the Rhode Island Medical Society, the

American Medical Association, the American Acad-

emy of General Practitioners, the .American Asso-

ciation of Foreign Medical Graduates, the Chinese-

American Medical Association and the American

College of Emergency Physicians.

A A A

JOSEPH A. PALUMBO, M.D.

Joseph A. Palumbo, a state medical examiner

for 18 years and acting chief medical examiner

since 1966, died April 4. 1974. He was 59 years

old.

Born in Cranston. Rhode Island, he was gradu-

ated from Providencce College and Georgetown

University in 1942.

Doctor Palumbo was a captain in the Army

Medical Corps during W orld War II.

He was a member of the Providence Medical

Association, the Rhode Island Medical Society

and the American Medical Association.AAA
WILLIAM A. MARSHALL, M.D.

William A. Marshall, M.D., a Warwick general

practitioner, died March 2, 1974. He was 40 years

old. (Concluded on page 11)

Rhode Island Medical Journal10





‘Vs

, Gx'
kV ^09y

Ck0« A\>% „< 0'
<

“

vN6
'

V
\V&s®

Important Note: This drug is not a simple anal-

gesic. Do not administer casually Carefully

evaluate patients before starting treatment and

keep them under close supervision Obtain a

detailed history, and complete physical and
laboratory examination (complete hemogram,
urinalysis, etc.) before prescribing and at fre-

quent intervals thereafter. Carefully select pa-

tients. avoiding those responsive to routine

measures, contraindicated patients or those

who cannot be observed frequently Warn pa-

tients not to exceed recommended dosage
Short-term relief of severe symptoms with the

smallest possible dosage is the goal of therapy

Dosage should be taken with meals or a full

glass of milk. Substitute alka capsules for

tablets if dyspeptic symptoms occur. Patients

should discontinue the drug and report immedi-

ately any sign of fever, sore throat, oral lesions

(symptoms of blood dyscrasia); dyspepsia,

epigastric pain, symptoms of anemia, black or

tarry stools or other evidence of intestinal

ulceration or hemorrhage, skin reactions, signi-

ficant weight gain or edema A one-week trial

period is adequate Discontinue in the absence
of a favorable response Restrict treatment

periods to one week in patients over sixty

Indications Rheumatoid arthritis, osteoarthritis,

bursitis, acute gouty arthritis and rheumatoid
spondylitis

Contraindications Children 14 years or less,

senile patients; history or symptoms of G.l. in-

flammation or ulceration including severe, re-

current or persistent dyspepsia; history or

presence of drug allergy; blood dyscrasias.

renal, hepatic or cardiac dysfunction; hyperten-

sion. thyroid disease^ystemic edema; stomatitis

and salivary gland enlargement due to the drug;

polymyalgia rheumatica and temporal arteritis

patients receiving other potent chemothera-
peutic agents, or long-term anticoagulant

therapy.

Warnings Age. weight, dosage, duration of ther-

apy existance of concomitant diseases and
concurrent potent chemotherapy affect inci-

dence of toxic reactions. Carefully instruct and
observe the individual patient, especially the

aging (forty years and over) who have increased

susceptibility to the toxicity of the drug Use
lowest effective dosage Weigh initially unpre-

dictable benefits against potential risk of

severe, even fatal, reactions The disease con-

dition itself is unaltered by the drug. Use with

caution in first trimester of pregnancy and in

nursing mothers. Drug may appear in cord

blood and breast milk Serious, even fatal, blood

dyscrasias. including aplastic anemia, may
occur suddenly despite regular hemograms, and
may become manifest days or weeks after ces-

sation of drug Any significant change in total

white count, relative decrease in granulo-

cytes. appearance of immature forms, or fall in

hematocrit should signal immediate cessation

of therapy and complete hematologic investiga-

tion Unexplained bleeding involving CNS.
adrenals, and G.l. tract has occurred. The drug
may potentiate action of insulin, sulfonylurea,

and sulfonamide-type agents. Carefully observe

patients taking these agents Nontoxic and toxic

goiters and myxedema have been reported (the

drug reduces iodine uptake by the thyroid)

Blurred vision can be a significant toxic symp-
tom worthy of a complete ophthalmological ex-

amination. Swelling of ankles or face in

patients under sixty may be prevented by

reducing dosage. If edema occurs in patients

over sixty, discontinue drug

Precautions The following should be accom-
plished at regular intervals Careful detailed

history for disease being treated and detection

of earliest signs of adverse reactions complete

physical examination including check of pa-

tient's weight; complete weekly (especially for

the aging) or an every two week blood check,

pertinent laboratory studies Caution patients

about participating in activity requiring alert-

ness and coordination, as driving a car. etc.

Cases of leukemia have been reported in pa-

tients with a history of short- and long-term

therapy The majority of these patients were
over forty Remember that arthritic-type pains

can be the presenting symptom of leukemia

Adverse Reactions This is a potent drug its

misuse can lead to serious results. Review de-

tailed information before beginning therapy

Ulcerative esophagitis, acute and reactivated

gastric and duodenal ulcer with perforation

and hemorrhage, ulceration and perforation of

large bowel, occult G.l. bleeding with anemia,

gastritis, epigastric pain, hematemesis. dys-

pepsia. nausea, vomiting and diarrhea, abdomi-
nal distention, agranulocytosis, aplastic anemia,

hemolytic anemia, anemia due to blood loss in-

cluding occult G.l bleeding, thrombocytopenia,

pancytopenia, leukemia, leukopenia, bone
marrow depression, sodium and chloride re-

tention. water retention and edema, plasma
dilution, respiratory alkalosis, metabolic acido-

sis. fatal and nonfatal hepatitis (cholestasis may
or may not be prominent), petechiae. purpura

without thrombocytopenia, toxic pruritus,

erythema nodosum, erythema multiforme.

Stevens-Johnson syndrome. Lyell's syndrome
(toxic necrotizing epidermolysis), exfoliative

dermatitis, serum sickness, hypersensitivity

angiitis (polyarteritis), anaphylactic shock,

urticaria, arthralgia, fever, rashes (all allergic

reactions require prompt and permanent with-

drawal of the drug), proteinuria, hematuria,

oliguria, anuria, renal failure with azotemia,

glomerulonephritis, acute tubular necrosis,

nephrotic syndrome, bilateral renal cortical

necrosis, renal stones, ureteral obstruction with

uric acid crystals due to uricosuric action of

drug, impaired renal function, cardiac decom-
pensation. hypertension, pericarditis, diffuse

interstitial myocarditis with muscle necrosis,

perivascular granulomata. aggravation of tem-

poral arteritis in patients with polymyalgia rheu-

matica. optic neuritis, blurred vision, retinal

hemorrhage, toxic amblyopia, retinal detach-

ment. hearing loss, hyperglycemia, thyroid

hyperplasia, toxic goiter, association of hyper-

thyroidism and hypothyroidism (causal relation-

ship not established), agitation, confusional

states, lethargy. CNS reactions associated with

overdosage, including convulsions, euphoria,

psychosis, depression, headaches, hallucina-

tions. giddiness, vertigo, coma, hyperventila-

tion. insomnia, ulcerative stomatitis, salivary

gland enlargement

(B)98- 146-070-J (10/71)

For complete details, including dosage, please

see full prescribing information.

GEIGV Pharmaceuticals

Division of CIBA-GEIGY Corporation

Ardsley. New York 10502

BU 10259
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Born in Ballymena, Northern Ireland, he was

graduated from Trinity College in Dublin, Ire-

land, in 1957.

He served his internship at Roger Williams Gen-

eral Hospital.

Doctor Marshall served as a lieutenant com-

mander in the U.S. Navy Medical Corps for two

years.

From 1962 to 1965 he was a member of Bar-

rington’s first mental health board. While in Bar-

rington, he was named to a special legislative

committee created by the General Assembly to

investigate the need for a hospital on the east side

of Narragansett Bay.

He was a member of the Kent County Medical

Society, the Rhode Island Medical Society and

the American Medical Association.

PHILIP BATCHELDER, M.D.

Philip Batchelder, M.D., a retired Providence

physician, died Feb. 11, 1974. He was 78 years

old.

Born in Haverhill, Massachusetts, he was gradu-

ated from the University of New Hampshire and

the Harvard Medical School.

He served his residency in radiology at Massa-

chusetts General Hospital.

He was a member of the Army Medical Corps

during World War I, with the Yankee Division

in France.

Doctor Batchelder was active in the treatment

of tuberculosis in the days when the disease was

a major health problem.

He was a member and past president of the

Providence Medical Association, a member of the

Rhode Island Medical Society and the American

Medical Association. He was also a member and

past president of the New England Roentgen Ray

Society, and the New England Cancer Society, and

theh Rhode Island Cancer Society. He was also a

fellow of the American College of Radiology and

a member off the Radiological Society of North

America. He was also a past president of the

Rhode Island Tuberculosis Association.AAA
DAVID LITCHMAN, M.D.

David Litchman, M.D., a Providence physician

for 35 years, died March 15, 1974. He was 72

years old.

Born in Woonsocket, he was graduated from

Rhole Island College of Pharmacy and Tufts Uni-

versity Medical School.

He served his internship at Boston City Hos-

January 1975

pital, and later returned to practice in Rhode

Island.

During World War II, Doctor Litchman served

with the Army in the Pacific Theater. He was

chief of medical service of the 49th General Hos-

pital.

He began his career as a pharmacist, not en-

tering medical school until he was past 30 years

old.

He was a member of the Providence Medical

Association, the Rhode Island Medical Society

and the American Medical Association. His mem-

berships also included the New England Diabetes

Association, the American Heart Association, and

the American Society of Internal Medicine.

~A A A

EDMUND J. SYDLOWSKI, M.D.

Edmund J. Sydlowski, M.D., a Providence gen-

eral practitioner for 35 years, died March 9, 1974.

He was 63 years old.

Born in Providence, he was graduated from

Providence College and Georgetown Medical

School.

Doctor Sydlowski was an Army veteran of

World War II.

He was a member of the Providence Medical

Association, the Rhode Island Medical Society

and the American Medical Association.

WHAT LABORATORY SERVICES
DO YOU REQUIRE?

Routine Tests?

We do them all -quickly, reliably, and at

moderate cost.

Unusual Tests?

We routinely perform hundreds of uncommon
procedures, including the new assay for

Carcinoembryomc Antigen (CEA).

Test Combinations?

We offer a variety of useful profiles,

all designed to provide a maximum of

information at minimum cost

For detailed information and complimentary
supplies, please write or call:

LEARY
LABORATORY, INC.

A Smith Kline Clinical Laboratory
Serving New England and the Nation Since 1929

Providence, R.I., Laboratory Locations:
655 Broad Street 1 89 Governor Street

(401)421-1138 (401) 351-4900

1 1 1 Plain Street

(401) 421-9403

Central Laboratory: 43 Bay State Road Boston Mass
Telephone (617) 536-2121
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I\ for OVERWORKED DOCTORS
It would be rare indeed to find a physi-

cian who doesn’t put in long, tiring hours,
working in the area of death vs. life. Add
to that, the years spent in earning your
M.D., the untold hours of post-graduate
study and the nights perusing medical
literature to keep abreast of the latest

developments in your fast-changing pro-
fession.

Surely, you deserve something beyond
the satisfaction of doing your job well.

Suggestion: investigate the pleasures of
owning “The Perfect Car’’. We, too, have
spent years in perfecting our techniques
of delivering to our customers cars that
have been gone over with a fine-tooth
comb. We "fit’’ it. Every “bug’’ has been

taken out, and we test-drive the car for

200 miles before delivery, thus guaran-
teeing you’ll avoid the aggravation of

squeaks, rattles, leaks, mechanical prob-

lems and just about anything which could

create dissatisfaction. We call it the

Tasca ABC Plan. It's a major develop-

ment in satisfying customers.

Combine the Tasca ABC Plan with

great cars to start with, — Lincoln Con-
tinental, Mark IV, or the new Mercury
Monarch, and you’re well on your way
to relief from the tension which comes
from doing your job so conscientiously.

You deserve The Perfect Car, — from

Tasca. No appointment necessary.



Keeping things in balance...*

Antivert/25 Tablets
( 25mg. meclizine HC1)

has produced cleft palate in the offspnng. Limited studies using doses of over 100

mg./kg./day in rabbits and 10 mg ./kg /day in pigs and monkeys did not show cleft

palate Congeners of meclizine have caused cleft palate in species other than the rat.

Meclizine HC1 is contraindicated in individuals who have shown a previous

hypersensitivity to it

WARNINGS Since drowsiness may. on occasion, occur with use of this drug,

patients should be warned of this possibility and cautioned against dnving a car or

operating dangerous machinery.

Usage in Children Clinical studies establishing safety and effectiveness in children

have not been done; therefore, usage is not recommended in the pediatric age group

Usage in Pregnancy See "Contraindications.

ADVERSE REACTIONS Drowsiness, dry HUvnUj Vtif&B?
mouth and, on rare occasions, blurred vision ^ division of Pfizer Pharmaceuticals

have been reported New York, New York 10017

‘INDICATIONS. Based on a review of this drug by the Nanonal Academy of

Sciences-Nanonal Research Council and/or other information, FDA has classi-

fied the indications as follows;

Effective. Management of nausea and vomiting and dizziness associated with

motion sickness

Possibly Effective .- Management of vertigo associated with diseases affecting

the vestibular system.

Final classification of the less than effective indications requires further

investigation

CONTRAINDICATIONS. Administration of Antivert dunng pregnancy or to

women who may become pregnant is contraindicated in view of the teratogenic

effect of the drug in rats.

The administration of meclizine to pregnant rats dunng the 12-15 day of gestation



Take your C.M.E.
by the sea ....
49 Continuing Medical Education courses at

AMA’s Annual Convention, June 14-18, 1975
Atlantic City, New Jersey

Those 49 Category 1 Continuing Medical Education courses are the

largest number ever offered at an AMA convention. On top of that,

there’ll be Category 1 symposia and medical motion pictures on a

wide variety of specialties.

Also featured are a number of special interest programs: a two-day

session on the Medical Aspects of Sports, a series of special courses

on clinical pathology, and a joint program by the American Veterinary

Medical Association and the AAAA on diseases transmitted to man
by household pets. Physicians’ wives and families will be offered

interesting programs co-sponsored by the AMA’s Council on Scien-

tific Assembly and the Woman’s Auxiliary of the AAAA.

For more information, write:

Dept, of Circulation & Records, AMA*
535 N. Dearborn St., Chicago, IL 606 10 ?
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Peripatetics

The Department of Continuing Medical Educa-

tion of the American Medical Association has no-

tified the Medical Society that the following physi-

cians are the recipients of the 1973 AMA physi-

cians award:

MICHAEL A. ABELS. Newport; RICHARD
S. BAKULSKI, Providence; .AARON E. BOOR-
STEIN, Newport; EUGENE SCHOENFELD,
Providence; EDUARDO SEGURA, West War-

wick,

NOLAN D. SHIPMaN, Newport; RICHARD
P. SNYDER, Greenville; MANUEL E. SORIA,

Providence; SE DO CHA, Providence; ROBERT
D. COLI, Warwick,

ALFONSAS DAINIUS, Providence; KERMIT
W. DEWEY, Tiverton, MICHAEL S. EWER,
Pawtucket; CARLOS E. FABRE, Providence;

SALMA M. SHAABAN HASSAN, Providence,

ROYAL C. HUDSON, Barrington; MICHAEL
A. INGALL, Providence: STEFAN ISSARESCU,

Providence; SAEREE JANEWIT, Providence;

HARRY M. KECHIJIAN, Central Falls,

PATRICIA J. KENNEDY, Providence; ROB-
ERT J. KOTERBAY, Portsmouth; GEORGE W.
KRIEBEL, Providence; CHARLOTTE TSUI
LIU, Warwick; LAWRENCE H. LUPPI, New-

port,

RICHARD T. McDERMOTT, Warwick; CAR-
LOS MORENO, Providence; GUSTAVO A.

MOTTA, Providence; NALIN G. NANAYAK-
KARA, Newport; RALPH F. PIKE, Providence,

JOSE M. PORRES, Providence; SYED M.

SAYEED, Providence: RONALD L. SCHNEI-
DER, Providence.

* * *

(Continued on Next Page!

PRIME OFFICE SPACE
FOR LEASE

PAWTUCKET
OPPOSITE MEMORIAL HOSPITAL

•NEWLY CONSTRUCTED
•CARPETING
•HEAT
•PARKING
•4 & 6 ROOM SUITES

CALL ALLIED INVESTMENT
434-2974 or 433-0759
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The PlainPhone
When a telephone prescription for pain relief

is necessary or convenient, you can call in your
order for Empirin Compound with Codeine in

45 of the 50 states! That includes No. 4, which
provides a full grain of codeine for more intense,

acute pain.

f The exceptions:

Alaska, Arizona, Maine,
Oregon, Rhode Island, and
the District of Columbia.

COMPOUND
c CODEINE
No. 4 codeine phosphate*
(64.8 mg)gr 1

No. 3 codeine phosphate*

(32.4 mg)gr Vi

Each tablet also contains aspirin

gr 31/2, phenacetin gr 2V6,

caffeine gr Vz.

* Warning-may be habit-forming

ft /
Wellcome /

Burroughs Wellcome Co.
Research Triangle Park
North Carolina 27709



LOUIS FRAGOLA was recently elected Presi-

dent of the Rhode Island Dermatological Society

and EUGENE P. RIVERA, was elected Secretary-

Treasurer.

* * *

The following physicians were recently elected

officers of the Women and Infants Hospital of

Rhode Island:

SUMNER I. RAPHAEL, President; EDWARD
CARDILLO, Vice President; MARIO VIGLIANI,
Secretary; and HOWARD HALL, Treasurer.

* * *

SALVATORE R. ALLEGRA, Director of St.

Joseph's Department of Pathology, has received a

citation of appreciation from Tufts L’niversity

School of Medicine, where he serves as an Asso-

ciate Clinical Professor of Pathology.

sfe * *

ROSWELL D. JOHNSON, Director of Brown

L'niversity's Health Services was recently awarded

an honorary membershio by the Rhode Island As-

(Concluded on Page 36)

We plan and furnish professional offices of any size, from

the carpet up. Our professional interior designers work
with you or with your architect.

Our people are not only highly talented, they are

experienced.

Furnishing your office can be one thing you don’t have to

worry about. Just call us. 861-6010.

We have a
specialty too.

Attracti ve & functional Offices

Designers & Suppliers of Offices

36 Branch Avenue Providence, R. I. 02904

(Jet. No. Main St.) GAspee 1-5228
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Office
interiors.

%
ROITMAN & SON, INC.
Fine Furniture and Accessories

161 South Mam Street, Providence, Rhode
Telephone (401) 861-6010

Open Monday and Thursday evenings until 9.

Convenient terms • Free parking

Delivery arranged beyond local area.

Rhode Island Medical Journal



r
3efore prescribing, see complete prescribing

nformation in SK&F literature or PDR The
ollowing is a brief summary,

ndications: Edema associated with congestive

leart failure, cirrhosis of the liver, the nephrotic

Syndrome; steroid-induced and idiopathic

edema; edema resistant to other diuretic ther-

apy. Also, mild to moderate hypertension.

Contraindications: Pre-existing elevated serum
aotassium. Hypersensitivity to either com-
x>nent. Continued use in progressive renal or

lepatic dysfunction or developing hyperkalemia.

Warnings: Do not use dietary potassium supple-

ments or potassium salts unless hypokalemia
develops or dietary potassium intake is markedly
impaired. Enteric-coated potassium salts may
Icause small bowel stenosis with or without
iulceration. Hyperkalemia ( >5.4 mEq/L) has
Been reported in 4% of patients under 60 years,

in 12% of patients over 60 years, and in less

than 8% of patients overall. Rarely, cases have
been associated with cardiac irregularities.

Accordingly, check serum potassium during
therapy, particularly in patients with suspected

or confirmed renal insufficiency (e.g., elderly or

diabetics). If hyperkalemia develops, substitute

a thiazide alone. If spironolactone is used con-

icomitantly with 'Dyazide', check serum potas-

sium frequently —both can cause potassium re-

tention and sometimes hyperkalemia. Two
! deaths have been reported in patients on such
' combined therapy (in one, recommended dosage

;

was exceeded; in the other, serum electrolytes

|

were not properly monitored). Observe patients

on 'Dyazide' regula'rly for possible blood dys-

! crasias, liver damage or other idiosyncratic
1 reactions. Blood dyscrasias have been reported

in patients receiving Dyrenium (triamterene.

SK&F). Rarely, leukopenia, thrombocytopenia,

I

agranulocytosis, and aplastic anemia have been
reported with the thiazides. Watch for signs of

impending coma in acutely ill cirrhotics. Thia-

zides are reported to cross the placental barrier

i and appear in breast milk. This may result in

fetal or neonatal hyperbilirubinemia, thrombo-
cytopenia, altered carbohydrate metabolism
and possibly other adverse reactions that have
occurred in the adult. When used during

pregnancy or in women who might bear

children , weigh potential benefits against

possible hazards to fetus.

Precautions: Do periodic serum electrolyte and
BUN determinations. Do periodic hematologic
studies in cirrhotics with splenomegaly. Anti-

hypertensive effects may be enhanced in post-

sympathectomy patients. The following may
occur: hyperuricemia and gout, reversible

nitrogen retention, decreasing alkali reserve

with possible metabolic acidosis, hypergly-
cemia and glycosuria (diabetic insulin require-

ments may be altered), digitalis intoxication (in

hypokalemia). Use cautiously in surgical pa-

tients. Concomitant use with antihypertensive
agents may result in an additive hypotensive
effect.

Adverse Reactions: Muscle cramps, weakness,
dizziness, headache, dry mouth; anaphylaxis;
rash, urticaria, photosensitivity, purpura, other

dermatological conditions; nausea and vomiting
(may indicate electrolyte imbalance), diarrhea,

constipation, other gastrointestinal disturbances.
Rarely, necrotizing vasculitis, paresthesias,

icterus, pancreatitis, and xanthopsia have
occurred with thiazides alone.

Supplied: Bottles of 100 capsules; in Single

Unit Packages of 100 (intended for institutional

use only).

KEEPTHE HYPERTENSIVE
PATIENTON THERAPY
KEEPTHERAPYSIMPLEWITH

DMOIDE
Each capsule contains 50 mg. of Dyrenium" (brand of

triamterene) and 25 mg. of hydrochlorothiazide.

Just ‘Dyazide’ once daily or twice daily

No inconvenient potassium supplements

Nor special K+ rich diets needed as a rule

Two prime reasons patients drop out of hypertensive therapy are (1)

the patient failed to understand directions, and (2) the regimen was

overly complicated. Dosage is simple with ‘Dyazide’. easily understood,

once or twice daily, depending on response. There’s no need to com-

plicate the regimen with potassium supplements or unwieldy

potassium-rich diets.

SK&F CO.
Carolina, P.R. 00630
Subsidiary of

SmithKhne Corporation
TO KEEP BLJOOD PRESSUREDOWN
AND KEEP POIASSIUM LEVELS UP
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begins within

17 minutes, on average
an initial benefit of

•••

Dalmane
(flurazepam HCI) proved by a
22-night clinical study of insomnia patients
in the sleep research laboratory and at home 1

Three insomnia patients selected for difficulty falling asleep were
administered Dalmane (flurazepam HCI) 30 mg for 14 consecutive

nights. Placebo was given for four nights prior to and four nights

after Dalmane. Physiologic tracings on Dalmane nights 1-3 showed
sleep induction time averaged 13.90 minutes; on Dalmane nights

12-14, 18.80 minutes. Combined average for the 6 monitored drug

nights was 16.35 minutes.1



Average Time Required
to Fall Asleep (4 Studies

16 Subjects 2 5
)

(Decreased 42.6%)

Baseline
(before Dalmane)

Dalmane
(flurazepam HCI) 30 mg

confirmed by clinical studies in four
geographically separated
sleep research laboratories 25

Using a 14-night protocol involving eight insomniac and
eight normal subjects, four studies confirmed the

sleep-inducing effectiveness of Dalmane (flurazepam

HCI) and the reproducibility of this response. On
average, one 30-mg capsule induced sleep within

17 minutes. In all these studies, Dalmane induced

sleep rapidly, reduced nighttime awakenings, and
provided 7 to 8 hours of sleep without repeating

dosage?-5

Dalmane (flurazepam HCI)
induces and maintains sleep,

with relative safety
)almane is generally well tolerated; morning “hang-over” has been relatively

nfrequent. While dizziness, drowsiness, lightheadedness and the like have

>een noted most often, particularly in the elderly and debilitated, physicians

hould be aware of the possibility of more serious reactions, as noted below.

Jefore prescribing Dalmane ( flurazepam HCI), please consult Complete Product Information,
summary of which follows:

ndications: Effective in all types of insomnia characterized by difficulty in falling asleep,

requent nocturnal awakenings and/or early morning awakening; in patients with recurring

nsomnia or poor sleeping habits; and in acute or chronic medical situations requiring restful

leep. Since insomnia is often transient and intermittent, prolonged administration is generally

lot necessary or recommended.
Contraindications: Known hypersensitivity to flurazepam HCI.
Varnings: Caution patients about possible combined effects with alcohol and other CNS
lepressants. Caution against hazardous occupations requiring complete mental alertness

e.g., operating machinery, driving). Use in women who are or may become pregnant only when
jotential benefits have been weighed against possible hazards. Not recommended for use in

jersons under 15 years of age. Though physical and psychological dependence have not been
eported on recommended doses, use caution in administering to

iddiction-prone individuals or those who might increase dosage.
’recautions: In elderly and debilitated, initial dosage should be
imited to 15 mg to preclude oversedation, dizziness and/or ataxia,

f combined with other drugs having hypnotic or CNS-depressant
iffects, consider potential additive effects. Employ usual precautions
n patients who are severely depressed, or with latent depression or

uicidal tendencies. Periodic blood counts and liver and kidney
unction tests are advised during repeated therapy. Observe usual
trecautions in presence of impaired renal or hepatic function,

adverse Reactions: Dizziness, drowsiness, lightheadedness,

daggering, ataxia and falling have occurred, particularly in elderly

>r debilitated patients. Severe sedation, lethargy, disorientation and
:oma, probably indicative of drug intolerance or overdosage, have
teen reported. Also reported were headache, heartburn, upset

itomach, nausea, vomiting, diarrhea, constipation, GI pain, nervous-
tess, talkativeness, apprehension, irritability, weakness, palpitations,

:hest pains, body and joint pains and GU complaints. There have
ilso been rare occurrences of sweating, flushes, difficulty in focusing,

slurred vision, burning eyes, faintness, hypotension, shortness of

sreath, pruritus, skin rash, dry mouth, bitter taste, excessive saliva-

ion, anorexia, euphoria, depression, slurred speech, confusion,

estlessness, hallucinations, and elevated SGOT, SGPT, total and
Erect bilirubins and alkaline phosphatase. Paradoxical reactions,

•g.. excitement, stimulation and hyperactivity, have also been
'eported in rare instances.
Dosage: Individualize for maximum beneficial effect. Adults: 30 mg
tsual dosage; 15 mg may suffice in some patients. Elderly or debil-

taled patients: 15 mg initially until response is determined,
supplied: Capsules containing 15 mg or 30 mg flurazepam HCI.

REFERENCES: 1 . Kales A, et al Arch Gen Psychiatry 23 226-232. Sep 1970

1 Karacan I, Williams RL, Smith JR; The sleep laboratory in the investigation of sleep and
deep disturbances. Scientific exhibit at the 124th annual meeting of the American Psychiatric

Association. Washington DC. May 3-7, 1971

3 Frost JD Jr: Data on file. Medical Department, Hoffmann-La Roche Inc. Nutlev NJ
J Vogel GW: Data on file, Medical Department, Hoffmann-La Roche Inc. Nutley NJ
5 Dement WC: Data on file, Medical Department. Hoffmann-La Roche Inc, Nutley NJ

when restful sleep

is indicated

Dalmane
(flurazepam HCI)
One 30-mg capsule h.s. — usual adult dosage
( 15 mg may suffice in some patients).

One 15-mg capsule h.s. — initial dosage for

elderly or debilitated patients.

• induces sleep within 17

minutes, on average

• reduces nighttime awakenings
• sustains sleep 7 to 8 hours, on
average, without repeating dosage

<s>
ROCHE LABORATORIES
Division of Hoffmann-La Roche Inc.

Nutley, New Jersey 07110



When diarrhea has his number...

Lomotil puts him back in the game.
Physicians and patients both

want prompt control of the

symptoms of diarrhea. A rapid,

uncontrolled loss of fluids and
electrolytes can cause a medical
crisis, particularly in children, and
in patients who are seriously ill,

or in people who are badly

undernourished.
Lomotil usually stops diarrhea

promptly. This rapid action halts

the emergency aspect of diarrhea

and is comforting and reassuring

to the patient. Electrolyte and fluid

losses can be corrected while the

specific cause of the diarrhea is

being determined. If an infective

agent is the cause, appropriate

antibiotic therapy should be given

along with Lomotil.

Lomotil has few side effects,

and those that do occur are

generally mild.

Lomotil
TABLETS/LIQUID

Each tablet and each 5 ml. of liquid contain:
diphenoxylate hydrochloride 2.5 mg

(Warning: May be habit forming)
atropine sulfate 0.025 mg.

Usually stops diarrhea promptly.



IMPORTANT INFORMATION: This is a Sched-
ule V substance by Federal law: diphenoxylate
HCI is chemically related to meperidine. In

case ol overdosage or individual hypersensitiv-

ity, reactions similar to those alter meperidine
or morphine overdosage may occur ; treatment

is similar to that lor meperidine or morphine
intoxication (prolonged and careful monitor-
ing). Respiratory depression may recur in spite

ol an initial response to Nalline® (nalorphine
HCI) or may be evidenced as late as 30 hours
alter ingestion. LOMOTIL IS NOT AN INNOC-
UOUS DRUG AND DOSAGE RECOMMENDA-
TIONS SHOULD BE STRICTLY ADHERED TO.
ESPECIALLY IN CHILDREN. THIS MEDICA.
TION SHOULD BE KEPT OUT OF REACH OF
CHILDREN.

Indications: Lomotil is effective as adjunctive ther-

apy in the management of diarrhea.

Contraindications: In children less than 2 years, due
to the decreased safety margin in younger age
groups, and in patients who are jaundiced or hyper-

sensitive to diphenoxylate HCI or atropine.

Warnings: Use with caution in young children, be-

cause of variable response, and with extreme cau-
tion in patients with cirrhosis and other advanced
hepatic disease or abnormal liver function tests,

because of possible hepatic coma Diphenoxylate
HCI may potentiate the action of barbiturates, tran-

quilizers and alcohol. In theory, the concurrent use
with monoamine oxidase inhibitors could precipitate

hypertensive crisis.

Usage in pregnancy: Weigh the potential benefits

against possible risks before using during preg-

nancy, lactation or in women of childbearing age.
Diphenoxylate HCI and atropine are secreted in the

breast milk of nursing mothers.

Precautions: Addiction (dependency) to diphenoxy-
late HCI is theoretically possible at high dosage. Do
not exceed recommended dosages. Administer with

caution to patients receiving addicting drugs or

known to be addiction prone or having a history of

drug abuse. The subtherapeutic amount of atropine is

added to discourage deliberate overdosage; strictly

observe contraindications, warnings and precautions
for atropine; use with caution in children since signs
of atropinism may occur even with the recommended
dosage.

Adverse reactions: Atropine effects include dryness
of skin and mucous membranes, flushing and urinary
retention. Other side effects with Lomotil include
nausea, sedation, vomiting, swelling of the gums,
abdominal discomfort, respiratory depression, numb-
ness of the extremities, headache, dizziness, depres-
sion. malaise, drowsiness, coma, lethargy, anorexia,
restlessness, euphoria, pruritus, angioneurotic
edema, giant urticaria and paralytic ileus.

Dosage and administration: Lomotil Is contraindi-
cated in children less than 2 years old. Use only
Lomotil liquid for children 2 to 12 years old. For
ages 2 to 5 years, 4 ml. (2 mg.) t.i.d.; 5 to 8 years, 4

ml. (2 mg.) q i d
. : 8 to 12 years. 4 ml. (2 mg ) 5

times daily; adults, two tablets (5 mg.) t.i.d. to two
tablets (5 mg.) q.i.d. or two regular teaspoonfuls
(10 ml., 5 mg.) q.i.d. Maintenance dosage may be as
low as one fourth of the initial dosage. Make down-
ward dosage adjustment as soon as initial symptoms
are controlled.

Overdosage: Keep the medication out of the reach
of children since accidental overdosage may cause
severe, even fatal, respiratory depression. Signs of

overdosage include flushing, lethargy or coma, hy-
potonic reflexes, nystagmus, pinpoint pupils, tachy-
cardia and respiratory depression which may occur
12 to 30 hours after overdose. Evacuate stomach by
lavage, establish a patent airway and. when neces-
sary, assist respiration mechanically. Use a narcotic
antagonist in severe respiratory depression. Obser-
vation should extend over at least 48 hours.

Dosage forms: Tablets, 2.5 mg. of diphenoxylate
HCI with 0 025 mg. of atropine sulfate. Liquid, 2.5

mg of diphenoxylate HCI and 0 025 mg. of atropine
sulfate per 5 ml. A plastic dropper calibrated in in-

crements of Vz ml (total capapity, 2 ml.) accom-
panies each 2-oz. bottle of Lomotil liquid.

Searle & Co.
San Juan, Puerto Rico 00936

Address medical inquiries to:

G. D. Searle & Co.
Medical Department, Box 5110,
Chicago, Illinois 60680 454 R

SEARLE

Malpractice
protection

is serious

business!

Talk only to the experts!

And let them speak for yon. By all

means, discuss your treatment with your
patients during treatment. But should a

patient’s lawyer want to speak to you
about your treatment, don’t put yourself

at a disadvantage. Let lawyers talk to

lawyers. Refer him to the legal counsel
for your professional liability insurance

company.

And when it comes to malpractice liabil-

ity insurance, talk to the Man from
Starkweather & Shepley. As a leading

agency for the St. Paul Insurance Com-
pany, he can provide you coverage up to

$1 million. In fact, he can provide you
with a total insurance program covering
all your professional and personal needs.

Yes, talk to your patients about medicine,
let the Man from S & S talk to you about
insurance and let the insurance company
lawyers talk about law.

Contact Gardner C. Borden, C.P.C.U.

Starkweather & Shepley, Inc.

155 South Main Street

Providence, R. I. 421-6900

§ I ONE SOURCE / TOTAL INSURANCE

559-9
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Kefzor
cefazolin sodium
Ampoules, equivalent to 1 Cm. of cefazolin

Additional information available

to the profession on request.

Eli Lilly and Company
Indianapolis, Indiana 46206
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A Look At Romanian Health-Care

Organization-Education- Practice

Majority Engaged In Medical Pursuits

In Both Romania And United States

Seek Optimum Care For Sick.

By Hannibal Hamlin, M.D.

A trip to Romania was granted by the Office of

International Health, Department of Health, Edu-

cation and Welfare (HEW), Washington, D.C.

(August 1971) wiith the euphemistic intent of

promotng exchange of medical information and

personnel. 1

I thought I heard my name sound over the loud-

speaker while clearing customs in the capital air-

port — and I was soon greeted with words in

perfect English by Dr. Mihail Stanciu who brought

welcome from the No. 1 Romanian neurosurgeon,

Prof. N. Constantin Arseni. His senior assistant

became my fulltime guide and interpreter during

the next four weeks. To prepare for the assign-

ment this personable Graeco-Romanian had been

studying English for six months on his own with

aid from a sometime tuior. On the first ECFMG
(Educational Council for Foreign Medical Grad-

uates) examination ever conducted in the U.S.

Embassy (February 1972) he achieved a grade

of 85. Preferential schooi instruction in a second

language (formerly Russian) is currently reported

to be: English-French-Russian-German.

We started with 1 1 days in and around Bucha-

HANNIBAL HAMLIN, M.D., Chief, Neurosur-

gical Clinic, Massachusetts General Hospital; Con-

sultant, Rhode Island, Miriam, and Pawtucket

Memorial Hospitals.

rest, which were devoted to the large Spitalul GH.
Marinescu, a smaller general hospital and an

emergency hospital. We visited the national (and

largest) medical school, the Institute of Epidemi-

ology, and the Ministries of Health and Educa-

tion. Elsewhere we went to urban and suburban

polyclinics and dispensaries. Twelve days were

taken up by visits to the university hospital and

oncological institute at Cluj, followed by the older

Iasi (Jassy) school which featured a tour of the

earliest psychiatric institution, and finally a fine

new hospital-polyclinic at Constantsa. It was not

possible to include the smaller teaching centers

of Timisoara, Craiova, and Turgu-Mures.

HISTORICAL

Early Romanian health-care appears to have

relied on traditional precepts of animal husbandry,

herbalism, and barber surgery to assuage common
afflictions, promote sanitation, and mend the

wounds of warfare. Having been flanked on three

sides by intermittent outbreaks of religio-chauvin-

istic or internecine-economic conflicts for several

centuries, it was natural that recurrent armed strife

would supply an important source of sick and

wounded people and needs for pertinent medical

instruction. As a harbinger of truce, the Society

of Physicians and Naturalists (founded at Iasi

—

1832) may have signalled the start of Romanian

(Continued on next page)
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academic medicine. Dr. Carol Davila, an inter-

national military surgeon (1828-84), is regarded

as the principal progenitor of the Bucharest Medi-

cal School (1857) which superseded the army sur-

gical tutorials he had organized during previous

years. His education had been obtained in several

famous clinics of Paris and his surgical appren-

ticeship on several European battlegrounds. He
came to Romania in 1853 on government invita-

tion to develop a training program for military

surgeons.

The Republicii Socialiste Romania (RSR) is a

compact country' somewhat comparable to the

states of Colorado or Oregon, being endowed with

similar beauty and rich resources; also by cen-

turies of imperishable history which is reified

among approximately 22 million persons of proto-

Slavic, Graeco-Roman. Ottoman, and European

origins who live and work around the growing

cities; or over the forested slopes and vales of the

Carpathian mountains; or in the oil and gas fields

of the Transylvanian plateau; or on fertile farm-

lands of the southern plains and along the mag-

nificent Danube delta and Black Sea coast.

Prior to World War II benefits from medical

progress at home or abroad scarcely touched

agrarian families, W'ho comprised about 80 per

cent of the population. Postwar recovery was gen-

erated by expansion of industry and urbanization

during the next 25 years, which reduced the ratio

to less than 60 per cent. This change was accom-

panied bv systematic regionalization of clinical

facilities, both rural and urban, as far as possible

in accord with population densities among counties

(comprising towns, villages, and agricultural com-

munes) and the availability of doctors and their

assistants.

Essential services (excluding dentistry) are pro-

vided by 30-odd thousand physicians (approxi-

mately 1/700), nearly two-thirds of whom are

engaged in general practice and the remainder in

specialized clinical endeavor.. Some 40 per cent

of the total are women. There are about 3000

dentists. Coverage has gradually been extended

over all areas except the upper Carpathians and

lower Danube plain through placement of recent

medical graduates (“externs”) who are given

choices of openings according to academic rank.

They are guided by other senior graduates who

are generalists or may be otherwise experienced

in the basic specialties, with assignments singly

or as groups to field units and dispensaries in vil-

lages or towns.

The structure and distribution of health-care

after 1944, following ascendancy of the RSR, came

under government supervision, w'hich developed a

proliferation of services and placement control of

physicians and co-workers to the extent that medi-

cal graduates are required to spend their next

three years of individual practice (“externship”)

living and working among the rural population.

The ranks of specialization are maintained through

competitive examinations offered during progres-

sion of field experience for assignments to poly-

clinics and hospitals that provide further training

(“internship”) toward institutional appointments.

Investigative w-ork is opportunely oriented toward

practical problems connected with therapy. Theo-

retical research usually is conducted at special in-

stitutes which are affiliated among the six national

medical schools. Administrative coordination be-

tween the ministries of health and education makes

the system work.

In the Romanian villages one might hear about

symptomatic remedies of peasant or gypsy origin,

but no evidence elsewhere of secondary practition-

ers or paramedical cults like those that survive in

the U.S. (ie, osteo/homeo/naturo-pathy, chiroprac-

tic or cryonics). Harking back to an archaic tradi-

tion of aristocratic hygiene are several 19th cen-

tury sanitoria or “balneotherapy” rustic spas, in-

tended formerly for the haut monde; but now, in

addition to being available for domestic citizenry

on legitimate prescription, gain support from tour-

ism. A modern headquarters at Otopeni near

Bucharest under guidance of a spry 77-year-old

regisseur2 enjoys a salubrious and long-distance

reputation for rejuvenation of the soma, dermis,

and psyche among her patrons, often celebrities

who might include some of the Ponce-de-Leon

personalities of international entertainment, leisure,

and sport.

PUBLIC HEALTH

Health data for Romania have been sparsely

compiled for about three decades.3 A recent report

from the ministry presents nine chapters covering

demography, disease incidence, and morbidity/

mortality figures with a breakdown of all service

facilities and the scope of their activities.
4 The

meager statistics may be summarized for com-

parative relevance to other countries: National

sex ratio over a ten-year period indicated consistent

female preponderance for all age groups. Recent

birth rates (live neonates per 1000 inhabitants)

were reported to have nearly doubled the “natural

surplus” t excess of all live births over total num-

18 Rhode Island Medical Journal



ber of deaths) within three years following a

government decree (1962) that changed nonrestric-

tive abortion to allowance only by medical certifi-

cation. The general death rate appeared to be

running about equal to or slightly less than the

average for most European nations. Maternity

mortality was higher, and infant mortality (deaths

in the first year of life) was 46.6 per 1000 for

1967. Principal causes of all deaths were:: 1

—

cardiovascular, 2—cancer, 3—infection (no fig-

ures on trauma). Longevity prediction in 1969:

approximately 66.5 (males) and 70.0 (females),

which was said to have risen more than 25 per

cent during the preceding 15-year interval (recent

U.S. average 66.8 and 74.3).

MEDICAL EDUCATION
Admission into the six-year medical program

is attained through competitive examinations open

to accredited candidates who had been graded in

premedical subjects during their final years of

secondary education. Mean age on entry is 18.6

male and female. The current ratio of acceptances

for applicants among the six schools is estimated

at 1:8. There are three examinations that require

answers in four categories comprising basic knowl-

edge, followed by oral quizzes. Entrants numbered

about 1700 during 1970 and 2100 for 1972. Intra-

mural examinations are given at trimester inter-

vals. Failure would lead to dismissal or repitition

of courses or possibly the entire year and might

risk loss of government subsidy. Total incidence

of dropout due to failure, but usually other causes,

is said to be 7 per cent. About 70 per cent of the

successful competitors receive full scholarship aid;

25-30 per cent are responsible for their room and

board. Extra stipends are awarded for scholastic

excellence. Parents who earn above a certain level

of income are expected to contribute toward sup-

port of their offspring for higher education. Text-

books are inexpensive, being published with peri-

odic revisions by the RSR Meridiane press.

The course of study retains some of the didactic

structure that originally emulated the 19th century

French pattern of lectures and tutorials, tests and

credits. Up to 60 hours a week are devoted to such

exercises and laboratory work (with extra time

for instruction in scientific socialism). Presently

the old curriculum is undergoing change to pro-

mote earlier clinical correlation of new knowledge

(which is often introduced through student semi-

nars) and earlier contact with patients. During the

fifth and sixth years students are given regular

assignments on hospital wards with responsibility

for care of patients under supervision of clinical

instructors.

Medical library facilities are concentrated in

Bucharest and Cluj and to lesser extent elsewhere,

except for the occasional personal collection sup-

plied by the individual effort of a specialty de-

partment head wherein foreign literature appeared

to be selectively represented. Individuals among
both faculty and student body expressed eagerness

for international exchange of pedagogical and re-

search information, notably toward the expanding

horizons of new areas (viz, microbiology, virology,

genetics, nuclear medicine, and immunology).

Refresher courses for graduates have been ex-

panded over recent years, consisting of registered

participation in series of lectures and demonstra-

tions conducted at regional teaching centers. Simi-

lar to continuing graduate education in the USSR5

and known as resiclationi, sessions are scheduled

regularly at hospitals and polyclinics. Compliance

is encouraged by desire for promotion and through

accreditation from academic personnel who com-

pose and direct the curricula. Attendance is not

expected of elderly or senior institutional physi-

cians or those who have earned the postgraduate

MD degree. There are compulsory programs also

for midwives and male helpers (feldshers )

.

6

DISTRIBUTION OF DOCTORS AND
MANAGEMENT OF HEALTH CARE

The ministries of health and education strive to

achieve an effective physician population ratio

relative to geographic demography, aiming to

spread doctors and assistants equitably throughout

39 different-sized counties which contain increas-

ing numbers of people who dwell in small muni-

cipalities with interspersion among the big cities

(ie, Bucharest-Cluj-Constantea), the remainder

living in 340 towns and villages and nearly 3000

farming communes who are served at their roots

by dispensaries and smaller field teams, sometimes

located in the doctor’s house. Both such units are

echeloned by urban polyclinics and hospitals and

several nationwide reseaich institutes (

:

e, epidemi-

ology or the Parhon institute of endocrinology at

Bucharest or oncology at Cluj).

Prime effort is directed toward rendering proper

treatment to the patient. Telecommunication and

motor vehicles are supplemented by a fleet of am-

bulance planes (“yellow-birds”) based at strategic

airports. The local physician, assisted by a feldsher,

a midwife and practical nurse, and usually a pedia-

trician, is a recent graduate (“extern”) who may

(Continued on next page)
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allot several hours a day to home visits. Short-

stay beds would be available at the dispensary

which, with the field team, serves more as an am-

bulatory health service than infirmary. Personnel

in this setting conduct general physical surveys and

immunization programs as well as providing tem-

porary custody and read}* access to the not-so-

distant specialized clinic or hospital with few

problems except the usual administrative delays.

Pregnant women report usually within the eighth

week span and are registered at the nearby poly-

clinic. About 75 per cent are delivered at home

under supervision of experienced midwives. Mod-

ern-trained pediatricians are needed. Xo well-baby

clinic was seen; but a few communal child-care

centers were noticed in large Bucharest apartment

complexes.

The medical district comprises some 5000 in-

habitants, anyone of whom can obtain examination

at the nearest dispensary, where there would be

consultive help available at the district polyclinic,

or direct transfer to hospital could be arranged.

Moreover,a citizen may go directy to the poly-

clinic, which is the main center for patient screen-

ing and allocation and for follow-up after hos-

pitalization. In the more heavily populated towns

several district dispensaries instead of a polyclinic

might occupy the same premises that would house,

in addition to the basic medical and surgical staff,

a gynecologist, perhaps an ophthalmologist or other

assigned specialists, dentists, and limited radio-

logic and laboratory set-ups. In proximity to uni-

versity centers such services would be utilized for

practical instruction of medical students. During

recent years of industrial growth, dispensaries

have become part of many of the new residential

complexes for workers. 22 having been erected

around Bucharest since 1962 to accommodate

30.000 persons. The whole nation now has over

5000 compared with 1240 in 1938. The number of

polyclinics also has increased from 40 to nearly

450. The large polyclinic, serving a community of

several thousand, would simulate in some ways

the expanding corporate type of multi-specialty

group practice in the U.S.A.

MISCELLANEA

Many persons with insidious symptoms, notably

those due to cardiovascular disease or malignancy,

will have neglected to seek medical attention and

be beyond the range of effective therapy. (There

is no Heart Fund or Cancer Society.) Nationwide

hygienic propaganda is a need recognized by Ro-

manian internists and oncologists to encourage

earlier diagnosis.

Medications are produced and tested under the

direction of governmental pharmacologists, but

certain drugs must be imported. Most prescrip-

tions are filled free at 4800 pharmacies which dis-

pense an annual volume estimated to be worth

$70,000,000 (1969).

Gerontology has spawned a special agency, al-

though only 12 per cent of the population is re-

ported to be over 60. Pensions are graded beyond

stated age limits (men 60-62 and women 55-57)

for disability or retirement. Extra benefits accrue

through deductions of 2 per cent from wages. The
elderly, beyond 65, usually retain a salutary refuge

in the rural home. They perform essential chores

outside and indoors that contribute to domestic

subsistence. This natural transition into old age

is not so readily achieved in the urban environ-

ment; but many are able to find sometime work

for pay or are otherwise welcome in the family

circle. There are no private nursing homes. Com-
munity hospitals are available for isolated old

folk, who may or may not have been pensioned;

and custodial shelters with visiting medical at-

tention are maintained for many of those alone or

rendered helpless by chronic illness. Participation

in handicraft or repair workshops (‘’ergotherapy”)

is encouraged in all such governmental establish-

ments, including psychiatric institutes and prisons.

EXPANSION
New specialty hospitals have been added or are

being planned. A 500-bed unit for adult neuro-

surgery is under construction in Bucharest. Sev-

eral of the floors were up by mid- 19 72 with acti-

vation in prospect two years hence. A similar 300-

bed unit is envisaged for children. The present

antique “Prof. Dr. D. Bagdasar” neurosurgical

building of the Spitalul ‘‘Prof. Dr. GH Marinescu'’

somehow accommodates an average daily census

of over 200 by utilizing corridors and corners and

putting two patients who can fit together head-to-

foot into a convalescent cot (even three or four

in the pediatric section). Despite crude furnish-

ments, technologic compromise, and erratic diffi-

culties Prof. C. Arseni and his colleagues perform

an average of 50 major procedures during a five-

day surgical week on an astonishing variety of

conditions with consistently good results.

Examples of recently expanded bed capacity

with which teaching programs are being integrated

are: Bucharest—4200 .population 1.6 million),

Cluj—1500 (190,000) Constantza—1700 (210,-
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OOO). In the larger cities daily bed checks are

cross-referenced at central ministry bureaus with

respect to general and special services. State invest-

ment for health in plant and equipment had been

tripled during 1950-70 and became 9.5x higher per

capita when total costs of service, medication, and

appurtenances were added. Asked about overall ex-

pense of their nearly total health-care program, a

subminister guessed 6 per cent of the national

budget7 and mentioned that the usual yearly in-

creases requested by health department officials

always had to be cut back. (There is very little

medical philanthropy in Romania.) Questions on

matters like fee payments to physicians, indus-

trial-accident compensation, health insurance, mal-

practice litigation, and research support evoked

inadequate answers or puzzlement.

With RSR citizenship goes care and fare in all

hospitals at low cost (compared with U.S. stand-

ards—government or private) wherein average

care is adequate (similar to U.S. state or city in-

stitutions) despite a lack of sophisticated and

expensive modern equipment; but the fare is piti-

fully meager. By the same token bed baths, back

rubs, and other intramural indulgences, which we

would regard as routine, are not available. Food

supplements from home are welcome, as is family

help with the drudgery of nursing chores (cus-

tomary in many European countries). Moreover,

on payment of a reasonable charge a patient may
request almost any well-known specialist for con-

sultation, therapy, or both, usually a professor,

associate professor, or clinic chief, even one from

beyond the district. This is called “enterprise

practice” with part of the fee going to the state

and the rest to the selected physician.

Reorganization to improve management of

medico-surgical emergencies is evidenced by the

spread of first-aid stations in rural areas and simi-

lar units around factories and schools; also new

polyclinics with emphasis on the relative logistics

of urgency and transport. Migration of workers

into industrial localities, increasing motorcar own-

ership and mobility, and unregulated extra-urban

traffic, especially along poorly illuminated narrow

roads, have combined to augment vehicular acci-

dents. Two years of experience at a Bucharest

hospital, set up mainly for trauma, demonstrated

that patients with multiple-organ-system injuries

should be sent where major specialties (ever in

short supply) are close at hand; and fully as im-

portant, that enforced safety regulations become

mandatory along with skilled roadside handling

and competent first-aid as primary steps to allay

the human toll of death and maiming from auto-

motive and industrial accidents.

Each district maintains casualty stations located

at key points to promote rapid reporting and travel

by motor ambulance or airplane (helicopter

needed) to adequately equipped and staffed in-

patient facilities. The whole plan, though ob-

viously overstretched nationwide, is copied from

the decades-old Moscow Skoraya8 which operates

on an instant communication network and has been

cited as the most efficient system anywhere for

early management of life-threatening urban emer-

gencies.

The tight socialistic economy of Romania tends

to keep research oriented and limited in terms of

cost and time to clinical problems, as exemplified

by the excellent work performed in the oncological

institute at Cluj University which concentrates on

the pathogenesis of certain types of cancer in

relation to therapy. A superb guide and senior

surgeon, Dr. A. Bologa, showed his impressive

M.D. thesis (equivalent to Ph.D. and sought most-

ly by academic physicians) which dealt writh the

vascular histopathology and ultrastructure of liver

metastases. (His father—circa 80—is the distin-

guished Professor of History of Medicine.)

Other examples of practical research were ex-

hibited in the neurosurgical department of Prof.

S. Jacob. In situ brain dissections at staged levels

of formalinized whole cephalic specimens with

tinted injections of blood vessels which demon-

strate surgical approaches to intracranial com-

partments and vascular junctions; also probably

the most comprehensive array of clinical studies

ever assembled on cerebrospinal fluid crystal-

lography.

OVERVIEW
The foreign observer soon realizes that Ro-

manian health-care is directed toward rendering

the best possible treatment to those who need it.

This intent is pursued through promotion of ac-

cess to diagnostic attention and therapeutic ap-

plication albeit slow and seemingly standardized,

but provided at minimal expense to all involved

which could hardly be imagined under the U.S.

puralistic system. The latter poses an ambiguity

between our free-choice-of-physician creed and the

group or institutional direction of patient referral,

work-up and trreatment. In general contrast, U.S.

medicine fosters reduplication and under-use of

elaborate specialized services in small hospitals

(Continued on next page)
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and, paradoxically, their overuse in large univer-

sity centers.

Medical personnel are carefully selected in RSR.

They are also highly respected and apparently

work well with the constraints that accompany

governmental management of their profession. A
boy and girl doctor frequently join to form a

happy medical team marriage, and notably with

resp>ect to double income that can provide a better

apartment and motorcar and Black Sea vacation.

Few of the leaders in the fulltime teaching pro-

fession are RSR party members.

The Romanian physician applies a direct ap-

proach toward the specific rather than the differ-

ential aspects of the patient who becomes his (or

her) problem in a non-possessive manner. Con-

sultive opinions can be offered without invitation.

Conclusions are sought with only the necessary

x-ray studies and laboratory tests. Sophisticated

radiographic and isotopic techniques and multi-

phasic or computerized hemo-chemical studies are

not yet available. The tactics of diagnosis and

therapy are traditional and methodical; and the

overall results are satisfactory, if not spectacular.

Doctor-patient relationship as witnessed during

the itinerary reflected genuine interest with ob-

jective rather than personal concern and minimal

involvement of third parties (including relatives).

Average hospital stay is protracted through staff

inefficiency (comparable to U.S. military or vet-

erans institutions). Both general and special care

appeared to be well planned and performed with

minimal paramedical personnel. Staff doctors take

regularr assignments inspecting kitchens and su-

pervising waste disposal. Difficult cases seemed

to get advice and treatment from physicians or

surgeons of commensurate knowledge and skill.

Random deficits: An understandable lack of the

latest technologic aids and medico-surgical instru-

mentation and a real need for public education

about major endemic disease problems; also a

paucity of the humane comforts fostered by social

sendee and pastoral work and other amenities

that may assuage the despair of illness and im-

pending death. There was little evidence, inci-

dentally, of some of the depravities that contami-

nate the current U.S. health scene (ie. environ-

mental pollution, ethnic-social violence and crime,

dangerous drug addiction and alcoholism). One

faculty physician in Cluj remarked, “Prostitution

cannot survive here!”9

US AND RSR CONTRAST

J. Fry10 presents an interesting though ingenu-

ous way to depict various systems of medical care

delivery by comparing Russia, Britain, and Amer-
ica among ‘‘flow plans” which show cross-coordi-

nate deviation between the agglomerated patterns

of the USSR (mainly horizontal) and the seem-

ingly rigid ladder of the U.K. when compared with

an oversimplistic U.S. pattern. (A Romanian chart

is offered (Fig. .1) which simulates that of the

USSR). Fry writes a cogent description of the

disordered political and financial confusion that

confounds current U.S. medical affairs which could

scarcely be diagrammed in any flow plan. The
explorer of its actual channels would soon get lost

among its hidden tides and crosscurrents.

— BAN rural

FAMILY

Figure 1

It appears that general medical care for town-

village and countryside clientele is probably most

accessible and effective in the U.K.; perhaps more

so rurally in the USSR and RSR: and least avail-

able in the U.S. The latter opinion is derived, for

example, from the decline of home visitations by

the community medico and his replacement by the

specialist in family practice, who is often asso-

ciated with a corporate group of various special-

ists serving a populated area, and by the over-

loaded hospital emergency department or neigh-

borhood health center. The U.S. has a neglected

female reservoir for production of fine physicians

whose education and training oould be subsidized

through HEW recruitment and monetary payment

under negotiable agreement to practice for awhile

where needed. Similar ground rules should be ap-

plied to many of the FMGs whose mass immigra-
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tion continues to contribute incompetence to U.S.

health-care through the myth of physician short-

age .

11

Freedom of action generated by federal-state or

private sources of support stimulates the creativity

and diversification that propels the remarkable

progress of U.S. medicine. The resultant v riety,

multiplicity, and value of published and applied

clinical and laboratory investigation is sufficient

witness thereto. The scientific advantages of for-

warddooking research and expanding technology

obviously favors western medicine, but the effi-

cient demographic implacement and delivery of

evenly balanced services in the RSR reflect un-

favorably on the disparate distribution in the U.S.

of over-specialized and heterogeneous health facili-

ties with respect to population density, individual

need, and relative cost, both as to its multi-agency

administration and more keenly to its consumers.

Consider the price for special intramural in-

vestigations beyond the basic room and board

charge: ie, multiple angiographic studies that can

demonstrate the vascular pattern of almost all

U.S.S.R. *

U.S.A. Figure 2 U.K.

RSR
Title of Composite Illustration: Figure 2. Compara-
tive flow plans of USSR-UK-USA (Reproduced dith

permission of Dr. John Fry and the publisher of

Int J Health Serv.

internal systems; or the inhalation of a short-

lived isotopic gas (produced in the hospital cyclo-

tron) for thoracic scan by a detector device; or

the instillation of contrast substance or radio-

nuclide into body cavity or blood stream in search

of skeletal or organ defects; or computerized axial

tomography (CAT), the newest cephalic scanning

device (UK), which can accurately identify intra-

cerebral spaces and mass lesions. Consider the

long-term cost of kidney dialysis or any organ

transplant or complicated reconstructuve surgery

with additional charges for elapsed time on the

operating room floor—also for expert anesthesia

and skilled nursing supervision with electronic

monitoring in special care units and for complex

laboratory tests, medications, and rehabilitation

devices. Add perhaps the percentage passed on to

the consumer (“research and development’’) from

the pharmaceutical and equipment supply houses;

also the outlay by the U.S. public—in addition to

taxes that support federal, state, and local health

programs—for payment of private insurance in-

demnities offered through the myriad of hospitali-

zation and disability plans (hedged by exceptions

and deductions in small print). And top it all off

with the time value devoted to desk work on

sheaves of redundant paper, including the multiple

forms that the doctor (and staff) must fill out

(and mail postpaid) to Medicare, Blue Shield, or

whatever third party in order to anticipate pro

forma payment for an operative procedure or

medical service after many weeks of bureaucratic

processing.

Comparisons between the complex U.S. pluralis-

tic practice of the art and the RSR unitary system

yield many divergent and unresolved impressions.

However, despite conflicting political ideologies

and major societal differences over health-care or-

ganization and delivery in the RSR and U.S., the

majority of people so engaged in either nation

seem to be committed to what could be accepted

as a Galenic axiom: Sana aegros quam optime

(Heal the sick as best you can).
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Cvstinosis: A Review

Intracellular Deposition Of Crystals

Results In Renal Damage And Ulti-

mately In Uremia.

By Chong M. Kong*

Cystinosis is a disease characterized by the pres-

ence of cystine crystals in most internal organs,

but the clinical manifestations of which depend

almost entirely upon the renal functional altera-

tions resulting from the deposition of this amino-

acid in renal tissue. The renal abnormalities which

ultimately lead to renal failure, at first affect pri-

marily tubular dysfunction: cystinosis is now re-

garded as the single most common cause of Fanconi

syndrome in children, and at one time cystinosis

and the Fanconi syndrome were thought to be the

same disease.

Whereas generalized aminoaciduria occurs in

cystinosis as a result of tubular damage, in cys-

tinuria (a syndrome of completely different patho-

genesis) the primary defect resides in a decreased

capacity of the kidney to reabsorb cystine, lysine,

arginine and ornithine. In cystinuria there is no

generalized aminoaciduria, and the disease is char-

acterized by the formation of recurrent cystine

stones; no intracellular deposits of cystine are ob-

served.

CLASSIFICATION

Although at first only the most severe cases of

the disease were recognized, it is now well estab-

lished that cystinosis may achieve a different de-

gree of severity, and three forms have been

described.

*Student (deceased), Brown University Program in

Medicine.

The best known form of this disease is that

which affects very young infants, and which is

recognized early because of the obvious alteration

in renal function. This form has also been called

the “nephropathic variety”. Affected infants

usually appear normal for the first six months of

life; then, probably as a consequence of the in-

creasing deposition of the aminoacid in the kidney,

evidence of proximal tubular impairment develops.

Polyuria and polydipsia, and consequently fre-

quent episodes of dehydration and unexplained

fever, are common presenting manifestations. By

the age of one year other and more severe com-

plications of tubular dysfunction appear: these

include renal glycosuria, generalized aminoaciduria

with phosphaturia and hypokalemia, metabolic

acidosis, rickets, and growth retardation. Failure

to thrive is another relatively common mode of

presentation. With the passage of time azotemia

appears. With careful medical management of the

acidosis and renal rickets some of these children

may live to their eighth or tenth year. However,

by then renal failure and increasing azotemia is

almost universal with almost all patients dying

by the age of ten.

The second form of the disease is the adult,

or benign variety. In these cases the diagnosis is

usually accidental, since these individuals are al-

most always asymptomatic. This is probably due

to the fact that although cystine is deposited in
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almost all internal organs, the kidney is spared

for unknown reasons.

Finally, an intermediate form, that of adolescent

cystinosis, has been described. These patients de-

velop the same form of complications as those

seen in childhood cystinosis, but the manifesta-

tions occur later in life: diagnosis is usually made

around the sixth year of life, and the patients

usually survive into the second decade.

MECHANISMS OF INHERITANCE

The childhood form of cystinosis occurs in ap-

proximately equal numbers in males and females,

and frequently several members are affected in

each family. Since direct transmission from parent

to child has never been observed, it is believed

that the mode of transmission is autosomal reces-

sive. Heterozygous carriers have been reported to

have somewhat elevated cystine concentration in

cells, but they are asymptomatic and can be diag-

nosed only in the course of genetic studies. The

adolescent variety has been described in a few

cases only; although less virulent, it may be funda-

mentally the same disease as the childhood form

and have the same mechanism of transmission.

The adult benign form also has been described

in several siblings, without appearing either in the

parents or the children of affected members. Leh-

man suggests that this disorder is a benign con-

dition, possibly caused by a completely different

mutation and with different genetic transmission

from the nephropathic variety.

LOCALIZATION OF CYSTINE CRYSTALS

AND BIOCHEMISTRY

In patients with the nephropathic variety the

intracellular concentration of free cystine is ap-

proximately 100 times higher than normal; it is

30 times higher than normal in patients with the

benign form, and about six times higher than nor-

mal in heterozygote carriers- By contrast, plasma

cystine levels are not elevated in any of the above

conditions.

The intracellular deposition of cystine crystals

has been further localized to membranous sub-

cellular particles, similar to lysosomes. The mech-

anism whereby cystine accumulates in these struc-

tures is still subject to debate. Cystine concentra-

tion could increase because of faulty degradation;

however, Patrick et al have shown that homogen-

ized autopsy tissue obtained from cystinotic pa-

tients contains normal activity of enzymes which

catabolize cystine. Another possible pathogenetic

mechanism, which takes into account the localiza-

tion of cystine in lysosome-like structures, would

be the presence of a defect in the transport system

responsible for the removal of cystine from a mem-
brane-enclosed subcellular structure to the cyto-

plasm. However, evidence of any such impairment

has not been demonstrated. Finally, the presence

of excessive intracellular sulfhydril-oxidizing ca-

pacity has been implicated. In this regard it is

interesting to note that Patrick et al have re-

ported that many of the sulfhydril-dependent en-

zymes in the kidney are inhibited by the presence

of increased amounts of sulfhydril-reactive groups.

However, it is not clear whether this observation

applies to the intracellular accumulation of the

aminoacid.

The long-term results of renal transplantation

in cystinotic patients (see below) indicate that,

whatever the ultimate defect may be, it probably

is inherent within cells, and not dependent on

humoral factors. In view of the demonstration

that in normal humans and rats the intracellular

concentration of cysteine is much higher than that

of cystine, it is likely that accumulation of cystine

in affected patients is related to an inability of the

cells of these patients to maintain cysteine in its

reduced form (see figure).

diagnosis

The diagnosis of cystinosis is usually suspected

in children who present with a history of failure to

thrive, with dehydration and polyuria, with the

findings of rickets, or with the consequences of the

Fanconi syndrome. These include metabolic acid-

osis with normal anion gap, renal glycosuria, gen-

eralized aminoaciduria, phosphaturia, uricosuria,

and hyperkaliuria: in short all of the hallmarks

of impaired proximal tubular reabsorption. Con-

firmation of the diagnosis depends on the demon-

stration of intracellular cystine crystals. The or-

gans which are most accessible are of course those

which are most frequently used for such demon-

stration: cystine crystals may be seen by corneal

slit lamp examination, or by microscopic examina-

tion of cells obtained from conjunctival, bone mar-

row, or lymph node biopsies, or from examination

of peripheral lymphocytes or cultured fibroblasts.

TREATMENT
Conservative treatment has been directed toward

the amelioration of the consequences of the Fan-

coni syndrome, and it is effective in prolonging

survival and well-being so long as renal failure

is of only a moderate degree. Metabolic acidosis

may be controlled by the administration of alka-

linizing sodium and potassium salts. The anion of

(Continued on page 30)
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The Nephrotic Syndrome

Is Manifestation Of Increased Glomer-
ular Capillary Permeability Due To Pri-

mary Renal Disease Or Renal Involve-

ment In Systemic Disease.

By Sewell I. Kahn, M.D.

The nephrotic syndrome is a relatively common
consequence of increased glomerular capillary per-

meability, it may occur as part of the renal in-

volvement in systemic diseases or as the isolated

manifestation of primary renal disease. Therapeu-

tic approach and ultimate prognosis depend on the

underlying etiology, as well as on the presence or

absence of impairment of renal excretory function.

PATHOPHYSIOLOGY
Increased glomerular capillary permeability re-

sults in albuminuria and, depending on whether

protein synthesis by the liver can compensate for

the protein loss, hypoalbuminemia. Hyperlipemia

and lipiduria may accompany hypoproteinemia.

Since serum albumin plays a major role in serum

oncotic pressure, its loss results in increased trans-

udation oi intravascular fluid to the interstitial

space. The lowered intravascular fluid volume

stimulates all mechanisms wdiich tend to increase

retention of dietary salt, resulting in edema.

DIAGNOSIS

Since hypoproteinemia, hyperlipemia, lipiduria,

and edema are variable components of the syn-

drome (depending on concurrent protein and lipid

synthesis and on exogenous salt intake), the only

sine qua non for the diagnosis is the demonstration

of the presence of more than 3.5 g of albumin in a

SEWELL I. KAHX, M.D., Associate Director,

Division oj Renal Diseases, Rhode Island Hospital.

This is one of a series of papers supported by the

Continuing Education Program of the Rhode Island

Health Sciences Education Council.

24-hour collection in adults, or correspondingly

lower amounts in children. Variations in the

amount of albuminuria are also the only useful

guideline to monitor the spontaneous course of the

disease or to detect whether therapy directed at

the underlying cause is effective in altering glo-

merular permeability. Patients with tubular or

interstitial diseases may have small amounts of

proteinuria, and patients with multiple myeloma

may excrete large amounts of low molecular weight

proteins (Bence-Jones protein) in the urine. How-

ever, these do not represent increased glomerular

permeability and therefore do not constitute neph-

rotic syndrome.

PRESENTATION

Xephrotic syndrome most commonly presents

with the appearance of peripheral edema. It may

however be discovered by routine urine analysis

in an asymptomatic patient or in a patient with

extrarenal manifestation of the underlying systemic

disease. In childhood it may present with abdom-

inal pain secondary to pneumococcal peritonitis,

which must be differentiated from appendicitis.

Rarely, nephrotic syndrome may present with hy-

potension and shock in some cases with severe

decrease in intravascular volume.

ETIOLOGY

In children the most common cause of nephrotic

syndrome is the so-called ‘‘minimal change dis-

ease.” In adults secondary nephrotic syndrome

predominates. It should be recognized, however,

that minimal change disease does occur in the
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TABLE I

ETIOLOGIC CLASSIFICATION OF
NEPHROTIC SYNDROME

SECONDARY
A) To Systemic

Diseases:

B) To Glomerulitides:

C) To Increased

“Back Pressure”:

D) To Infectious

Diseases:

Diabetes Mellitus

Amyloidosis
Acute Poststreptococcal

Glomerulonephritis

Subacute Bacterial

Endocarditis

Systemic Lupus
Erythematosus

Vasculitides

Henoch Scboenlein

Syndrome
Others
Constrictive Pericarditis

Renal Vein Thrombosis
Severe Congestive
Heart Failure

Syphilis

Malaria
Others

E) To Malignant
Hypertension

F) To Toxins (heavy metals, trimethadione, penicil

lamine
) or allergenic stimuli (bee stings, vac-

cinations)

FRIMARY OR IDIOPATHIC
“Minimal Change Disease” (also called Nephrotic
Syndrome of Childhood, Lipoid Nephrosis)

Membranous Glomerulonephritis
Proliferative Glomerulonephritis
Membrano-Proliferative Glomerulonephritis
Focal Glomerulonephritis
Other Glomerulonephritides (lobular, mesangiopror-

liferative)

adult and that secondary nephrotic syndrome can

occur in children. (See table.)

THERAPY

1) Etiologic

:

In the nephrotic syndrome of

minimal change disease, prednisone in large doses

(2 mg/kg/day, up to 100 mg/day) is usually ef-

fective in controlling proteinuria within 3 to 4

weeks. Recurrences are, however, frequently ob-

served when steroids are tapered or discontinued.

With the development of steroid side effects or

steroid dependency, immunosuppressive drugs

(such as cyclophosphamide) may be used. Steroids

and immunosuppression may also be of help in

the nephritis of Systemic Lupus Erythematosus and

of vasculitides. Antibiotics may eradicate the prob-

lem in the glomerulonephritis of Subacute Bacterial

Endocarditis. Surgery or medical management can

help in the nephrotic syndrome of back pressure.

Withdrawal of offending agents usually results in

improvement when exogenous toxins or allergens

are identified.

2) Symptomatic: Low salt diet and diuretic

agents are frequently required for control of

edema. The infusion of oncotic materials (prefer-

ably salt-poor albumin) may be necessary in cases

with severe intravascular volume depletion.

DIAGNOSTIC AND THERAPEUTIC APPROACH
Since the occurrence of steroid-responsive neph-

rotic syndrome is more common in children, the

approach differs depending on the age of the

patient. In all patients, renal function should be

assessed by obtaining a serum creatinine and neph-

rotic range proteinuria confirmed with a 24-hour

urine collection.

In children : 1) Rule out acute glomerulone-

phritis and systemic diseases (check list: history of

streptococcal infection; presence of systemic

symptoms, and rash, purpura; high blood pres-

sure; presence of hematuria and cylinduria;

antistreptolys in O (ASO) titer; lupus erythemato-

sis (LE) cell preparation; ANAB; serum comple-

ment level. 2) Trial of steroid therapy. 3) Renal

biopsy (light microscopy, electron microscopy, im-

munofluorescent staining) if steroids are ineffec-

tive or if frequent recurrences with steroids side-

effects occur.

In adults: 1) Rule out systemic diseases (check

list: history and physical examination to rule out

congestive heart failure and pericarditis; glucose

tolerance test and funduscopy to rule out diabetes

mellitus; Bence-Jones protein or urine electro-

phoresis; serum protein electrophoresis; ANAB,
VDRL; urine sediment; serum complement

level; ASO titer). 2) Renal biopsy (light micro-

scopy, electron microscopy, immunofluorescent

staining).. 3) Steroid or immunosuppressive ther-

apy, or both only if indicated.

It should be stressed that the above remarks

are directed primarily to the patient without evi-

dence of renal insufficiency and that both adults

and children with renal insufficiency require a

complete evaluation and may need supportive

therapy in addition to treatment of the nephrotic

syndrome.

REFERENCES
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Editorial

HEALTH CARE CRISIS

The criers of doom have long been shouting

about an impending crisis in health care. When
disaster struck, it came from a source not foreseen

by the politicians and irrational critics of the

medical profession. The national television net-

works as this is written are covering hearings being

held in New York to find a solution for the mal-

practice insurance collapse in that State.

According to HEW Secretary Caspar W. Wein-

berger, as quoted in a recent issue of the Wall
Street Journal, physicians in at least seven

states face the prospect of being unable to obtain

malpractice insurance coverage when their current

policies expire. Weinberger has called a special

conference on the subject, and a select committee

of the New York state legislature is holding hear-

ings with a view to proposing remedial legislation.

While the situation has been critical in many

areas, it is the impending collapse in New York

which has really brought matters to a head. In

1973 the New York State Medical Society was

notified by its insurer, Employers Mutual Liability

Insurance Company of Wisconsin, that the com-

pany was withdrawing bom the program. The so-

ciety arranged a new contract with Argonaut

Insurance Company of California which entailed a

rate increase on all prevailing premiums of 93.5

per cent. Argonaut now claims that this increase

was not enough and that, based on a review of

“recently updated claims expenditure supplied to

us from the previous insurer,” it would require an

increase of 196.8 per cent “effective immediately.”

It further warned that, unless the New York State

Insurance Department approved a rewording of

the contract to reduce claims exposure, it would

not renew or issue new policies after next June 30

(1975).

In New York the average general practitioner

currently pays about $3500 for malpractice cover-

age. Cnder the new rates this would rise to over

$10,000. Orthopedic and neurological surgeons

would be obliged to pay up to $55,000 or $60,000,

a confiscatory rate. A New York insurance official

observed that “It is possible for a New orthopedic

surgeon to be faced w'th paying more in insurance

premiums in his first year than he could earn in

his first few years of practice.” Alarmed by this

outrageous situation, the New York State Insur-

ance Department took the rare step of suspending

the new rates pending a hearing.

On the national scene Dr. Roger O. Egeberg at

the request of Weinberger is heading a study group

which is preparing contingency plans which in-

clude some type of federally sponsored coverage

for physicians whose insurance has been cancelled

by private insurers.

Faced with the fact that physicians will refuse

to practice in certain areas because of the cost of

insurance and that ultimately the public pays the

bill for insurance costs and defensive medicine,

various responsible groups are beginning to take

action.

Weinberger has described the national problem

as of “crisis proportions” and added “we have a

responsibility to see that no situation persists

which seriously threaten the ability of . . .
persons

to obtain health care.” If malpractice insurers

wish to pool resources to insure high risk physi-

cians, his department will “try to secure prompt

anti-trust clearance.”

The American Arbitration Association has re-

cently announced receipt of a grant of $60,000

jointly provided by the Henry J. Kaiser Family

Foundation and the Commonwealth Fund to sup-

port a study of medical malpractice dispute settle-

ment systems now in use, and to recommend al-

ternative systems.

Among the suggestions under consideration are

no-fault, mandatory arbitration of disputes, short-

ening of the statute of limitations, various types

of state or federal programs, or limits on certain

types of claims.

The mediation panels introduced in New York

are of uncertain effectiveness. The strangest omis-

sion from the Wall Street Journal article was

mention of the powerful impact of contingency

lawyers fees on the whole malpractice nightmare.

Lawrence O. Monin of the New York State In-

surance Department has stated: “Unless the situa-

tion has a dramatic turnabout, which I don't ex-

pect, or unless the system is radically changed,

the costs of providing coverage will continue to

rise.”

Radical change is long overdue. Perhaps the

crisis proportions of the current debacle in New
York with its ready visibility to the national news

media will bring about the necessary changes.
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Editor’s Mailbox

To the Editor:

Thanks for your timely editorial (“Too Many
Eat Too Much,” Rhode Island Medical Jour-

nal, November 1974). Every Rhode Island doctor

should cut out your masterpiece and place it on

his waiting-room table. I did just that and typed

the following at the bottom of the page: “The

amount of food used to feed one American would

feed more than seven Chinese.”

E. A. Bowen, m.d.

Chepachet, R. I.

z z

Will You Support The Rhode Island Professional

Standards Review Organization, Inc.?

OVER 900 PHYSICIANS HAVE JOINED!!

The officers and the Board of Directors of R.I.P.S.R.O., Inc. have ap-

plied to the Secretary of Health, Education and Welfare for designation as

the PSRO for the Rhode Island area and have received a planning grant to

qualify as a conditionally designated PSRO. Under the law, a “substantial

portion” of all physicians in the area must be members of R.I.P.S.R.O.

It is our hope that you will agree with the approach of the officers and

directors of R.I.P.S.R.O., a peer review organization controlled and directed

by a committee of licensed physicians. Even though you may not agree with

the basic concept of PSRO itself, we hope that you will give your support by

requesting membership in R.I.P.S.R.O. There are no dues, fees or other mone-

tary obligations involved.

Dr. Alton M. Pauli

President — R.I.P.S.R.O., Inc.

Dr. Alton M. Pauli, President

R.I.P.S.R.O., Inc.

106 Francis Street

Providence, Rhode Island 02903

Dear Doctor Pauli

:

I agree with the general approach of the officers and Board of Di-

rectors of R.I.P.S.R.O., Inc., a physician controlled and directed organiza-

tion, and wish to support that organization as long as it shall be controlled

by the physicians of Rhode Island.

Signature Address

Name Printed Date
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CYSTINOSIS: A REVIEW
(Continued from page 23)

such compounds may be bicarbonate, but citrate

or glutamate salts are usually better tolerated;

the cation will be sodium and potassium in pro-

portions dictated by the severity of potassium

depletion. Large amounts of these compounds, in

the order of magnitude of several hundred milli-

moles per day, may be needed to maintain plasma

bicarbonate concentration within reasonable

ranges.

Renal rickets is treated with the administration

of calcium salts and vitamin D or one of its de-

rivatives. With the onset of renal failure, phos-

phate lowering agents, such as Amphojel®, may
be required.

Attempts to lower the intracellular cystine con-

centration pharmacologically have so far been

disappointing. These have centered on the use

of penicillamine, dimercaprol, or dithiothreitol

(DTT). The use of penicillamine was suggested

by the observation that this drug .eacts irrever-

sibly with compounds containing sufhydi ' groups,

and that the compound cystine-penicillamine is

readily excreted by the kidney however, in view

of the normal plasma cystine concentration in

cystinotic patients, it is not surprising hat this

approach failed to result in long-term reduction

of intracellular cystine accumulation. DTT, which

has been claimed to be able to dissolve crystals

of cystine in the bone marrow of cystinotic pa-

tients, is a sulfhydril-reactive compound which has

been thought to be capable of reducing cystine to

cysteine. Its beneficial effects however are still

unconfirmed. Another therapy has relied on using

a diet with severely restricted supplies of sulfur-

containing aminoacids (cystine, cysteine, methion-

ine). Although it has been claimed that this may

result in a decrease in the amount of cystine pres-

ent in the cornea of such patients, the diet is diffi-

cult to tolerate and to prepare, and it is not clear

whether the long-term prognosis can be improved

by this means.

After renal failure de'elops, or if the metabolic

effects of the Fanconi syndrome are uncontrollable,

renal transpantation may be the only available

therapeutic avenue, since it is generally accepted

that long-term hemodialysis in children is not

consistent with adequate growth and performance.

L:nfortunately, to date the published experience

with transplantation is rather limited. Eight re-

ported patients whose course was studied could be

evaluated. All of them received a renal allograft
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when they had reached end-stage renal failure at

the age of eight to ten years. One of these patients

died amost immediately because of sepsis; an ad-

ditional patient, who had received a renal allograft

from a cadaveric donor, rejected his kidney

promptly. The remaining six, five of whom were

transplanted with related live donor kidneys, were

followed for a period ranging from one month to

four years. None of these patients developed evi-

. dence of recurrence of aminoaciduria, phosphaturia,

or glycosuiia, and glomerular filtration rate

(GFR) was normal in all (from 73 to 130 ml/

min) except for one who had a GFR of 41 ml/min.

It is obvious that these results compare favorably

with most series of renal transplantation.

The observation that the renal allograft does

not appear to follow the natural course of the

disease as it is expressed in the original kidney

is of great interest from a therapeutic viewpoint

and may shed some light on the pathogenesis of

the disease as well. It should be noted that in the

natural history of the disease nephropathic

changes can usually be detected by six months of

age and become obvious by one year; even if it

is assumed that the pathologic process consisting

of intracellular cystine deposits begins during

fetal life, it would ake no more than 12 to 18

months before the disease becomes detectable. By
contrast, in transplanted organs observed for at

least 20 months and as long as 44 months, clinical

and laboratory observations have failed to demon-

strate renal damage due to cystine deposition.

Biopsies of the transplanted organs have also failed

to reveal the classical changes, consisting of cystine

deposits which first appear within proximal tubu-

lar cells and subsequentiv in glomerular and me-

sangial cells, and ultimately result in glomerulo-

sclerosis and the so-called “swan neck'’ deformity

in the proximal tubule. By contrast, only moderate

cystine deposits have been found in allografts, and

these were limited to interstitial cells. These cells

are believed to originate from inflammatory cells

of recipient origin which have infiltrated the trans-

planted organ and then have become permanently

lodged in the interstitium of the donor kidney.

Following renal allotransplantation, and despite

the necessary use of immunosuppressive agents,

all children who retained the allograft improved

their performance markedly; in most cases linear

growth was restored, and the children were able

to compete successfully in school with normal chil-

dren of their own age. Anemia was also rapidly

(Concluded on next page)
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reversed; the continued presence of cystine crys-

tals within other organs has not as yet been the

cause of detectable organ impairment.

SUMMARY
Cystinosis is a rare hereditary disease, charac-

terized by intracellular deposition of cystine crys-

tals. Clinical manifestations are usually linked to

renal damage, which results at first in the Fanconi

syndrome and later in uremia. Medical treatment

is supportive and may prolong survival, but renal

transplantation appears necessary with the de-

velopment of renal failure. The results of trans-

plantation have been encouraging. Evaluation of

donor kidney several months after transplant is

consistent with the interpretation that the original

defect leading to cystinosis is an intracellular in-

ability to maintain cysteine in its reduced form.
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Can get the "right answers"

about recent changes, and

how they may be affected,

by writing or 'phoning to:

R. A. DEROSIER AGENCY

215 Waterman Avenue

East Providence, Rhode Island

Tel. 438-0660

REFERENCES
1Schulman JD: Cystinosis. DHEW Publication #
(NIH 72‘249. Washington, U. S. Government
Prrinting Office, 1973

2Rosenberg LE, Scriver CR: Disorders of amino-
acid metabolism in Duncan’s Diseases of Metab-
olism. Sixth edition. Edited by PK Bondy, Phila-

delphia, W. B. Saunders Co. 1969, 1:366-515. Vol. 1
3Cogan DG, Kuwabara T, et ah: Cystinosis in an
adult. JAMA 164:394-6, 25 May 57

4Lietman PS, Frazier PD, et ah: Adult cystinosis

—a benign disorder. Amer J Med 40:511-17, Apr 66
5Patrick AD: The degradative metabolism of L-
cysteine and L'cystine in vitro by liver in cystino-

sis. Biochem J 83:248-56, May 62
6Crawhall JC, Segal S: The intracellular ratio of

cysteine and cystine in various tissues. Biochem J

105:891-6, Nop 67

'Brigham MP, Stein WH, et al.: The concentrations

of cysteine and cystine in human blood plasma.

J Clin Invest 39:1633-8, Oct 60
8Korn D: Demonstration of cystine crystals in peri-

pheral white blood cells in a patient with cystino-

sis. New Engl J Med 262:545-8, 17 Mar 60
:,Patrilk AD, Lake BD: Cystinosis: electron micro-

scopic evidence of lysosomal storage of cystine in

lymph node. J Clin Path 21:571-5, Sep 68
10Schneider JA, Rosenbloom FM, et ah: Increase

free-cystine content of fibroblasts cultured from
patients with cystinosis. Biochem, Biophys Res
Commun 29:527-31, 30 Nov 67

^Hambraeus L, Broberger O: Penicillamine treat-

ment of cystinosis. Acta Paediat Scand 56:243-8,

May 67
12Goldman H, Scriver CR, et ah: Use of dithio-

threitol to correct cystine storage in cultured cys-

tinotic fibroblasts. Lancet 1:811-12, 18 Apr 70
13Claytcn BE, Patrick AD: Use of dimercaprol or

penicillamine in the treatment of cystinosis. Lancet

2:909-10, 21 Oct 61
:4Crawhall JC, Lietman PS, et ah: Cystinosis. Plasma

cystine and cysteine concentrations and the effect

of D-penicillamine and dietary treatment. Amer
J Med 44:330-9, Mar 68

15Lucas ZJ, Kempso.i RD, et ah: Renal allotransplan-

tation in man. II. Transplantation in cystinosis, a

metabolic disease. Amer J Surg 118:158-68, Aug 69
1(iMahoney CP, Striker GE, et ah: Renal transplan-

tation for childhood cystinosis. New Engl J Med
283:397-402, 20 Aug 70

17Lawson RK, Campbell RA, et ah: Renal transplan-

tation in infants and small children. Transplant

Proc 3:358-60, Mar 71
18Briggs WA, Ivominami N, et ah: Kidney trans-

plantation in Fanconi syndrome. New Engl J Med
286:25, 6 Jan 72

irHambridge KM, Goodman SI, et al: Accumula-

tion of cystine following renal homotransplanta-

tion for cystinosis. Pediat Res 3:364-5, 1969

Address correspondence to: Serafino Garella, M.D.,

Division of Renal Diseases, Rhode Island Hospital,

Providence, Rhode Island 02902.

\<D MD Mb'

ONE SENTENCE ESSAY

There are no such things as pure and applied

science — there are onl3r science and the applica-

tions of science.

. . . Louis Pasteur.
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A LOOK AT ROMANIAN HEALTH-
CARE ORGANIZATION-EDUCATION-

PRACTICE
(Concluded from page 23)
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AMA-ERF

More students than ever before are resorting

to AMA-ERF’s “Loan of Last Resort,” according

to Mrs. C. M. Lessenden,, Jr., national AMA-ERF
chairman. Because of a decrease in federal grants

and fewer subsidized interest loans, medical stu-

dents without collateral are turning to the Student

Loan Guarantee Program where the AMA acts as

cosigner on the student’s note. Greater use of the

loan program makes it increasingly important for

physicians and their wives to support the AMA-
ERF program. Mrs. Lessenden urges auxiliaries to

strive jor $15 or more per capita during 1974-75.

“Remember,” she says, “giving through AMA-
ERF is an investment in medicine’s future.”

Medical students may obtain applications for

AMA-ERF loans from their dean’s office; interns

and residents should contact the hospital admin-

istrator. Only interest charges must be paid during

the period of training, with payments on the

principal deferred until completion. Repayment,

tailored to the individual, enjoys great flexibility,

may be spread over a period of up to ten years, or

paid off quickly without penalty. In Rhode Island

since 1962, 55 loans have been granted—totaling

$64,850.

Belle Calenda

AMA-ERF R. I. Chairman
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tax-free return. Participants receive a monthly

check for their proportionate share of the tax-
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Book Review

THE PHYSIOLOGICAL BASIS OF STAR-
LIXG'S LAW OF THE HEART: Ciba Foun-

dation Symposium 24 (new series). Elsener. Ex-

cerpta Medica. North Holland 1974

Ernest H. Starling (1866-1927) is remarkable

in the annals of physiology for two basic laws

which bear his name. .One elucidated the bio-

physical basis for the diffusion of fluid to and

from the connective tissue spaces. The other, the

subject of this symposium, is, in Starling's words,
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"the law of the heart . . . that the mechanical

energy set free on passage from the resting to the

contracted state depends on the area of ‘chemically

active surfaces' i.e., on the length of the muscle

fibre”.

This volume comprises a series of papers and

relevant discussion, dealing with further investi-

gations into the fundamental physiochemical proc-

esses responsible for this phenomenon.

As is so often the case in the history of scientific

discoveries, Starling’s axiom represented the cul-

mination of observations dating as far back as the

monumental treatise of William Harvey in 1628,

elaborated by Stephen Hales in 1704, and devel-

oped by a sequence of physiologists, especially O.

Frank (1895), in the i 9th and early 20th cen-

turies. If the law were to be inclusively eponymic

it would bear a baseball line-up of nine distin-

guished names!

The 31 contributors, including physiologists,

biophysicists, and phaimocologists, describe cur-

rent researches into the basic properties of cardiac

muscle. A variety of parameters, representing the

particular orientation of the investigators, are

utilized. These include the measurement of sarco-

meres morphologically and functionally, using

light diffraction, cinemicography, and electron mi-

croscopy. The effect of the geometry of the heart

itself is explored theoretically in one and two

dimensional models.

Presentation of associated heart muscle phe-

nomena—adaptation to changes in heart rate

(Bowditch effect) and a positive inotropic effect

with an abrupt increase in pressure (Anrep effect)

—are included in the paper on homc^metric regu

lation.

Much of the material is highly specialized and

requires a biophysical background for adequate

appreciation. One can speculate upon possible

clinical extrapolations of these basic studies, but

in only one paper is there significant reference to

their importance in disorders of cardiac function.

Clinically-oriented investigators may find leads,

however, warranting further exploration in disease

states.

Irving A. Beck, m.d.

& t t
ONE SENTENCE ESSAY

Playing tennis does not call for much more

caloric expenditure than ironing, polishing a floor,

or dancing.

. . . Richard Gubner, M.D., Medical Trib-

une.

34 Rhode Island Medical Journal
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naif-ounce
of prevention

Use it to prevent a topical infection. Or to treat one that’s already started.

In either case, it's good medicine. Whether for lacerations,

burns, open wounds, IV catheter or surgical aftercare.

Neosporin® Ointment provides broad antibacterial coverage against common
susceptible pathogens. And since it contains three antibiotics that are

rarely used systemically, the risk of sensitization is reduced.

Neosporin Ointment. A half-ounce of prevention. Also available in a

full ounce of prevention and in convenient foil packets.

Neosporin Ointment carried on Apollo and Skylab missions.

Neosporin Ointment
(polymyxin B-bacitracin-neomycin)

Each gram contains: Aerosporin® brand Polymyxin B Sulfate 5,000 units; zinc bacitracin 400 units;

neomycin sulfate 5 mg (equivalent to 3.5 mg neomycin base); special white petrolatum qs.

In tubes of 1 oz and 1/2 oz and 1/32 oz (approx.) foil packets.

IDICATI0NS: Therapeutically, used as an adjunct to appropriate systemic
lerapy for topical infections, primary or secondary, due to susceptible organ-
ms, as in: • infected burns, skin grafts, surgical incisions, otitis externa
primary pyodermas (impetigo, ecthyma, sycosis vulgaris, paronychia) • second-
arily infected dermatoses (eczema, herpes, and seborrheic dermatitis)
traumatic lesions, inflamed or suppurating as a result of bacterial infection.

Prophylactically. the ointment may be used to prevent bacterial contamination
i burns, skin grafts, incisions, and other clean lesions. For abrasions, minor cuts
id wounds accidentally incurred, its use may prevent the development of

Section and permit wound healing.

ONTRAINDICATIONS: Not for use in the eyes or external ear canal if the eardrum
perforated. This product is contraindicated in those individuals who have

nown hypersensitivity to any of the components.
EARNING: Because of the potential hazard of nephrotoxicity and ototoxicity
ue to neomycin, care should be exercised when using this product in treating
xtensive burns, trophic ulceration and other extensive conditions where

absorption of neomycin is possible. In burns where more than 20 percent of the
body surface is affected, especially if the patient has impaired renal function

or is receiving other aminoglycoside antibiotics concurrently, not more than
one application a day is recommended.

PRECAUTIONS: As with other antibacterial preparations, prolonged use may
result in overgrowth of’ nonsusceptible organisms, including fungi. Appropriate
measures should be taken if this occurs.

ADVERSE REACTIONS: Neomycin is a not uncommon cutaneous sensitizer.

Articles in the current literature indicate an increase in the prevalence of persons
allergic to neomycin. Ototoxicity and nephrotoxicity have been reported
(see Warning section).

Complete literature available on request from Professional Services Dept. PML.

JLf /
Burroughs Wellcome Co.

1

r/’f / Research Triangle Park
Wellcome/ North Carolina 27709



The Role
of the

DetailMan

Dr. Willard Gobbell

Family Physician

Encino, California

Dr. Jeremiah Stamler
Chairman

Department of Community
Health and Preventive

Medicine, and Dingman
Professor of Cardiology

Northwestern University

Medical School

Dialogue

“I may be prejudiced, but I am
very much in favor of the detail men
I meet. Most of them are knowledge-

able about the drugs they promote
and can be a great help in acquaint-

ing me with new medication.”

Family Physician’s Perception

I think that most general

practitioners in this area feel as I

do about the detail man. Over the

years I have gotten to know most of

the men who visit me regularly and

they in turn have become aware of

my particular interests and the na-

ture of my practice. They, there-

fore, limit their discussion as much
as possible to the areas of interest

to me. Since I usually see the same
representative again in future

visits, it is in his best interest to

supply me with the most honest,

factual, as well as up-to-date

information about his products.

“In the total picture of dealing

with health problems in this countr;

there is a potential for detail men
to play a meaningful role.”

The Positive Influence

My contact with representa-

tives and salesmen of the pharma-
ceutical industry is the type of con-

tact that people in a medical center

research people, and academic
people have and that’s in all likelihd

on a somewhat different level from
that of the practicing physician.

Let me touch on how I person-]

ally perceive the role of the sales

representative. These men reach

large numbers of health profes-

sionals. Thus they could be— and
at times actually are— dissemina-

tors of useful information. They
could consistently serve a real edu-

cational function in their ability to

discuss their products.

At present they do distribute

printed material, brochures and
pamphlets— some of it scientific-

ally sound and therefore truly use- ^

ful— as well as some excellent film

produced by the pharmaceutical

industry. When they function in thi



He a Source of Information?

Yes, with certain reservations,

ne average sales representative

as a great fund of information

pout the drug products he is re-

bonsiblefor. He is usually able to

iswer most questions fully and

telligently. He can also supply

prints of articles that contain a

'eat deal of information. Here,

o, I exercise some caution. I usu-

ly accept most of the statements

id opinions that I find in the

apers and studies which come
om the larger teachingfacilities.

goes without saying that a physi-

an should also rely on other

aurces for his information on

Representatives

Ideally, a candidate for the

osition as a sales representative

fa pharmaceutical company
lould be a graduate pharmacist

ho has a questioning mind. I don’t

link this is possible in every case,

nd so it becomes the responsibility

jharmacology

raining of Sal

of the pharmaceutical company to

train these individuals comprehen-
sively. It is of very great importance

that the detail man’s knowledge of

the product he represents be con-

stantly reviewed as well as up-

dated. This phase of the sales rep-

resentative’s education should be a

major responsibility of the medical

department of the pharmaceutical

company.

I am certain that most of these

companies take special care to give

their detail men a great deal of in-

formation about the products they

produce— information about indi-

cations, contraindications, side

effects and precautions. Yet, al-

though most of the detail men are

well informed, some, unfortunately,

are not. It might be helpful if sales

representatives were reassessed

every few years to determine
whether or not they are able to ful-

fill their important function. Inci-

dentally, I feel the same way about

periodic assessments of everyone

in the health care field, whether
they be general practitioners, sur-

geons or salesmen.

Value of Sampling

I personally am in favor of

limited sampling. I do not use

sampling in order to perform clini-

cal testing of a drug. I feel that drug
testing should rightly be left to the

pharmacology researcher and to

the large teaching institutions

where such testing can be done in

a controlled environment.

I do not use samples as a

“starter dose” for my patients. I do,

however, find samples of drugs to

be of value in that they permit me to

see what the particular medication

looks like. I get to see the various

forms of the particular medication

atfirst hand, and if it is in a liquid

form I take the time to taste it. In

that way I am able to give my pa-

tients more complete information

about the particular medications

that I prescribe for them.

apacity they are indeed useful;

articularly in the fact that they

isseminate broadly based educa-
onal material and serve not just

|s "pushers” of their drugs.

he Other Side of the Coin

Obviously, the pharmaceuti-

al companies are not producing all

nis material as a labor of love—
ney are in the business of selling

roducts for profit. In this regard

ie ambitious and improperly moti-

ated sales representative can
xert a negative influence on the

iracticing physician, both by pre-

enting a one-sided picture of his

iroduct, and by encouraging the

iractitioner to depend too heavily

>n drugs for his total therapy. In

hese ways, the salesman has often

listorted objective reality and
jndermined his potential role as an
.‘ducator.

Fhe Industry Responsibility

Since the detail man must be
in information resource as well as
i representative of his particular

pharmaceutical company, he
should be carefully selected and

thoroughly trained. That training,

perforce, must be an ongoing one.

There must be a continuing battle

within and with the pharmaceutical

industry for high quality not only in

the selection and trainingof its

sales representatives, but also in

the development of all of its promo-
tional and educational material.

The industry must be ready to

accept constructive as well as cor-

rective criticism from experts in

the field and consumer spokesmen,
and be willing to accept independ-

ent peer review. The better edu-

cated and prepared the salesman
is, the more medically accurate his

materials, the better off the phar-

maceutical industry, health pro-

fessionals and the public—i.e., the

patients— will be.

Physician Responsibility

The practicing physician is in

constant need of up-dated informa-

tion on therapeutics, including

drugs. He should and does make
use of drug information and an-

swers to specific questions sup-

plied by the pharmaceutical repre-

sentative. However, that informa-

tion must not be his main source of

continuing education. The practi-

tioner must keep up with what is

current by making use of scientific

journals, refresher courses, and
information received at scientific

meetings.

The practicing physician not

only has the right, but has the re-

sponsibility to demand that the

pharmaceutical company and its

representatives supply a high level

of valid and useful information. I

feel certain that if such a high level

is demanded by the physician as

well as the public, this demand will

be met by an alert and concerned
pharmaceutical industry.

From my experience, my
impression is that sectors of the

pharmaceutical industry are indeed

ethical. I challenge the industry as

a whole to live up to that word in its

finest sense.

Pharmaceutical

Manufacturers Association

11 55 Fifteenth Street, N.W.

Washington, D. C. 20005



PERIPATETICS
(Concluded from page 31)

sociation for Health, Physical Education, and

Recreation.

* * *

J. D. KEITH PALMER was appointed to a

National Committee on Social and Environmental

Aspects of Rehabilitation at the recent American

Congress of Rehabilitative Medicine. He will serve

as Chairman of the section on Transportation and

Architectural Barriers.

* * *

STEPHEN R. KAPLAN is the Program Direc-

tor of the New Arthritis Clinical Research Cen-

ter which wall be located at Roger Williams Hos-

pital. The program will be operated in cooperation

with Brown University.

MEMOS

The Woman's Auxiliary to the Providence Medi-

cal Association held their fall meeting recently.

Following the luncheon an auction was held to

benefit the Medical Student Scholarship Fund.

Mrs. Daniel Calenda

President

* * *

Mrs. Lillian Harris, the founder o<f the Woman’s
Auxiliary to the Rhode Island Medical Society

and its first president in 1945, passed away in

September at the age of 89. She is survived by
her husband, Dr. Herbert Harris, one son and a

daughter and three grandchildren.

* * *

The Woman’s Auxiliary to the Providence Medi-

cal Association Medical Student Scholarship Fund

has a small amount of monies available for a

medical student, who is a Rhode Island resident

in need of financial aid. The student must have

finished one semester in an AMA accredited medi-

cal school and be in good academic standing in

his or her class.

Inquiries may be sent to W.A.P.M.A., c/o

Rhode Island Medical Society, 106 Francis St.,

Providence, R. I.

Wherever you go,

forget your telephone

calls. We ll take them

for you, day or night.

MEDICAL BUREAU

of the

Providence Medical Association

36 Rhode Island Medical Journal
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isruptive anxiety usually meets its match here.

Often effective when reassurance and counseling are insufficient.

Three dosage strengths to meet most therapeutic needs.

I

Before prescribing, please consult complete
oduct information, a summary of which
Hows:
Indications: Relief of anxiety and tension
curring alone or accompanying various
sease states.
Contraindications: Patients with known
/persensitivity to the drug.
Warnings: Caution patients about possible
jmbined effects with alcohol and other CNS
epressants. As with all CNS-acting drugs,
aution patients against hazardous occupa-
ons requiring complete mental alertness
?.g., operating machinery, driving). Though
ihysical and psychological dependence have
arely been reported on recommended doses,
se caution in administering to addiction-
rone individuals or those who might increase
osage; withdrawal symptoms (including
ionvulsions), following discontinuation of the
rug and similar to those seen with barbitu-
ates, have been reported. Use of any drug in

regnancy, lactation, or in women of child-

earing age requires that its potential benefits
e weighed against its possible hazards.
Precautions:
ORAL: In the elderly and debilitated and in

hildren over six, limit to smallest effective
losage (initially 10 mg or less per day) to

preclude ataxia or oversedation, increasing
'radually as needed and tolerated. Not recom-
mended in children under six.

injectable: Keep patients under observa-
ion, preferably in bed, up to three hours after
nitial injection; forbid ambulatory patients to

operate vehicle following injection; do not
administer to patients in shock or comatose
states; use reduced dosage (usually 25 to 50
ng) for the elderly or debilitated and for
children age twelve or older.
ORAL AND INJECTABLE: Though generally

not recommended, if combination therapy
with other psychotropics seems indicated,
carefully consider individual pharmacologic
effects, particularly in use of potentiating
compounds such as MAO inhibitors and
phenothiazines. Observe usual precautions in

presence of impaired renal or hepatic func-
tion. Paradoxical reactions (e.g., excitement,
stimulation and acute rage) have been
reported in psychiatric patients and hyper-
active aggressive children. Employ usual

precautions in treatment of anxiety states
with evidence of impending depression;
suicidal tendencies may be present and pro-
tective measures necessary. Variable effects
on blood coagulation have been reported very
rarely in patients receiving the drug and oral
anticoagulants; causal relationship has not
been established clinically.

Adverse Reactions: Drowsiness, ataxia and
confusion may occur, especially in the elderly
and debilitated. These are reversible in most
instances by proper dosage adjustment, but
are also occasionally observed at the lower
dosage ranges. In a few instances syncope
has been reported. Also encountered are
isolated instances of skin eruptions, edema,
minor menstrual irregularities, nausea and
constipation, extrapyramidal symptoms,
increased and decreased libido— all infrequent
and generally controlled with dosage reduc-

tion; changes in EEG patterns (low-voltage
fast activity) may appear during and after
treatment; blood dyscrasias (including agran-
ulocytosis), jaundice and hepatic dysfunction
have been reported occasionally, making
periodic blood counts and liver function tests
advisable during protracted therapy.

With the injectable form, isolated instances
of hypotension, tachycardia and blurred vision
have been reported; also hypotension asso-
ciated with spinal anesthesia, and pain
following I.M. injection.

Usual Daily Dosage: Individualize for maxi-
mum beneficial effects. Oral: Adults: Mild and
moderate anxiety and tension, 5 or 10 mg
t.i.d. or q.i.d.; severe states, 20 or 25 mg t.i.d.

or q.i.d. Geriatric patients: 5 mg b.i.d. to q.i.d.

(See Precautions.)
For Parenteral Administration: Should be

individualized according to diagnosis and
response. While 300 mg may be given during
a 6-hour period, do not exceed this dose in

any 24-hour period. To control acute condi-
tions rapidly, the usual initial adult dose is

50 to 100 mg I.M. or I.V. Subsequent treat-

ment, if necessary, may be given orally.

(See Precautions.)
Supplied:
Oral: Librium® (chlordiazepoxide HCI)

Capsules—

5

mg, 10 mg, 25 mg—bottles of 100
and 500; Tel-E-Dose® packages of 100; Pre-
scription Paks of 50, available singly and in

trays of 10.

Libritabs® (chlordiazepoxide) Tablets—
5 mg, 10 mg and 25 mg—bottles of 100 and
500.

Injectable: Librium® (chlordiazepoxide
HCI) Ampuls— Duplex package consisting of

a 5-ml dry-filled ampul containing 100 mg
chlordiazepoxide HCI in dry crystalline form,
and a 2-ml ampul of Special Intramuscular
Diluent (for I.M. administration). Before pre-

paring solution for I.M. or I.V. administration,
please consult package insert for instructions
on preparation and administration of solu-

tions. Boxes of 10.

Roche Laboratories
Division of Hoffmann-La Roche Inc.

Nutley, New Jersey 07110

Librium
(chlordiazepoxide HCI)

5mg,10mg,
25mg capsules

Please see following page.



Disruptive anxiety usually meets its match here



February 1975

R.I. Medical Journal
i. Vol. 58 No. 2

Newsletter
Enclosed



Both offer

Predominant

• psychoneurotic
anxiety

Associated

• depressive
symptoms

Before prescribing, please consult com-
plete product information, a summary of

which follows:

Indications: Tension and anxiety states;

somatic complaints which are concomi-
tants of emotional factors; psychoneurotic
states manifested by tension, anxiety, ap-
prehension, fatigue, depressive symptoms
or agitation; symptomatic relief of acute
agitation, tremor, delirium tremens and
hallucinosis due to acute alcohol with-

drawal; adjunctively in skeletal muscle
spasm due to reflex spasm to local pathol-

ogy, spasticity caused by upper motor

neuron disorders, athetosis, stiff-man syn-

drome, convulsive disorders (not for sole

therapy).

Contraindicated: Known hypersensitivity

to the drug. Children under 6 months of

age. Acute narrow angle glaucoma; may
be used in patients with open angle glau-

coma who are receiving appropriate

therapy.

Warnings: Not of value in psychotic pa-

tients. Caution against hazardous occupa-

tions requiring complete mental alertness.

When used adjunctively in convulsive dis-

orders, possibility of increase in fre< sr:|

and/or severity of grand mal seizur mil

require increased dosage of standard
convulsant medication; abrupt with awl

may be associated with temporary i

crease in frequency and/or severity
:

seizures. Advise against simultaneo in-

gestion of alcohol and other CNS de er

sants. Withdrawal symptoms (simil.tc

those with barbiturates and alcohol fev;

occurred following abrupt discontirir::

(convulsions, tremor, abdominal arrr

cle cramps, vomiting and sweating) (e:-|

addiction-prone individuals under c et
!



According to her major

s nptoms, she is a psychoneu-

itic patient with severe

; xiety. But according to the

< scription she gives of her

j dings, part of the problem

i ay sound like depression.
' lis is because her problem,

; hough primarily one of ex-

issive anxiety, is often accom-

nied by depressive symptom-
rnlogy. Valium (diazepam)

i n provide relief for both—as

le excessive anxiety is re-

eved, the depressive symp-
ms associated with it are also

ten relieved.

There are other advan-

ges in using Valium for the

anagement of psychoneu-

tic anxiety with secondary

ipressive symptoms: the

.ychotherapeutic effect of

alium is pronounced and
pid. This means that im-

•ovement is usually apparent

in the patient within a few
days rather than in a week or

two. although it may take

longer in some patients. In ad-

dition, Valium (diazepam) is

generally well tolerated; as

with most CNS-acting agents,

caution patients against haz-

ardous occupations requiring

complete mental alertness.

Also, because the psycho-

neurotic patient’s symptoms
are often intensified at bed-

time, Valium can offer an addi-

tional benefit. An h.s. dose

added to the b.i.d. or t.i.d.

treatment regimen can relieve

the excessive anxiety and asso-

ciated depressive symptoms
and thus encourage a more
restful night’s sleep.

2-mg, 5-mg, 10-mg tablets

in psychoneurotic

anxiety states

with associated

depressive symptoms

irveillance because of their predisposi-
)n to habituation and dependence. In

egnancy, lactation or women of child-

;aring age, weigh potential benefit

gainst possible hazard.

ecautions: If combined with other psy-
lotropics or anticonvulsants, consider
irefully pharmacology of agents em-
oyed; drugs such as phenothiazines,
arcotics, barbiturates, MAO inhibitors

id other antidepressants may potentiate
; action. Usual precautions indicated in

atients severely depressed, or with latent

apression, or with suicidal tendencies.

Observe usual precautions in impaired
renal or hepatic function. Limit dosage to

smallest effective amount in elderly and
debilitated to preclude ataxia or over-

sedation.

Side Effects: Drowsiness, confusion, diplo-

pia, hypotension, changes in libido, nausea,

fatigue, depression, dysarthria, jaundice,

skin rash, ataxia, constipation, headache,
incontinence, changes in salivation,

slurred speech, tremor, vertigo, urinary

retention, blurred vision. Paradoxical re-

actions such as acute hyperexcited states,

anxiety, hallucinations, increased muscle

spasticity, insomnia, rage, sleep disturb-

ances, stimulation have been reported;

should these occur, discontinue drug. Iso-

lated reports of neutropenia, jaundice;

periodic blood counts and liver function

tests advisable during long-term therapy.

Roche Laboratories
Division 01 i-iotfmarin-La Roche Inc.

Nutiey. New Jersey 07110
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EWSLETTER . . .

FHE RHODE ISLAND

February, 1975

MEDICAL SOCIETY

HOUSE OF DELEGATES
SUPPORTS R.I.P.S.R.O.

MALCOLM C. TODD, M.D.

Long Beach, California, President of

American Medical Association who
l address the Society at the Annual

eting on April 16.

Annual Meeting

of

rhe Rhode Island

Medical Society

APRIL 16, 1975

CHAPIN ORATOR:
H. Sherwood Lawrence, M.D.

New York University

School of Medicine

Phase circle the date on your
alendar.

At its meeting January 29, the House

of Delegates of the Rhode Island Medi-

cal Society supported a motion that the

“Rhode Island Professional Standard

Review Organization, Inc., (RIPSRO)

is the only reasonable or acceptable

group to direct and guide hospital util-

ization committees in the role of per-

forming reasonable and practical con-

current peer review.” The Society’s

House of Delegates took this action

upon the recommendation of the Coun-

cil.

A resolution presented by Dr. Jay

M. Orson, Chairman of the Child-

School Health Committee of the Rhode

Island Medical Society, was also ap-

proved by the House. The resolved por-

tion reads as follows:

Be it resolved, that the House of

Delegates of the Rhode Island Medical

Society concurs with the Congress of

the United States and wholeheartedly

supports the development of compre-

hensive health education programs in

grades K-12 in the public and private

schools of Rhode Island and that this

resolution be disseminated to the peo-

ple of Rhode Island through the news

media.

In another action, the House voted

that the use of a credit card by a

patient on an individual basis is per-

missible subject to the restrictions and

guidelines as listed by the AMA Judi-

cial Council.

The House also accepted the Coun-

cil’s recommendation to retain the serv-

ices of attorney Charles Butterfield, Jr.

as the Society’s representative during

the 1975 session of the Rhode Island

General Assembly. In these actions, the

House considered three resolutions pre-

sented from the floor by individual

delegates. The first one introduced by

Dr. Charles L. Hill, requested the

Council, in cooperation with the liaison

committee of the R.I. Bar Association,

to explore the possibility of implement-

ing a system of binding arbitration in

cases of alleged malpractice. Sponsored

by Dr. Melvin D. Hoffman, the second

resolution asked the Council to con-

continued on page 4)

Blue Shield

Nominees Elected

In accordance with the bylaws of Blue

Shield of Rhode Island, the House of

Delegates, at the Meeting of January

29, 1975, nominated four physicians to

serve three year terms each as members

of the board of directors. Named as

nominees to the corporation were: Dr.

John J. Cunningham of Pawtucket, an

internist, Dr. Edmund T. Hackman of

Warwick, a general practitioner, Dr.

Melvin D. Hoffman of Providence, an

internist and Dr. Kenneth Liffmann of

Providence, a general surgeon.

In a separate action, the House of

Delegates reaffirmed the nomination of

Dr. Herbert F. Hager to serve the re-

mainder of the unexpired term of Dr.

Earl J. Mara until March, 1976.

Elected by the House as representa-

tives to serve on the professional Ad-

visory Committee, consisting of six phy-

sicians and three non-physicians, were

Drs. J. Robert Bowen, Joseph DiMase

and John P. Grady. Currently the non-

physician members of this committee

are Chesie Bosland, Ph.D., former pro-

fessor of economics at Brown Univer-

sity, now retired, Daniel H. Ford, a

labor organization official, and Judge

Florence K. Murray of the Rhode Is-

land Superior Court.



2 NEWSLEE

Dr. Farley Reports on Drug Regulations
Dr. John E. Farley, Jr., Chairman of

the Drug Abuse Committee has re-

ported that, Physicians in Rhode Is-

land have always guarded the confi-

dences of their patients, even though

there is no patient/physician confiden-

tiality statute in Rhode Island law.

It is important to be aware of some

recent developments which gravely

threaten our patients rights in this re-

gard.

The Uniform Controls Substances Act

of 1974 has a section which requires re-

porting by the physician to the State

Department of Health, Division of

Drug Control, the name and nature of

the disease of the patient who receives

Schedule II drugs after three months on

continued use.

The genesis of this section is that it

is a control method as filed by the Di-

vision under pre-existing statutes at a

time when it only referred to narcotics

in a true sense, i.e., Schedule A drugs.

The reason the Division promoted this

section is to “prevent accidental addic-

tion.” That is, multiple prescribing by

many doctors for the same patient. The

Federal Government, in the past four

years, had gradually increased the scope

of the now Schedule II category to in-

clude (besides narcotics) Glutethimide

(Doriden), Methylquaalone (Qualud),

and amphetamines, Methylphenidate

(Ritalin), and several short-acting bar-

biturates, namely: Amytal, Nembutal,

Seconal, and Tuinal.

This enlargement of Schedule II by

the Federal Government had occurred

at the time of the recent revision of the

state law. Your Committee on Drug
Abuse perceives that the result of this

section would be the accumulation of

the names of thousands of non-offend-

ing patients legitimately receiving these

medications for valid and acceptable

reasons in the Department of Health

files.

We objected to this strenuously and

continuously all through the revision of

the state statutes, culminating in testi-

mony before the Special Legislative

Committee on Criminal Procedures, all

to no avail.

A graver threat is the possibility that

the Director of Health, under the power

he was granted under the new law, will

mandate the so-called “triplicate pre-

scriptions” and other anachuist sound-

ing controlled methods. This will result

in the accumulation of the names of

hundreds of thousands of non-offending

patients as it applies to medications in

all the schedules each and every time

they are prescribed. Allegedly, this is a

control mechanism but it is not in

Federal law and only exists in four

other states, none of whom can offer

proof of its effectiveness — if it is to

prevent forgery, it simply is a matter of

another kind of prescription deal. If

it is to detect physician misuse, since

it can’t be computerized, it will require

a large department to administer it and

these times of austerity budgets and

freezing of state payrolls. The Drug
Enforcement Agency, the federal drug

authority, has never seen fit to recom-

mend this control method to the states.

We feel that the goals of the Division

on Drug Control, could best be accom-

plished by on location inspection of pre-

scriptions at pharmacies where federal

law mandates the special segregation of

these prescriptions, instead of needlessly

stigmatizing thousands of non-offending

patients by requiring the pharmacies to

forward the names of these patients to

a central agency apparently, merely to

eliminate the necessity for on-location

visits by their inspectors to the phar-

macies.

Your Committee is currently pursu-

ing all available legislative approaches;

on the one hand, to eliminate the sec-

tion on reporting after continued use;

and, on the other hand, to oppose vig-

orously any attempt to implement a

triplicate prescription control method by

the Director of the Department of

Health.

This section is not a Federal require-

ment and exists in few, if any, other

state drug control laws.

It should not exist in Rhode Island

statutes. It is an invasion of privacy —
it should be amended.

Secretary Reports
Council Activities
The Council has held three meeti

since the previous meeting of the Hu
of Delegates on September 18,

Charles B. Round, M.D., Secretar (

the Society, reported. Some of th(ii

tions taken were as follows:

AMA National Leadership
Conference

The Council authorized the Presml

to name representatives to the

AMA National Leadership ConferiJ

(January 24-26, 1975 at the Maiotj

Hotel in Chicago). They were Steiel

J. Hoye, M.D., President-elect, Land!
Taylor, Assistant Executive DirctJ

and Timothy B. Norbeck, Executive*

rector.

Delegates to State Meeting.
|

The President was authorized teal

point delegates to represent the Sosti

at the annual meetings 1975 of n<H
boring medical associations.

Council Service of Dr. BertranH:
Buxton, Jr.

The Council acknowledged the aid

distinguished service of Dr. BertrarH:

Buxton, Jr., as Councillor fromJiej

Providence Medical Association, lie!

Council also welcomed Dr. Pete L
Mathieu, Jr., as Doctor Buxton’s uc|

cessor.

Annual Report of the Treasur
The annual report of the Trea:rt

was received and placed on file sue.

to professional audit.

R.I. Interagency Council on Smo ng

As authorized by the Council, tl

President again named Drs. Seebt:
J.

Goldowsky, Lelancl W. Jones, and ih

C. Lathrop as the Society’s voting dc

gates to the Interagency Counci on

Smoking.

Benevolence Fund Annual Ren
The annual report from the Tn e

of the Benevolence Fund was redo

and placed on file.

R. I. Chapter of the America
Trauma Society

The Council voted to endorse th<tt

mation of the Rhode Island Chapf < I

the American Trauma Society.

U.R.I. Athletic Training
Concentration

A planned University of Rhoq Is

(Continued on page 4)
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frofessional Liability Insurance: Update on a Growing Problem

I

iecuring professional liability cover-

a problem for the past five years,

, reached crisis proportions in several

5 :es. When Employers Mutual Liabil-

i
Insurance Company of Wausau

v hdrevv its blanket coverage of New
' rk state physicians in July, 1974, Ar-

t taut Insurance Company stepped

i o the void. After insuring New York

[
vsicians for six months, Argonaut in-

t med the state medical society that it

< s going to effect a 200 per cent rate

i rease (the average premium current-

1 is about $3,500) at once. The New
'irk State Insurance Department re-

lied this increase and Argonaut de-

i red it would end all coverage in New
irk when its contract expires on Julv

1975.

Medical Society of New York’s mem-
irs recently approved of a $100 special

iessment to be used to apprise the

iblic of their plight and publicize the

lowing professional liability problem,

•dications are that an orthopedic phy-

ian practicing in New York may
ive to pay $45,000 in 1975 for profes-

tnal liability insurance protection!

’hat is how serious the problem has

come in our neighboring state.

It is interesting to note that Argonaut

*>proached the Rhode Island Medical

pciety in October, 1973, and offered an

tractive package for Rhode Island

ledical Society members if we switch-

1 our coverage from our current car-

ers. After consideration by the So-

ety’s officers and the Medical Eco-

omics Committee chaired by Dr. Ken-

eth Liffmann, a decision was made to

‘i ect the offer. In view of the recent

lew York action, it was a very good

ecision indeed!

Tennessee physicians were informed

i late December that their professional

ability insurance carrier was withdraw-

ig from the market on February 1,

975. The state medical society was able

a obtain an extension of a few months
3 give them time to sceure another car-

ier.

In Maryland, the professional liabil-

:y insurance carrier for the state medi-

al society announced its intention in

June, 1974, of leaving the state effective

January 1, 1975 because its proposed rate

increases were denied by the Maryland

Insurance Commissioner. The carrier

has agreed to extend that expiration

date for another three months while

that state medical society searches for

a successor.

One carrier has withdrawn entirely

from the Wisconsin market while the

remaining carriers are not taking any

new business and refuse to renew class

IV and V physicians. Doctors in North

Carolina, Florida, Michigan and Indi-

ana are threatened with the loss of pro-

fessional liability coverage or drastically

increased premium rates.

The situation in Rhode Island, while

not good, is far better than exists in a

great majority of our states. Our three

major carriers, St. Paul, Aetna, and

Elartford are solid companies of proven

reputation and experience. In this state

the St. Paul is renewing all outstanding

policies unless there is some critical

underwriting problem such as losses

and they will accept new business only

on a very limited basis. No new busi-

ness will be accepted, however, if the

individual is currently insured in Rhode

Island in a viable market. The Aetna

C & S is not accepting any new business

but they will renew outstanding policies

subject to underwriting review and

with a written agreement with the in-

sured to the effect that the renewal

premium is acceptable. The Hartford

A & I is looking for no new business.

All renewals are being underwritten

with new applications and a full sub-

mission to the home office of the com-

pany. There are other insurance carri-

ers for specific groups of doctors that

are still functioning through their vari-

ous group programs. Our advice is not

to attempt to switch companies at this

time.

Only six states have lower rates than

prevail in Rhode Island and our rates

are well below any state in the entire

Northeast with the lone exception of

New Hampshire. There will be sub-

stantial increases for Rhode Island phy-

sicians in 1975, just as there will be in

all of the other states. While these rate

increases are distasteful to all parties

involved, they cannot be avoided as the

insurance companies continue to lose

money and withdraw from the liability

market. Insurance companies are also

experiencing tremendous losses in their

homeowners and fire and theft policies.

Your Rhode Island Medical Society

Council and Medical Economics Com-

mittee have been wrestling with the

serious problem of professional liability

insurance for several years. There is no

easy solution. In our efforts to alleviate

the situation, we are currently exploring

several available approaches which in-

clude consideration of a myriad of leg-

islative proposals and the study of a

system of binding arbitration. It is

imperative that we avoid the type of

crisis which has beset many other states.

What accounts for the present mal-

pratcice claims crisis? St. Paul’s Fire

and Marine Insurance Company ex-

plains as follows:

The Legal Rights Explosion

We’re living in a much more litigu-

ous society. There has been a legal

rights explosion. Citizens are quicker

to sue when they feel their rights have

been violated. Among those feeling the

brunt of these suits is the medical pro-

fession. Consumerism has educated pa-

tients to understand that a lawsuit is

simply another means of gaining redress

of their grievances, real or imaginary.

More Plaintiff Attorneys

A greater number of plaintiff attor-

neys have become expert in medical

malpractice litigation, charging an aver-

age fee of one-third of the claims pay-

ment. The patient generally pays medi-

cal witness fees ».nd other legal costs

from his share of the award.

Erosion of Legal Defenses

Changes by many state courts in legal

concepts have made it easier for patients

to obtain favorable judgments. In some

cases negligence is assumed unless prov-

en otherwise. The statute of limitations

has been lengthened, greatly extending

the time patients can bring lawsuits.

Thees and other changes threatn to

(Continued on page 4)
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make every doctor responsible for any

result less than absolutely perfect in

every way.

High Patient Expectations

Years ago sickness was accepted as

part of life. Patients did not assume

doctors could cure every ill. Despite tre-

mendous medical advances, doctors still

cannot guarantee success from every

surgery, every treatment, every prescrip-

tion, but television and other communi-

cations have led many people to have

unrealistic expectations of modern med-

icine.

Impersonal Relationships

The doctor- patient relationship is less

personal today as a result of increased

urbanization, specialization, the wide-

spread use of the medical insurance

programs to finance health care and the

mobility of Americans. Medical care is

more efficient, more effective, but often

there is less communication. Only tele-

vision doctors can spend unlimited time

with patients, make house calls and sel-

dom give less than perfect care.

Medical Improvements

The practice of medicine is complex

and getting more complex. New tech-

niques and drugs save lives that would

have been lost before, but bring new

risks.

The Cost and Delays of Litigation

Medical malpractice claims are un-

usually expensive to handle. Highly

qualified personnel are required because

a good deal of experience and expertise

is necessary to investigate incidents and

determine whether negligence was pres-

ent. When a case is considered non-

meritorious, or agreement cannot be

reached on the amount of loss, and it

goes to trial, costs of legal counsel

mount rapidly.

I believe it is fair and accurate to say

that the public generally looks upon the

professional liability predicament as a

problem of concern merely to physi-

cians, hospitals and insurance compan-

ies. Malcolm C. Todd, M.D., President

of the American Medical Association,

has said that “the problem of profes-

sional liability is a public problem and

its resolution can be achieved only

through an expression of public policy.”

Dr. Todd, who will address the Society

at our annual meeting on April 16, ex-

pressed the AMA’s contention recently

that “the problem has assumed its pres-

ent disastrous proportions largely be-

cause the public does not recognize the

problem as one in which its own in-

terests are at stake.”

When premium rates double and

triple, physicians and hospitals protest.

We pay them because we must deliver

care to our patients and we have no

other choice. Somewhere along the line

these additional costs cannot be ab-

sorbed and must be passed on to our

patients in the form of higher fees.

When insurance companies withdraw

their coverage from a state, it is the

public — the individual patient — who

is threatened with the loss of medical

care. For what physician would dare to

see a patient without liability protec-

tion? The public does not yet grasp

these points nor does it understand that

elderly physicians will retire before pay-

ing exorbitant premiums. What young

physicians just coming into practice can

afford to spend several thousand dollars

a year for liability coverage? Physi-

cians will leave some states and refuse

to come into others as the cost of the

premiums continue to skyrocket.

Physician manpower could be greatly

affected in certain areas. The distribu-

tion of physicians, already a problem

in some states, could develop rapidly

into crisis proportions. These are the

implications which directly affect the

public. We must help the public recog-

nize that it, too, has a stake in the li-

ability problem which confronts physi-

cians.

I doubt very much if the public is

aware that according to the AMA, only

16 cents of every dollar spent for pro-

fessional liability insurance ends up as

direct payments to patients who suffer

medical injury. The balance of 84 cents

goes for plaintiff and defense lawyers,

costs of investigation, for medical wit-

ness fees and insurance underwriting

costs. Clearly something must be de-

vised to protect the public without un-

due waste. We must have a system

which recognizes legitimate medical in-

jury and compensates those who are

NEWSLET

injured without needless delay, f

should be attained at a rate comrr

surate with the seriousness of the

jury, but it should be a system wf

is not based solely on proving ne

gence. The public must underst.

that there are injuries which can re

from medical treatment that are

the result of malpractice. We hav

big job ahead of us, and I assure >

that your Rhode Island Medical Soc

is doing everything possible to all

ate a serious problem and avert a cr

NATHAN CHASET, MI
President

HOUSE REPORT
(Continued from page 1)

sider, study and recommend to

House a mechanism by which tei

of RIMS representatives to other gro 1

or organizations and membership

Society committees be limited as

length of time. The third resolut

presented by the Kent County Med
Society, called upon the Rhode IsL

Medical Society to employ a pul

relations firm to assist in the pres

tation of the physician’s side of c

rent medical problems to the cc

munity and that an appropriate assi

ment be levied to cover such expen

All three resolutions were referred
j

the Council for consideration.

SECRETARY’S REPORT
(Continued from page 2)

land athletic training concentrat l

within the degree program in phys

education was endorsed by the Coun .

Tel-Med Program
The Council voted to endorse e

Tel-Med Program and the licen 1

agreement which lists the Council r

Community Services as the licen".

The President was authorized by e

Council to appoint a Committee to -

lect a list of Tel-Med tapes and revh’i

them for content.

AMA Survey
The President was authorized to -

point any small Committees as e

might deem necessary to study the i
•

ommendation selection of the AM
Survey and report back to the Count.



BROWN UNIVERSITY
DIVISION OF BIOLOGICAL AND MEDICAL SCIENCES

Providence, Rhode Island 02912

863-3231

MEDICAL EVENTS CALENDAR

Wednesday, March 19 and 26, 1975

BASIC SCIENCE COURSE IN NEUROPHYSIOLOGY
William J. McEntee, M.D.

Chief of Neurology

Veterans Administration Hospital

Assistant Professor of Medicine

Veterans Admin. Hospital

Room 1 — Auditorium

2:00 p.m.

Thursday, March 20 and 27, 1975

Veterans Admin. Hospital

Room 1 — Auditorium

1:00 p.m.

CARDIOLOGY TEACHING CONFERENCE
Jack H. Klie, M.D.

Clinical Instructor in Medicine

Thursday, March 20, 1975

CONTROL OF CYCLIC AMP ACCUMULATION IN CULTURED

HUMAN CELLS BY ADENOSINE
Dr. Richard Clark

Department of Biochemistry

University of Massachusetts Medical Center

Brown University

J. Walter Wilson Laboratory

Room 228

1 1 :30 a.m.

Saturday, March 22, 1975

MANAGEMENT OF ABDOMINAL TRAUMA
Francis C. Nance, M.D.

Professor of Surgery and Physiology

Louisiana State University Medical Center

New Orleans, Louisiana

Rhode Island Hospital

George Build. Auditorium

10:00 a.m.

Brown University Medical Student Society Lecture Series presents:

THE EXISTENTIAL QUALITIES OF MEDICINE

(with) Dr. Melvin J. Krant

(author of) Dying and Dignity: The Meaning of

a Personal Death

Brown University

List Art Build. — Auditorium

10:00 a.m.-12:00 noon



Thursday, March 27, 1975

EXOPHTHALMOS IN HYPERTHYROIDISM

Milton W. Hamolsky, M.D.

Physician-in-Chief

Rhode Island Hospital

Professor of Medicine

LOW RENIN HYPERTENSION

James C. Melby, M.D.

Professor of Medicine, Head, Section of Endo

crinology and Metabolism

University Hospital

Boston, Massachusetts

Saturday, March 29, 1975

THE RELATIONSHIP OF HOSPITALS AND THEIR PERSONNEL
TO THE MEDICAL EXAMINER'S OFFICE

William Q. Sturner, M.D.

Chief Medical Examiner, State of Rhode Island

Department of Health

Providence, Rhode Island

Thursday, April 3, 1975

UTILIZATION OF PATIENT COPING RESOURCES AS A DE-

LIBERATE THERAPEUTIC DEVICE

Walter Gruen, Ph.D.

Research Psychologist

Rhode Island Hospital

Clinical Assistant Professor of Psychiatry

Saturday, April 5, 1975

REGIONAL ENTERITIS AND ULCERATIVE COLITIS PROBLEMS
Frank C. Wheelock, Jr., M.D.

Assistant Clinical Professor of Surgery

Harvard Medical School

Boston, Massachusetts

Rhode Island Hospital

7th Floor Conference Room
Ambulatory Patient Center

7:30 p.m.

The Miriam Hospital

Grand Rounds—Sopkin Aud.

1 1 :00 a.m.

Rhode Island Hospital

George Build. Auditorium

10:00 a.m.

Butler Hospital

Ruggles Room

4:30 p.m.

Rhode Island Hospital

George Build. Auditorium

10:00 a.m.
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BROWN UNIVERSITY
DIVISION OF BIOLOGICAL AND MEDICAL SCIENCES

Providence, Rhode Island 02912

863-3231
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MEDICAL ETHICS: HOW MUCH CAN BE TAUGHT?

Medicine has for centuries raised technical ques-

tions and turned to resources best defined as

humanistic, rather than scientific or technical.

However, the education of the physican does

not include a formal consideration of the hu-

manities as they relate to medicine. It is generally

assumed that a good physician is by definition a

humanist and that the medical student, through

repeated exposure to patients and the example of

his teachers at the bedside, will naturally acquire

the qualities and sensitivity, judgement and com-

passion whch society expects from its physicians.

In recent years, however, there has been a grow-

ing and painful recognition that the human dimen-

sion within medicine ma)' be lost, rather than

gained, in the process of medical education. Per-

haps it is that young people raised in the cult of

growth, optimism and success cannot cope with the

harsh realities of pain and death. Perhaps the in-

sertion of medical technology between the patient

and his physician obscures the human bond which

derives from caring and healing. Perhaps our new

scientific capabilities for controlling many facets

of life are so frightening that our society has not

yet developed a value system to cope with the

progress of medicine. In the absence of an accepted

framework of reference, teachers instinctively re-

coil from considerations which are not directly

“professional.” As a reaction the recent years have

witnessed the emergence of scattered explorations

attempting to relate medicine to human perspec-

tives. Medical Ethics, the study of moral values

as they relate to the practice of medicine, repre-

sents one of these new trends

Let us first observe that Medical Ethics does

not begin or end with the kind of dramatic con-

siderations which magazines expound when they

report on sensational technological innovations such

as the transplantation of hearts, livers, or genes.

These medical activities are uncommon and eso-

teric, and exclusive consideration of the moral

issues they raise is likeiy to provide a distorted

view of the subject. Similarly many of the biologi-

cal and behavioral problems associated with the

evolution of societal values have some ethical as-

pects of their own, e.g., the issues of alcoholism,

drug addicton, or human sexuality, but these ethi-

cal aspects are not the dominant ones in medical

education. Medical ethics embrace also considera-

tions of the value systems that can be applied to

the transaction between a patient and his physi-

cian. It involves two factors: a medical situation,

and the ethical aspects of that situation. Because

value systems in our society are increasingly diver-

gent, and the physician has no choice or control of

the value system of his patients, medical ethics is

sometimes viewed as an exercise in futility. Those

who feel that way tend to review “real life” situa-

tions from a legalistic rather than ethical, perspec-

tive.

Can medical education do something to inform

and sensitize future physicians in this area? How
can it be done? At what level in their training?

For the past eighteen months, a group of faculty

from Brown’s Departments of Philosophy, Religious

Studies, Biology, and Medicine has attempted to

push beyond the level of academic discussions.

This group has organized appropriate pairs of medi-

cal and non-medical faculty to lead formal Univer-

sity courses on “Individual Rights and Social Ob-

ligations in Contemporary Medicine,” and “Ethical

Problems in the Field of Mental Health,” and has

covered topics such as:

a) concepts of life and death as reflected in

various streams of Western civilization (Judeo-

(Continued on next page)
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Malpractice

protection

is serious

business!

Talk only to the experts!

And let them speak for you. By all

means, discuss your treatment with your

patients during treatment. But should a

patient’s lawyer want to speak to you
about your treatment, don’t put yourself

at a disadvantage. Let lawyers talk to

lawyers. Refer him to the legal counsel

for your professional liability insurance

company.

And when it comes to malpractice liabil-

ity insurance, talk to the Man from
Starkweather & Shepley. As a leading

agency for the St. Paul Insurance Com-
pany, he can provide you coverage up to

$1 million. In fact, he can provide you
with a total insurance program covering
all your professional and personal needs.

Yes, talk to your patients about medicine,
let the Man from S & S talk to you about
insurance and let the insurance company
lawyers talk about law.

Contact Gardner C. Borden, C.P.C.U.

Starkweather & Shepley, Inc.

155 South Main Street

Providence, R. I. 421-6900

ONE SOURCE / TOTAL INSURANCE

559-9

Christian tradition; materialistic, existential, or

“theatre of the absurd” view of life);

b) dying, death and grief from the viewpoint

of the patient and his family;

c) the expression and the treatment of pain;

euthanasia by omission or commission;

d) the limits to organ transplantation, the con-

flict of demand and resources, patient's rights ver-

sus society's rights in accepting or rejecting ther-

apy;

e) informed consent, the ethics of double blind,

single blind, and controlled clinical trials;

f) genetic manipulation and genetic counseling;

ethical implications of amniocentesis and of screen-

ing for heterozygous carriers;

g) anxiety and the plight of the sick in the

face of technocratic medicine; the problem of non-

compliance with medical advice; physician’s and

patient’s perspective in chronic debilitating disease;

and

h) medicine and social policy, the right to

health; power structure and decision making re-

garding health care services.

University courses in Biomedical Ethics address

themselves to students in their upper classes of

college. In the Medical School the same considera-

tions have been presented by the “clinical case

method,” although some faculty doubt whether in

this format the fundamental ethical issues receive

adequate ccnsideration. Last winter, a conference

on “Ethical Issues in Medical Decisions Regarding

Life and Death” featured nationally known think-

ers from the field of Philosophy and Medicine and

attracted a wide audience. This effort will continue,

and we hope to elicit participation from the medi-

cal community in Rhode Island as well as others

in relevant disciplines and professions.

Pierre M. Galletti, M.D.. Ph.L).

Vice President

(Biology and Medicine)

Mb’

Mr. John E. Farrell. Sc. D., former Execu-

tive Secretary of the Rhode Island Medical So-

ciety, and Managing Editor of the Rhode Is-

land Medical Journal was recently elected

clerk of the Bonnet Shores Fire District in the

town of Xarragansett.

40 Rhode Island Medical Journal
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The problems plaguing American Medicine to

day seem most oppressive, and I thought I should

bring to your attention some of the major issues

and perhaps tell you what's being done nationally

and locally,

I judge that the situation with malpractice in-

surance is about our greatest problem. The AMA,
HEW, Blue Cross-Blue Shield, and many others are

well aware of the effect this has on the practice of

medicine. The solutions are not yet in sight, but

at least many people are working on them. Our real

concern now is that we letain our coverage. It is

obvious to all of you that premiums have risen be-

yond all our expectations. New forms of insurance

will be offered, and some forms will be denied us.

One company has already revoked the "umbrella’
-

policy and leaves many of us vulnerable and at a

tremendous disadvantage, but I do hope you will

do your best to retain what you have despite the

increased premiums. Your society is well aware of

your problems and is working to alleviate the situ-

ation. (See the Newsletter for further information

on this subject.)

RIPSRO is doing a grand job. We have a very

hard-working and knowledgeable group. They de-

serve our heartiest commendation. Some organiza-

tions have tried to seek alternative forms of review

and have even gone out of state to try to get al-

ternative methods. There was a great outcry from

all our component societies. It was unanimously

agreed that concurrent review and all kinds of re-

view must be done only by physicians, and, without

dissent, it should be done by the groups of physi-

cians working with RIPSRO. I will not elaborate

further, but I do believe we have made our point,

and the message should ring out loud and clear to

those trying to circumvent RIPSRO.

As most of you know, the Society has had a

complete review done b} a survey team from the

AMA. This was a most thorough and comprehen-

sive survey performed by real professionals in the

field. We have that report, and it is in four sections.

I have assigned each part to a separate Commis-

sioner and have allowed each to pick his own com-

mittee members to help him. No decisions have

been made. There will be an exhaustive survey done

by our own people, and each section will bring in a

written report to the next meeting of the Council.

After proper discussion, the entire matter will

be submitted to the House of Delegates for ap-

proval. This is being done in the most democratic

way I know, and the results should benefit all of

us. It is unfortunate that some people felt they

had to express their views in print long before any

decisions had been made. It was planned that every-

one would be given adequate opportunity to express

his or her views at the proper time. I do hope that

in the future there will be no repetition of this

action. It is unfair to our hard-working committee

members to be assailed by this unfair action.

It is of the utmost importance that the R. 1.

Medical Society remain a viable and potent force

in our community, in our dealings with our local

government, with our hospitals, with our third

party payers, and also with our detractors. We
cannot continue brinkmanship and only respond

when we are confronted with a crisis. This requires

manpower and also the financial resources to imple-

ment our leadership and our strength. We will have

to trim our deadwood and make our Society effi-

cient, self-sustaining, and a leader in our commu-

nity in all matters of health. We need all the help

we can get from our membership. We need your

constructive criticism; we need open-mindedness

on the part of all ; we need your moral support and

financial assistance; and above all we need your

brotherhood or your sisterhood in the hard times

ahead.

Nathan Chaset, M.D.

President,

Rhode Island Medical Society
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THE ANNUAL MEETING

of the

Rhode Island Medical Society

WEDNESDAY, APRIL 16, 1975

CHATEAU DeVILLE

Warwick, Rhode Island

SOCIAL HOUR -6:00 P.M.

DINNER -7:00 P.M.

The Chapin Orator Will Be:

H. SHERWOOD LAWRENCE, M.D.

New York University School of Medicine
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R. I. Tel-Med Program To Begin In April

The Rhode Island Medical Society, in coopera-

tion with the Department of Health, Blue Shield

and the Council for Community Services, will pro-

vide the residents of Rhode Island with a service

oif free recorded messages on various health topics.

Known as Tel-Med, it is based on a program

originally developed by the San Bernardino (Ca.)

County Medical Society. Since its inception two

and one half years ago, Tel-Med has expanded

into numerous areas, having been adopted by medi-

cal societies in Massachusetts, Minnesota, Oregon,

Tennessee and Texas.

Tel-Med gives the public telephone access to a

library of three to five minute tape recordings on

health subjects carefully selected by physicians.

The scripts for the tapes are written by physicians

and recorded by professional radio and television

personnel. Richard L. Testa, M.D., is chairman of

the Tel-Med Committee of the Rhode Island Medi-

cal Society. His committee has selected the first

150 tapes to be used in the Rhode Island program.

The Tel-Med telephone library is designed to:

• help one remain healthy

• help one recognize early signs of illness

• help one adjust to a serious illness

Tel-Med is not to be used:

• in an emergency

• to find out what one's illness is

• to replace one’s family doctor

Brochures outlining the “do’s and don’ts” of the

program and listing the tape subjects available will

be distributed to all physicians’ offices for free dis-

semination to ther patients. One who wants to use

the program simply dials the telephone number on

the brochure and gves the operator the number of

the tape he or she wishes to hear. The Tel-Med

Program for Rhode Island is expected to com-

mence operatons in early April. Any physician

desiring further information about Tel-Med may

call the Executive Office of your Rhode Island

Medical Society (331-3207).

Wherever you go,

forget your telephone

calls. We ll take them

for you, day or night.

MEDICAL BUREAU

of the

Providence Medical Association
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fy for OVERWORKED DOCTORS

It would be rare indeed to find a physi-
cian who doesn’t put in long, tiring hours,
working in the area of death vs. life. Add
to that, the years spent in earning your
M.D.. the untold hours of post-graduate
study and the nights perusing medical
literature to keep abreast of the latest

developments in your fast-changing pro-

fession.

Surely, you deserve something beyond
the satisfaction of doing your job well.

Suggestion: investigate the pleasures of

owning “The Perfect Car”. We, too, have
spent years in perfecting our techniques
of delivering to our customers cars that

have been gone over with a fine-tooth

comb. We “fit” it. Every “bug” has been

taken out, and we test-drive the car for

200 miles before delivery, thus guaran-
teeing you’ll avoid the aggravation of

squeaks, rattles, leaks, mechanical prob-

lems and just about anything which could

create dissatisfaction. We call it the

Tasca ABC Plan. It’s a major develop-

ment in satisfying customers.

Combine the Tasca ABC Plan with

great cars to start with, — Lincoln Con-
tinental, Mark IV, or the new Mercury
Monarch, and you're well on your way
to relief from the tension which comes
from doing your job so conscientiously.

You deserve The Perfect Car, — from

Tasca. No appointment necessary.

TASCA TASCA

ABC^ LINCOLN/MERCURY

1



Wherever it hurts, Empirin

ompound with Codeine usually

rovides the symptomatic
elief needed.

n flu and associated respiratory

nfection, Empirin Compound
/ith Codeine provides an
intitussive bonus in addition to

elief of pain and bodily

liscomfort.

prescribing convenience:

up to 5 refills in 6 months,
at your discretion (unless

estricted by state law); by
elephone order in many states.

Impirin Compound with
Codeine No. 3, codeine
ohosphate* 32.4 mg. (gr. V2 );

Mo. 4, codeine phosphate*
64.8 mg. (gr. 1) *Warning-may
3e habit-forming. Each tablet
also contains: aspirin gr. 3V2 ,

phenacetin gr. 2V2 ,
caffeine

?r. V2 .

ft
Wellcome

Burroughs Wellcome Co.
Research Triangle Park
North Carolina 27709

WHEN FLU HITS AND

#3, codeine phosphate* (32.4 mg.) gr. Vi

#4, codeine phosphate* (64.8 mg.) gr. 1



The Role
of the
DetailMan

Dr. Willard Gobbell

Family Physician

Encino, California

§
Dr. Jeremiah Stamler

Chairman
Department of Community

Health and Preventive

Medicine, and Dingman
Professor of Cardiology

Northwestern University

Medical School

c
Cl,©

Dialogue

“I may be prejudiced, but I a

very much in favor of the detail m<

I meet. Most of them are knowledg

able about the drugs they promote

and can be a great help in acquain

ing me with new medication.”

Family Physician’s Perception

I think that most general

practitioners in this area feel as I

do about the detail man. Over the

years I have gotten to know most o

the men who visit me regularly an

they in turn have become aware ol

my particular interests and the na

ture of my practice. They, there-

fore, limit their discussion as muc
as possible to the areas of interest

to me. Since I usually see the samt

representative again in future

visits, it is in his best interest to

supply me with the most honest,

factual, as well as up-to-date

information about his products.

“In the total picture of dealir

with health problems in this count

there is a potential for detail men
to play a meaningful role.”

The Positive Influence

My contact with representa-

tives and salesmen of the pharma-

ceutical industry is the type of cor

tact that people in a medical cente,

research people, and academic
people have and that’s in all likelif

on a somewhat different level fron

that of the practicing physician.

Let me touch on how I persor

ally perceive the role of the sales

representative. These men reach

large numbers of health profes-

sionals. Thus they could be— and

at times actually are— dissemina-

tors of useful information. They
could consistently serve a real edi

cational function in their ability to

discuss their products.

At present they do distribute

printed material, brochures and

pamphlets— some of it scientific-

ally sound and therefore truly use-

ful— as well as some excellent filn

produced by the pharmaceutical

industry. When they function in th



He a Source of Information?

Yes, with certain reservations.

1 e average sales representative

tsa great fund of information

eout the drug products he is re-

SDnsiblefor. He is usually able to

eswer most questions fully and

j
ell igently . He can also supply

r orints of articles that contain a

£
?at deal of information. Here,

t >, I exercise some caution. I usu-

2 y accept most of the statements

c j opinions that I find in the

f
pers and studies which come

f.m the larger teachingfacilities.

[goes without saying that a physi-

c m should also rely on other

‘urces for his information on

f
armacology.

‘ainingof Sales Representatives

Ideally, a candidate for the

I
sition as a sales representative

i a pharmaceutical company
! ould be a graduate pharmacist

no has a questioning mind. I don’t

link this is possible in every case,

;id so it becomes the responsibility

of the pharmaceutical company to

train these individuals comprehen-
sively. It is of very great importance
that the detail man’s knowledge of

the product he represents be con-

stantly reviewed as well as up-

dated. This phase of the sales rep-

resentative’s education should be a

major responsibility of the medical

department of the pharmaceutical

company.

I am certain that most of these

companies take special care to give

their detail men a great deal of in-

formation about the products they

produce— information about indi-

cations, contraindications, side

effects and precautions. Yet, al-

though most of the detail men are

well informed, some, unfortunately,

are not. It might be helpful if sales

representatives were reassessed

every few years to determine
whether or not they are able to ful-

fill their important function. Inci-

dentally, I feel the same way about
periodic assessments of everyone

in the health care field, whether
they be general practitioners, sur-

geons or salesmen.

Value of Sampling
I personally am in favor of

limited sampling. I do not use

sampling in order to perform clini-

cal testing of a drug. I feel that drug
testing should rightly be left to the

pharmacology researcher and to

the large teaching institutions

where such testing can be done in

a controlled environment.

I do not use samples as a

“starter dose” for my patients. I do,

however, find samples of drugs to

be of value in that they permit me to

see what the particular medication

looks like. I get to see the various

forms of the particular medication

at first hand, and if it is in a liquid

form I take the time to taste it. In

that way I am able to give my pa-

tients more complete information

about the particular medications

that I prescribe for them.

npacity they are indeed useful;

irticularly in the fact that they

sseminate broadly based educa-
)nal material and serve not just

• “pushers” of their drugs.

le Other Side of the Coin

Obviously, the pharmaceuti-

il companies are not producing all

is material as a labor of love—
ey are in the business of selling

oducts for profit. In this regard

e ambitious and improperly moti-

ited sales representative can
cert a negative influence on the

'acticing physician, both by pre-

mting a one-sided picture of his

'oduct, and by encouraging the

'actitioner to depend too heavily

i drugs for his total therapy. In

lese ways, the salesman has often

istorted objective reality and
ndermined his potential role as an
ducator.

he Industry Responsibility

Since the detail man must be
n information resource as well as

representative of his particular

harmaceutical company, he
hould be carefully selected and

thoroughly trained. That training,

perforce, must be an ongoing one.

There must be a continuing battle

within and with the pharmaceutical

industry for high quality not only in

the selection and training of its

sales representatives, but also in

the development of all of its promo-
tional and educational material.

The industry must be ready to

accept constructive as well as cor-

rective criticism from experts in

the field and consumer spokesmen,
and be willing to accept independ-

ent peer review. The better edu-

cated and prepared the salesman
is, the more medically accurate his

materials, the better off the phar-

maceutical industry, health pro-

fessionals and the public— i.e., the

patients— will be.

Physician Responsibility

The practicing physician is in

constant need of up-dated informa-

tion on therapeutics, including

drugs. He should and does make
use of drug information and an-

swers to specific questions sup-

plied by the pharmaceutical repre-

sentative. However, that informa-

tion must not be his main source of

continuing education. The practi-

tioner must keep up with what is

current by making use of scientific

journals, refresher courses, and
information received at scientific

meetings.

The practicing physician not

only has the right, but has the re-

sponsibility to demand that the

pharmaceutical company and its

representatives supply a high level

of valid and useful information. I

feel certain that if such a high level

is demanded by the physician as

well as the public, this demand will

be met by an alert and concerned
pharmaceutical industry.

From my experience, my
impression is that sectors of the

pharmaceutical industry are indeed

ethical. I challenge the industry as

a whole to live up to that word in its

finest sense.

Pharmaceutical

Manufacturers Association

11 55 Fifteenth Street, N.W.

Washington, D. C. 20005



Antivert/25 Tablets
( 25mg. meclizine HCl)

INDICATIONS Based on a review of this drug by the National Academy of
Sciences-National Research Council and/or other information, FDA has classi-

fied the indications as follows.

Effective. Management of nausea and vomiting and dizziness associated with

motion sickness.

Possibly Effective Management of vertigo associated with diseases affecting

the vestibular system.

Final classification of the less than effective indications requires further

investigation

CONTRAINDICATIONS Administration of Antivert dunng pregnancy or to

women who may become pregnant is contraindicated in view of the teratogenic

effect of the drug in rats.

The administration of meclizine to pregnant rats dunng the 12-15 day of gestation

has produced cleft palate in the oftspnng. Limited studies using doses of over 1

mg./kg./day in rabbits and 10 mg/kg/day in pigs and monkeys did not show cl

palate. Congeners of meclizine have caused cleft palate in species other than the r

Meclizine HCl is contraindicated in individuals who have shown a previc!

hypersensitivity to it

WARNINGS Since drowsiness may, on occasion, occur with use of this dri

patients should be warned of this possibility and caunoned against driving a car

operating dangerous machinery

Usage in Children Clinical studies establishing safety and effectiveness in childr

have not been done, therefore, usage is not recommended in the pediatnc age groi

Usage m Pregnancy See “Contraindications nAAm/^ JlfSB
ADVERSE REACTIONS. Drowsiness, dry nU“HKj
mouth and, on rare occasions, blurred vtsion A dlvjsion of p,l2er pharmaceutic

'

have been reported New York. New York 10017



contents will experience no fear when he encounters

his first “eye patient” on the wards or the emer-

gency. Here is a fine rundown on the problems

of the red eye, glaucoma, ocular trauma, oph-

thalmosopy, and the many other aspects of eye

care that the student or house officer may encoun-

ter. In addition, material is presented to cover the

usual problems in disability and industrial visual

problems, a subject often lacking in other books.

This is not a text to be purchased by those going

into ophthalmology as a specialty. (The many hard

cover texts might be better.) But for the student

who wants a simple outline of a subject that will

occupy at least 5 per cent of his time if he is a

family practitioner, internist, or pediatrician, and

at a reasonable cost, then this text is the answer.

Robert S. L. Kinder, M.D.

Will You Support The Rhode Island Professional

Standards Review Organization, Inc.?

OVER 900 PHYSICIANS HAVE JOINED!!
The officers and the Board of Directors of R.I.P.S.R.O., Inc. have ap-

plied to the Secretary of Health, Education and Welfare for designation as

the PSRO for the Rhode Island area and have received a planning grant to

qualify as a conditionally designated PSRO. Under the law, a “substantial

portion” of all physicians in the area must be members of R.I.P.S.R.O.

It is our hope that you will agree with the approach of the officers and

directors of R.I.P.S.R.O., a peer review organization controlled and directed

by a committee of licensed physicians. Even though you may not agree with

the basic concept of PSRO itself, we hope that you will give your support by

requesting membership in R.I.P.S.R.O. There are no dues, fees or other mone-

tary obligations involved.

Dr. Alton M. Pauli

President — R.I.P.S.R.O., Inc.

Dr. Alton M. Pauli, President

R.I.P.S.R.O., Inc.

106 Francis Street

Providence, Rhode Island 02903

Dear Doctor Pauli:

I agree with the general approach of the officers and Board of Di-

rectors of R.I.P.S.R.O., Inc., a physician controlled and directed organiza-

tion, and wish to support that organization as long as it shall be controlled

by the physicians of Rhode Island.

I hereby accept membership in R.I.P.S.R.O., Inc.

Signature Address

Name Printed Date

Rook Review
GENERAL OPHTHALMOLOGY by Daniel

Vaughan and Taylor Asbury. Seventh Edition.

Los Altos, California, Lange Medical Publica-

tions, 1974. $9.50

Medical students face a number of problems

when purchasing texts today. Not the least is cost,

and when taking their various specialty training

courses they are often in a quandary as to whether

or not to purchase a text that they anticipate will

find little use once the course is over. Here is a

text in basic ophthalmology that will reduce these

problems to a minimum and provide a manual for

the student that is low in cost and revised frequent-

ly enough that it is really up-to-date.

The entire field of ophthalmology is covered in

simplified form, and any student who masters its
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Before prescribing, please consult complete
product information, a summary of which follows:

Indications: Acute, recurrent or chronic nonob-
structed urinary tract infections (primarily pyelonephritis,

pyelitis and cystitis) due to susceptible organisms. Note:

Carefully coordinate in vitro sulfonamide sensitivity tests

with bacteriologic and clinical response; add aminobenzoic
acid to follow-up culture media. The increasing frequency of re-

sistant organisms limits the usefulness of antibacterials includ-

ing sulfonamides, especially in chronic or recurrent urinary tract

infections. Measure sulfonamide blood levels as variations may
occur; 20 mg/ 100 ml should be maximum total level.

Contraindications: Sulfonamide hypersensitivity; pregnancy at

term and during nursing period; infants less than two months of age.

Warnings: Safety during pregnancy has not been established.

Sulfonamides should not be used for group A beta-hemolytic strep-

tococcal infections and will not eradicate or e-

vent sequelae (rheumatic fever, glomeruloneph is

of such infections. Deaths from hypersensitivity r c-

tions, agranulocytosis, aplastic anemia and other toe

dyscrasias have been reported and early clinical signs («
throat, fever, pallor, purpura or jaundice) may indicate se us

blood disorders. Frequent CBC and urinalysis with microscjic

examination are recommended during sulfonamide therapy. In: ff'

cient data on children under six with chronic renal disease.

Precautions: Use cautiously in patients with impaired ren c

hepatic function, severe allergy, bronchial asthma; in glucos-6

phosphate dehydrogenase-deficient individuals in whom die

related hemolysis may occur. Maintain adequate fluid intaF t:

prevent crystalluria and stone formation.

Adverse Reactions: Blood dyscrasias (agranulocytosis, a|is

tic anemia, thrombocytopenia, leukopenia, hemolytic anemia, Jf

isGantdnol
(sulfamethoxazole)

therapy in

ructedurinar)

infections?



Because it isconsidered
a good choice...

for efficacy in nonobstructed cystitis, pyelonephritis
and pyelitis

for control of susceptible £ coli, Klebsiella-

Aerobacter, Staph, aureus, Proteus mirabilis and,
less frequently, Proteus vulgaris

for prompt antibacterial blood and urine levels in

from 2 to 3 hours after initial 2-gram adult dose

for economical around-the-clock coverage

for maximum patient cooperation with easy-to-
remember B.I.D. dosage

Basic Therapy

Gantanol
(sulfamethoxazole)

Tablets/Suspension

(0.5Gm) (0.5 Gm/teasp.)
ura, hypoprothrombinemia and methemoglobinemia); allergic

tactions (erythema multiforme, skin eruptions, epidermal necroly-
s, urticaria, serum sickness, pruritus, exfoliative dermatitis, ana-
nylactoid reactions, periorbital edema, conjunctival and scleral

jection, photosensitization, arthralgia and allergic myocarditis);
3strointestinal reactions (nausea, emesis, abdominal pains, hepa-
is, diarrhea, anorexia, pancreatitis and stomatitis); CNS reactions
leadache, peripheral neuritis, mental depression, convulsions,
axia, hallucinations, tinnitus, vertigo and insomnia); miscellaneous
tactions (drug fever, chills, toxic nephrosis with oliguria and
luria, periarteritis nodosa and L.E. phenomenon). Due to certain
lemical similarities with some goitrogens, diuretics (acetazola-
iide, thiazides) and oral hypoglycemic agents, sulfonamides have
aused rare instances of goiter production, diuresis and hypogly-
3mia as well as thyroid malignancies in rats following long-term
^ministration. Cross-sensitivity with these agents may exist.

Dosage: Systemic sulfonamides are contraindicated in in-

fants under 2 months of age (except adjunctively with pyrimetha-

mine in congenital toxoplasmosis).

Usual adult dosage: 2 Gm (4 tabs or teasp.) initially, then 1 Gm
b.i.d. or t.i.d. depending on severity of infection.

Usual child’s dosage: 0.5 Gm (1 tab or teasp.)/20 lbs of body
weight initially, then 0.25 Gm/20 lbs b.i.d. Maximum dose should

not exceed 75 mg/kg/24 hrs.

Supplied: Tablets, 0.5 Gm sulfamethoxazole; Suspension,

0.5 Gm sulfamethoxazole/teaspoonful.

Roche Laboratories
Division of Hoffmann-La Roche Inc.

Nutley, N.J. 07110



Attractive & Functional Offices

Division of National Office Supply Co.

Designers & Suppliers of Offices

36 Branch Avenue Providence, R. I. 02904

(Jet. No. Main St.) GAspee 1-5228

ATTENTION:

Doctors and Nurses

Here's a way to preserve any picture, di-

ploma, certificate, etc. forever. Just by calling

or writing to:

LAMINATING UNLIMITED

1 492 Park Avenue

Cranston, R. I. 02920

(401) 943-1884

IMPORTANT INFORMATION: This is a Sched-
ule V substance by Federal law ; diphenoxylate
HCI is chemically related to meperidine. In

case ol overdosage or individual hypersensitiv-
ity, reactions similar to those alter meperidine
or morphine overdosage may occur ; treatment
is similar to that lor meperidine or morphine
intoxication (prolonged and carelul monitor-
ing). Respiratory depression may recur in spite
ol an initial response to Nalline® (nalorphine
HCI) or may be evidenced as late as 30 hours
alter ingestion. LOMOTIL IS NOT AN INNOC-
UOUS DRUG AND DOSAGE RECOMMENDA-
TIONS SHOULD BE STRICTLY ADHERED TO,
ESPECIALLY IN CHILDREN THIS MEDICA-
TION SHOULD BE KEPT OUT OF REACH OF
CHILDREN.

Indications: Lomotil is effective as adjunctive ther-

apy in the management of diarrhea.

Contraindications: In children less than 2 years, due
to the decreased safety margin in younger age
groups, and in patients who are laundiced or hyper-
sensitive to diphenoxylate HCI or atropine.

Warnings: Use with caution in young children, be-
cause of variable response, and with extreme cau-
tion in patients with cirrhosis and other advanced
hepatic disease or abnormal liver function tests,

because of possible hepatic coma. Diphenoxylate
HCI may potentiate the action of barbiturates, tran-

quilizers and alcohol. In theory, the concurrent use
with monoamine oxidase inhibitors could precipitate
hypertensive crisis.

Usage in pregnancy: Weigh the potential benefits
against possible risks before using during preg-
nancy, lactation or in women of childbearing age.
Diphenoxylate HCI and atropine are secreted in the
breast milk of nursing mothers.

Precautions: Addiction (dependency) to diphenoxy.
late HCI is theoretically possible at high dosage Do
not exceed recommended dosages Administer with
caution to patients receiving addicting drugs or

known to be addiction prone or having a history of

drug abuse. The subtherapeutic amount of atropine is

added to discourage deliberate overdosage; strictly

observe contraindications, warnings and precautions
for atropine; use with caution in children since signs
of atropinism may occur even with the recommended
dosage.

Adverse reactions: Atropine effects include dryness
of skin and mucous membranes, flushing and urinary
retention. Other side effects with Lomotil include
nausea, sedation, vomiting, swelling of the gums,
abdominal discomfort, respiratory depression, numb-
ness of the extremities, headache, dizziness, depres-
sion, malaise, drowsiness, coma, lethargy, anorexia,
restlessness, euphoria, pruritus, angioneurotic
edema, giant urticaria and paralytic ileus.

Dosage and administration : Lomotil Is contraindi-
cated in children less than 2 years old. Use only
Lomotil liquid for children 2 to 12 years old. For
ages 2 to 5 years. 4 ml. (2 mg.) t.i.d ; 5 to 8 years. 4

ml. (2 mg.) q i d ;
8 to 12 years. 4 ml. (2 mg.) 5

times daily; adults, two tablets (5 mg.) t.i.d. to two
tablets (5 mg.) q.i.d. or two regular teaspoonfuls
(10 ml., 5 mg.) q i d. Maintenance dosage may be as
low as one fourth of the initial dosage Make down-
ward dosage adjustment as soon as initial symptoms
are controlled.

Overdosage Keep the medication out of the reach
of children since accidental overdosage may cause
severe, even fatal, respiratory depression. Signs of

overdosage include flushing, lethargy or coma, hy-

potonic reflexes, nystagmus, pinpoint pupils, tachy-
cardia and respiratory depression which may occur
12 to 30 hours after overdose Evacuate stomach by
lavage, establish a patent airway and. when neces-
sary. assist respiration mechanically. Use a narcotic
antagonist in severe respiratory depression. Obser-
vation should extend over at least 48 hours.

Dosage forms: Tablets, 2.5 mg. of diphenoxylate
HCI with 0 025 mg of atropine sulfate. Liquid, 2.5

mg. of diphenoxylate HCI and 0 025 mg. of atropine
sulfate per 5 ml. A plastic dropper calibrated in in-

crements of V2 ml (total capacity, 2 ml.) accom-
panies each 2-oz. bottle of Lomotil liquid.

Searle & Co.
San Juan, Puerto Rico 00936

Address medical inquiries to:

G D. Searle & Co.
Medical Department, Box 5110,

Chicago, Illinois 60680 454 R

SEARLE
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When diarrhea has his number...

Lomotil puts him back in the game.
Physicians and patients both

want prompt control of the

symptoms of diarrhea. A rapid,

uncontrolled loss of fluids and
electrolytes can cause a medical
crisis, particularly in children, and
in patients who are seriously ill,

or in people who are badly

undernourished.
Lomotil usually stops diarrhea

promptly. This rapid action halts

the emergency aspect of diarrhea

®
Each tablet and each 5 ml. of liquid contain:
diphenoxylate hydrochloride 2.5 mg.

(Warning: May be habit forming)
atropine sulfate 0.025 mg.

TABLETS/LIQUID

Usually stops diarrhea promptly.

and is comforting and reassuring

to the patient. Electrolyte and fluid

losses can be corrected while the

specific cause of the diarrhea is

being determined. If an infective

agent is the cause, appropriate
antibiotic therapy should be given

along with Lomotil.

Lomotil has few side effects,

and those that do occur are

generally mild.



STAGE 1

STAGE 2

STAGE 3

STAGE 4

HOURS
. 1

• 1 .
^

begins within

17 minutes, on average
an initial benefit of

•••

Dalmane
(flurazepam HCI) proved by a

22-night clinical study of insomnia patients

in the sleep research laboratory and at home'

Three insomnia patients selected for difficulty falling asleep were

administered Dalmane (flurazepam HCI) 30 mg for 14 consecutive

nights. Placebo was given for four nights prior to and four nights

after Dalmane. Physiologic tracings on Dalmane nights 1-3 showed
sleep induction time averaged 13.90 minutes; on Dalmane nights

12-14, 18.80 minutes. Combined average for the 6 monitored drug

nights was 16.35 minutes.1



Average Time Required

to Fall Asleep (4 Studies,

16 Subjects 2 5
)

(Decreased 42.6%)

Baseline

(before Dalmane)

Dalmane
(flurazepam HCI) 30 mg

confirmed by clinical studies in four
geographically separated
sleep research laboratories 25

Using a 14-night protocol involving eight insomniac and
eight normal subjects, four studies confirmed the

sleep-inducing effectiveness of Dalmane (flurazepam

HCI) and the reproducibility of this response. On
average, one 30-mg capsule induced sleep within

17 minutes. In all these studies, Dalmane induced

sleep rapidly, reduced nighttime awakenings, and
provided 7 to 8 hours of sleep without repeating

dosage?"5

Dalmane (flurazepam HCI)
induces and maintains sleep,

with relative safety
Jalmane is generally well tolerated; morning “hang-over” has been relatively

ifrequent. While dizziness, drowsiness, lightheadedness and the like have

! een noted most often, particularly in the elderly and debilitated, physicians

mould be aware of the possibility of more serious reactions, as noted below.

before prescribing Dalmane (flurazepam HCI), please consult Complete Product Information,
summary of which follows:

ndications: Effective in all types of insomnia characterized by difficulty in falling asleep.

Irequent nocturnal awakenings and/or early morning awakening; in patients with recurring

psomnia or poor sleeping habits; and in acute or chronic medical situations requiring restful

ileep. Since insomnia is often transient and intermittent, prolonged administration is generally

not necessary or recommended.
.'ontraindications: Known hypersensitivity to flurazepam HCI.
Varnings: Caution patients about possible combined effects with alcohol and other CN'S
lepressants. Caution against hazardous occupations requiring complete mental alertness
e.g., operating machinery, driving). Use in women who are or may become pregnant only when
>otential benefits have been weighed against possible hazards. Not recommended for use in

>ersons under 15 years of age. Though physical and psychological dependence have not been
eported on recommended doses, use caution in administering to

iddiction-prone individuals or those who might increase dosage.
’recautions: In elderly and debilitated, initial dosage should be
imited to 15 mg to preclude oversedation, dizziness and/or ataxia.

,
f combined with other drugs having hypnotic or CNS-depressant
•ffects, consider potential additive effects. Employ usual precautions
n patients who are severely depressed, or with latent depression or
;uicidal tendencies. Periodic blood counts and liver and kidney
unction tests are advised during repeated therapy. Observe usual
precautions in presence of impaired renal or hepatic function.

\dverse Reactions: Dizziness, drowsiness, lightheadedness,
staggering, ataxia and falling have occurred, particularly in elderly

pr debilitated patients. Severe sedation, lethargy, disorientation and
:oma, probably indicative of drug intolerance or overdosage, have
been reported. Also reported were headache, heartburn, upset
stomach, nausea, vomiting, diarrhea, constipation, GI pain, nervous-
ness. talkativeness, apprehension, irritability, weakness, palpitations,

zhest pains, body and joint pains and GU complaints. There have
also been rare occurrences of sweating, flushes, difficulty in focusing,

blurred vision, burning eyes, faintness, hypotension, shortness of

breath, pruritus, skin rash, dry mouth, bitter taste, excessive saliva-

tion. anorexia, euphoria, depression, slurred speech, confusion,
restlessness, hallucinations, and elevated SGOT, SGPT, total and
direct bilirubins and alkaline phosphatase. Paradoxical reactions,
e g., excitement, stimulation and hyperactivity, have also been
reported in rare instances.
Dosage: Individualize for maximum beneficial effect. Adults: 30 mg
usual dosage; 15 mg may suffice in some patients. Elderly or debil-

itated patients: 15 mg initially until response is determined.
Supplied: Capsules containing 15 mg or 30 mg flurazepam HCI.

REFERENCES: 1 . Kales A, et al'. Arch Gen Psychiatry 23: 226-232, Sep 1970

2. Karacan 1. Williams RL, Smith JR: The sleep laboratory in the investigation of sleep and
sleep disturbances. Scientific exhibit at the 124th annual meeting of the American Psychiatric

Association, Washington DC, May 3-7. 1971

3. Frost JD Jr Data on file, Medical Department, Hoffmann-La Roche Inc. Nutley NJ
4. Vogel GW: Data on file, Medical Department, Hoffmann-La Roche Inc, Nutley NJ
5. Dement WC: Data on file, Medical Department, Hoffmann-La Roche Inc, Nutley NJ

when restful sleep

is indicated

Dalmane
(flurazepam HCI)
One 30-mg capsule h.s. — usual adult dosage
( 15 mg may suffice in some patients).

One 15-mg capsule h.s. — initial dosage for

elderly or debilitated patients.

• induces sleep within 17

minutes, on average

• reduces nighttime awakenings

• sustains sleep 7 to 8 hours, on
average, without repeating dosage

ROCHE LABORATORIES
Division of Hoffmann-La Roche Inc.

Nutley, New Jersey 07110



Before prescribing, see complete prescribing

information in SK&F literature or PDR. The
following is a brief summary.

Indications: Edema associated with congestive

heart failure, cirrhosis of the liver, the nephrotic

syndrome: steroid-induced and idiopathic

edema: edema resistant to other diuretic ther-

apy. Also, mild to moderate hypertension.

Contraindications: Pre-existing elevated serum
potassium. Hypersensitivity to either com-
ponent. Continued use in progressive renal or

hepatic dysfunction or developing hyperkalemia.

Warnings: Do not use dietary potassium supple-

ments or potassium salts unless hypokalemia
develops or dietary potassium intake is markedly
impaired. Enteric-coated potassium salts may
cause small bowel stenosis with or without

ulceration. Hyperkalemia ( > 5.4 mEq/L) has

been reported in 4% of patients under 60 years,

in 12% of patients over 60 years, and in less

than 8% of patients overall. Rarely, cases have
been associated with cardiac irregularities.

Accordingly, check serum potassium during
therapy, particularly in patients with suspected

or confirmed renal insufficiency (e.g., elderly or

diabetics). If hyperkalemia develops, substitute

a thiazide alone. If spironolactone is used con-

comitantly with 'Dyazide', check serum potas-

sium frequently —both can cause potassium re-

tention and sometimes hyperkalemia. Two
deaths have been reported in patients on such
combined therapy (in one. recommended dosage
was exceeded: in the other, serum electrolytes

were not properly monitored). Observe patients

on 'Dyazide' regularly for possible blood dys-

crasias. liver damage or other idiosyncratic

reactions. Blood dvscrasias have been reported

in patients receiving Dvrenium (triamterene.

SK&F). Rarely, leukopenia, thrombocytopenia,
agranulocytosis, and aplastic anemia have been
reported with the thiazides. Watch for signs of

impending coma in acutely ill cirrhotics. Thia-

zides are reported to cross the placental barrier

and appear in breast milk. This may result in

fetal or neonatal hyperbilirubinemia, thrombo-
cytopenia. altered carbohydrate metabolism
and possibly other adverse reactions that have
occurred in the adult. When used during
pregnancy or in women who might bear

children , weigh potential benefits against

possible hazards to fetus.

Precautions: Do periodic serum electrolyte and
BUN determinations. Do periodic hematologic
studies in cirrhotics with splenomegaly. Anti-

hypertensive effects may be enhanced in post-

sympathectomy patients. The following may
occur: hyperuricemia and gout, reversible

nitrogen retention, decreasing alkali reserve

with possible metabolic acidosis, hypergly-
cemia and glycosuria (diabetic insulin require-

ments may be altered), digitalis intoxication (in

hypokalemia). Use cautiously in surgical pa-

tients. Concomitant use with antihypertensive
agents may result in an additive hypotensive
effect.

Adverse Reactions: Muscle cramps, weakness,
dizziness, headache, dry mouth: anaphylaxis;
rash, urticaria, photosensitivity, purpura, other
dermatological conditions; nausea and vomiting
(may indicate electrolyte imbalance), diarrhea,

constipation, other gastrointestinal disturbances.
Rarely, necrotizing vasculitis, paresthesias,
icterus, pancreatitis, and xanthopsia have
occurred with thiazides alone.

Supplied: Bottles of 100 capsules: in Single
Unit Packages of 100 (intended for institutional

use only).

KEEPTHE HYPERTENSIVE
PATIENTON THERAPY
KEEPTHERAPY SIMPLEWITH

DftZIDE
Each capsule contains 50 mg. of Dyrenium" (brand of

triamterene) and 25 mg. of hydrochlorothiazide.

Just ‘Dyazide’ once daily or twice daily

No inconvenient potassium supplements

Nor special K+ rich diets needed as a rule

Two prime reasons patients drop out of hypertensive therapy are ( 1

)

the patient failed to understand directions, and (2) the regimen was

overly complicated. Dosage is simple with 'Dyazide', easily understood,

once or twice daily, depending on response. There’s no need to com-

plicate the regimen with potassium supplements or unwieldy

potassium-rich diets.

SK&F CO.
Carolina. RR. 00630
Subsidiary of

SmithKline Corporation
TO KEEP BLOOD PRESSUREDOWN
AND KEEP POIASSIUM LEVELS UP



_ UophinA

Profile 20
Results in

Lowering Medical Costs

Profile "20" includes the following:

CALCIUM

INORGANIC PHOSPHATE

GLUCOSE

UREA NITROGEN

UREA ACID

CHOLESTEROL

BILIRUBIN

TOTAL PROTEIN

ALBUMIN

GLOBULIN

ALK. PHOSPHATASE

LDH

SGOT

HEMOGLOBIN

HEMATOCRIT

WHITE BLOOD COUNT
RED BLOOD COUNT

MCH
MCV

MCHC

ALL 20 PROCEDURES

$15.00

JlopLinS Iffjechcal c^Ca(ora ton

j

335 BROADWAY
PROVIDENCE, R. I. 02909 TEL. 421-3100

ANGELO VITICONTE, A. B. M. T.

DIRECTOR
ASCANIO Dl PIPPO DONALD MATTERA

Ph.. D B.S. M.T. (ASCP)

HEALTH HAVENS
A SKILLED NURSING HOME

Medicare Participating

Registered Professional Nurses On All Shifts

Dietician Physiotherapist

Organized But Open Medical Staff

Ethically Managed

100 Wampanoag Trail East Providence

Tel. 438-4275

JCAH Accredited

POOLS BY AQUA FUN

BUILDERS IN THE ART OF

CUSTOM POOLS

Specializing In

ONE PIECE FIBERGLASS POOLS -

NO SEAMS

WITH SELF CLEANING POOL SYSTEMS

FREE FORMS -

DESIGN YOUR OWN POOL

VISIT OUR INDOOR DISPLAY POOL

384 Atwood Ave., Rt. 5

Cranston, R.l.
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Postagedue
isapostage don’t

Postage due is a

thing ofthe past.

From now on, ifyou
send us claims with-

out enough postage,

theymay never get to

us. Instead, they may
either be returned to

you or sent to the dead
letter office.

This new post office

regulation could cause

a significant number
of lost claims and
delays. The people

most affected will be
you and your patient.

And ifthe two of

you aren’t happy,

we’re not either.

So please make
sure your claims mail

is going out with the

correct postage. A
postage meter scale

can help.A legible

return address on

every envelope can

help, too.

We process your
claims as fast as we
possibly can. It’s unfor-

tunate when we’re

f
all held up by

stamps.
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Important Note: This drug is not a simple anal-

gesic. Do not administer casually. Carefully

evaluate patients before starting treatment and

keep them under close supervision Obtain a

detailed history, and complete physical and

laboratory examination (complete hemogram,
urinalysis, etc.) before prescribing and at fre-

quent intervals thereafter. Carefully select pa-

tients. avoiding those responsive to routine

measures, contraindicated patients or those

who cannot be observed frequently Warn pa-

tients not to exceed recommended dosage
Short-term relief of severe symptoms with the

smallest possible dosage is the goal of therapy

Dosage should be taken with meals or a full

glass of milk. Substitute alka capsules for

tablets if dyspeptic symptoms occur. Patients

should discontinue the drug and report immedi-

ately any sign of: fever, sore throat, oral lesions

(symptoms of blood dyscrasia); dyspepsia,

epigastric pain, symptoms of anemia, black or

tarry stools or other evidence of intestinal

ulceration or hemorrhage, skin reactions, signi-

ficant weight gain or edema A one-week trial

period is adequate Discontinue in the absence
of a favorable response Restrict treatment

periods to one week in patients over sixty

Indications Rheumatoid arthritis, osteoarthritis,

bursitis, acute gouty arthritis and rheumatoid
spondylitis

Contraindications Children 14 years or less:

senile patients history or symptoms of G.l. in-

flammation or ulceration including severe, re-

current or persistent dyspepsia: history or

presence of drug allergy: blood dyscrasias:

renal, hepatic or cardiac dysfunction: hyperten-

sion; thyroid disease^systemic edema; stomatitis

and salivary gland enlargement due to the drug;

polymyalgia rheumatica and temporal arteritis;

patients receiving other potent chemothera-
peutic agents, or long-term anticoagulant

therapy

Warnings Age weight, dosage, duration of ther-

apy. existance of concomitant diseases, and
concurrent potent chemotherapy affect inci-

dence of toxic reactions. Carefully instruct and

observe the individual patient, especially the

aging (forty years and over) who have increased

susceptibility to the toxicity of the drug Use
lowest effective dosage Weigh initially unpre-

dictable benefits against potential risk of

severe, even fatal, reactions. The disease con-

dition itself is unaltered by the drug. Use with

caution in first trimester of pregnancy and in

nursing mothers. Drug may appear in cord

blood and breast miik. Serious, even fatal, blood

dyscrasias. including aplastic anemia, may
occur suddenly despite regular hemograms, and
may become manifest days or weeks after ces-

sation of drug Any significant change in total

white count, relative decrease in granulo-

cytes. appearance of immature forms, or fall in

hematocrit should signal immediate cessation

of therapy and complete hematologic investiga-

tion Unexplained bleeding involving CNS.
adrenals, and G.l tract has occurred. The drug
may potentiate action of insulin, sulfonylurea,

and sulfonamide-type agents. Carefully observe

patients taking these agents Nontoxic and toxic

goiters and myxedema have been reported (the

drug reduces iodine uptake by the thyroid).

Blurred vision can be a significant toxic symp-
tom worthy of a complete ophthalmological ex-

amination. Swelling of ankles or face in

patients under sixty may be prevented by

reducing dosage If edema occurs in patients

over sixty, discontinue drug

Precautions The following should be accom-
plished at regular intervals: Careful detailed

history for disease being treated and detection

of earliest signs of adverse reactions complete

physical examination including check of pa-

tient s weight; complete weekly (especially for

the aging) or an every two week blood check;

pertinent laboratory studies Caution patients

about participating in activity requiring alert-

ness and coordination, as driving a car. etc

Cases of leukemia have been reported in pa-

tients with a history of short- and long-term

therapy. The majority of these patients were

over forty Remember that arthritic-type pains

can be the presenting symptom of leukemia

Adverse Reactions This is a potent drug; its

misuse can lead to serious results. Review de-

tailed information before beginning therapy

Ulcerative esophagitis, acute and reactivated

gastric and duodenal ulcer with perforation

and hemorrhage ulceration and perforation of

large bowel, occult G.l bleeding with anemia,

gastritis, epigastric pain, hematemesis. dys-

pepsia, nausea, vomiting and diarrhea, abdomi-
nal distention, agranulocytosis, aplastic anemia,

hemolytic anemia, anemia due to blood loss in-

cluding occult G.l. bleeding, thrombocytopenia,

pancytopenia, leukemia, leukopenia, bone
marrow depression, sodium and chloride re-

tention. water retention and edema, plasma
dilution, respiratory alkalosis, metabolic acido-

sis. fatal and nonfatal hepatitis (cholestasis may
or may not be prominent), petechiae. purpura

without thrombocytopenia, toxic pruritus,

erythema nodosum, erythema multiforme.

Stevens-Johnson syndrome, Lyell s syndrome
(toxic necrotizing epidermolysis), exfoliative

dermatitis, serum sickness, hypersensitivity

angiitis (polyarteritis), anaphylactic shock,

urticaria, arthralgia, fever, rashes (all allergic

reactions require prompt and permanent with-

drawal of the drug), proteinuria, hematuria,

oliguria, anuria, renal failure with azotemia,

glomerulonephritis, acute tubular necrosis,

nephrotic syndrome, bilateral renal cortical

necrosis, renal stones, ureteral obstruction with

uric acid crystals due to uricosuric action of

drug, impaired renal function, cardiac decom-
pensation. hypertension, pericarditis, diffuse

interstitial myocarditis with muscle necrosis,

perivascular granulomata. aggravation of tem-
poral arteritis m patients with polymyalgia rheu-

matica. optic neuritis, blurred vision, retinal

hemorrhage, toxic amblyopia, retinal detach-

ment. hearing loss, hyperglycemia, thyroid

hyperplasia, toxic goiter, association of hyper-

thyroidism and hypothyroidism (causal relation-

ship not established), agitation, confusional

states, lethargy, CNS reactions associated with

overdosage, including convulsions, euphoria,

psychosis, depression, headaches, hallucina-

tions. giddiness, vertigo, coma, hyperventila-

tion. insomnia, ulcerative stomatitis, salivary

gland enlargement

(B)98- 146-070-J (10/71)

For complete details, including dosage, please

see full prescribing information.

GEIGY Pharmaceuticals

Division of CIBA-GEIGY Corporation

Ardsley. New York 10502

BU 10259



Peripatetics
IRVING A. BECK lias been elected a trustee

of the Boston Medical Library. Earlier, he ad-

dressed the Rhode Island Society of Medical As-

sistants on the subject of “A Retrospective View

of Medical Advances in the Last Three Decades.”
* *

LOUIS A. LEONE, Rhode Island Delegate to

the National American Cancer Society Board of

Directors, has been elected to the Executive Com-

mittee of the Board and to the Medical and Scien-

tific Executive Committee both for a one year

term. This announcement was made in New York

by Lane W Adams, Executive Vice President of the

National Society.

He was also appointed Vice Chairman of the

Professional Education Committee and Vice Chair-

man of the National Task Force on Colon and

Rectal Cancer.

Doctor Leone, Past-President of the Rhode Is-

land Division, and Director of Cancer Research

at Rhode Island Hospital, will also serve on the

(Concluded on Page 68)

Introducing

NUVEEN
TAX-EXEMPT
BOND FUND
Check-a-Month Plan
Series 60
The coupon below will bring information on
how to obtain income which is entirely exempt
from Federal income taxes, in the opinion of

counsel. This new series consists of 200,000

units— each of which offers you a share in a

$20,000,000 par value portfolio of profession-

ally selected municipal bonds. The Fund’s

chief objectives are conservation of capital and
tax-free return. Participants receive a monthly
check for their proportionate share of the tax-

free interest. For a free prospectus, tall or

write your nearest Nuveen office or:

WAYNE E. CROSS

1349 Wilt Shar* Dud. Warwick, R. I.—731
representing

INVESTORS DIVERSIFIED SERVICES
Please send me information of the Nuveen
Check-a-Month Plan.

NUVEEN
TAX-EXEMPT
BOIMD FUND

Ospraiol the Protpaclu

February, 1975

Half a

Century of

Service to

the Medical

Profession

eastern scientific company
267 PLAIN STREET

PROVIDENCE, RHODE ISLAND 02905

ONE CALL!

Your complete
source of all

medical, surgical

laboratory
needs

YOU'RE INVITED TO VISIT OUR
NEWLY EXPANDED MEDICAL &
SURGICAL SUPPLY DEPARTMENT

WOULD YOU LIKE OUR NEW
MEDICAL SUPPLY CATALOG?

Call 421-4600
51



cefazolin sodium
Ampoules, equivalent to 1 Gm. of cefazolin

Additional information available

to the profession on request.

Eli Lilly and Company
Indianapolis, Indiana 46206

400380



Senator Bennett: Where Are You?

Any Success Of P.S.R.O. Will Be Cred-
ited To Him , Any Failure To Organized
Medicine.

By Frank W. Sullivan, M.D.

In the formative stages of developing what was

to become Section 249F of PL 92-603 1 or what we
have dutifully learned tc call the PSRO Law, its

sponsor, Senator Wallace F. Bennett, pointed out

to the Senate2 that “(this proposal) would provide

physicians with an imaginative and exciting oppor-

tunity to assume basic responsibility ifor reviewing

health care as a whole. It would scrap the piece-

meal review activities of varying effectiveness that

have prevailed since 1966. . .

On October 30, 1972, after passage by both

houses of Congress, the comprehensive Social Se-

curity Amendment of 1972, including the PSRO
Section, were signed into law by the President.

The American Medical Association, responding to

the realities of this mandated system of peer re-

view, recommended an approach to implementa-

tion along with organizeu efforts at amendments

to the law and favorable regulations.3 The con-

stituency on reviewing the law did not feel so

readily inclined, voiced dissatisfaction, and at-

tempted to initiate an organized repeal effort.
4

FRANK W. SULLIVAN, M.D., a practicing psy-

chiatrist in Cranston; member, Board of Directors

of R.I. P.S.R.O., Inc.; Treasurer, Rhode Island

Medical Society; Chairman, American Psychiatric

Association Task Force on Peer Review; Clinical

Assistant Professor, Brown University, Division of

Biological and Medical Sciences.

Further deliberations at the AMA Annual Conven-

tion in Chicago in June, 1974 with reassurances and

promises similar to those of Sen. Bennett resulted

in a more unified decision of the AMA and its

constituency to move ahead with implementation.

Although some geographic areas continued to balk,

a majority of physicians set out to establish local

PSROs in the belief that they would be of physi-

cian design and thereby reflect our ideas and prac-

tices concerning peer review.

Despite initial commitment and after expending

no small amount of energy and time, physicians

have begun to have reason to be doubtful as to

their actual role under this and any federally man-

dated form of review. Although many aspects of

the problem could be examined, one major and

current issue will be discussed.

CRITERIA DEVELOPMENT

Both the law and its regulations5 state the im-

portance of physician development and operation

of the local PSRO and further that criteria develop-

ment is within the purview of the local component.

Criteria are elements of care against which medical

practice can be measured. Criteria sets by disease

or problem areas are required by the PSRO law and

are intended to objectify review as well as allow a

ma'ority of routine reviews to be performed by non-

physicians, thereby lessening physician review

time.

(Continued on next page)
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The AMA, in what certainly began as an at-

tempt to aid local review components in criteria

development, in July, 1973 initiated with thirty

national specialty societies a collaborative project

to develop sample or ' model” criteria sets for di-

agnoses representing 75 per cent of hospital admis-

sions within the purview of each specialty. A
common format was agreed upon (see Figure

T ) which was similar to that in use by Utah

Professional Review Organization and Medical Ad-

vances Institute, two review bodies already in-

volved in review programs using a criteria meth-

odology. Without success at securing federal fund-

ing, the AMA and the participating specialties, rely-

ing solely on internal funding, collaborated on the

agreed project and created initial ‘‘model criteria

sets” by the completion deadline set in February,

1974. The project was undertaken with the under-

Figure I.

Diagnosis (Problem):
I. Indications for Admission:

II. Length of Stay:

III. Services Consistent with Diagnosis:

A. History:

B. Past History

C. Physical Examination:
D. Laboratory Tests (usual and optional):

E. Special Diagnostic Procedures (usual and
optional )

:

F. Consultations:

G. Special Therapy Services:

H. Specific Nursing Services:

I. Medications:

J. Operations:

K. Hospital Course:

IV. Indications for Discharge:

V. Ambulatory Care:

standing that the AMA would print and distribute

to local review components a compendium of the

criteria sets and that a project for the review and

revision of these sets would continue over the fol-

lowing 18 months.

Again, because of the lack of funding sponsor-

ship by HEW, the printing and distribution of this

first organized attempt at criteria development

was delayed. In the July 8, 1974 issue of the

Journal Of The American Medical Associa-

tion
,

6 however, Dr. Claude L. Welch, Chairman

of the AMA Task Force on Guidelines of Care,

commended the specialty societies on their prod-

ucts, showed examples o' several criteria sets, and

assured the constituency of teh compendium dis-

tribution by November, 1974.

Perhaps physicians were better off without fed-

eral funding, for in the summer of 1974 (one year

after organized criteria development had begun)

the Department of HEW and the AMA came to

terms on a $996,000 grant towards an 18-month

project to develop criteria. Medicine was thereby

to be reminded of alesson it has been extremely

slow in learning, that "he who holds the purse,

shapes the product.”

Three components were established under the

new project: A Technical Advisory Committee, a

Project Steering Committee, and a Project Policy

Committee. The first was a small committee of

essentially designated HEW physicians, the second

was Doctor Welch's Task Force “re-named.” The

third and central component was to be composed

of a representative from each national specialty

society; and its purpose was to “establish a stand-

ard format and minimum content for the criteria

sets, develop a document outlining appropriate

methodology for use of the criteria sets at the

local level, and otherwise assist in encouraging

involvement of national medical specialty socie-

ties in this project.”7

LIMITED ROLE

At the first meeting of the Project Policy Com-

mittee cn September 5, 1974, the participating

specialty societies learned that the format and

content ol the criteria had already been decided

upon by the two “supervisory” committees and

that the Policy Committee's role would be one

of “reviewing and approving” the format to be

used by them rather than participation in design.

Although many of the members of the Committee

raised objections to this heavy-handed approach,

they realized that the Policy Committee was es-

sentially “pro forma.”

Medicine's initial response to the PSRO legisla-

t'on and its unified attempt at developing criteria

for admission certification and concurrent review

was viewed as “interesting and education” but not

what HEW had in mind. Instead, HEW’s Tech-

nical Advisory Committee pushed its own criteria

set format on the Policy Committee (see Figure

II) and convinced the AMA that the original

model criteria sets should not be circulated to

local review components less they become “con-

fused” (i.e. implement review methodologies of

physician rather than HEW design).

Without discussing the relative merits of the

two format approaches, the or'ginal model criteria

sets were designed to satisfy a variety of review

responsibilities, utilization, quality, and cost (serv-

ices) to be addressed in concurrent review. HEW’s

version relates specifically to its interpretation of

54 Rhode Island Medical Journal



Figure II.

Diagnosis (Problem):
I. Justification for Admission (5 or fewer entries):

II. Length of Stay
A. Initial Length of Stay Assignment:
B. Extended Length of Stay Assignment:

1. Reasons for Extending Initial Length
of Stay:

III. Validation of (5 or fewer entries):

A. Diagnosis:

B. Reasons for Admission:
IV. Critical Diagnostic and Therapeutic Services (5

or fewer entries)

:

V Discharge Status (5 or fewer entries):

VI. Complications

A. Primary Disease and Treatment—Specific:

B. Non-Specific Indicators:

the PSRO regulations, markedly condenses utiliza-

tion review (concurrent review), and attempts to

combine medical audit (medical care evaluation,

quality review, retrospective review) with concur-

rent review.

Physicians are willing to develop and experi-

ment with alternative review methods, realizing

that meaningful review will require recurrent

evaluation and modification. When, however, HEW
demonstrates its strong influence in the initial

application of PSRO by stating what the content

of criteria shall be, physicians become less than

convinced of their supposed primary role in pro-

gram implementation.

If the combined product of thirty national spe-

cialty societies can be so summarily cast aside and

replaced by a federal agency’s interpretation of the

“law’s intent for criteria,’
-

realistically what chance

will a local hospital or even a single PSRO have

at convincing the Secretary of the Department of

Health, Education, and Welfare of its program

effectiveness if it is at variance with evolving “na-

tional criteria or guidelines. As one of the initial

examples of physicians’ actual voice in program

input, the fact that the initial review criteria of

organized medicine were rejected by HEW and

“are not to be circulated” should demonstrate to

the local physicians how much variation from the

central theme will be tolerated when “City Hos-

pital” of “Central City, U.S.A.” submits what may
be an innovative review methodology, regardless

of its effectiveness.

To reexamine Senator Bennett’s promise for this

piece of legislation, it is not for physicians prov-

ing to be very “imaginative or exciting,” and we

are beginning to doubt that we have any real role

of “basic responsibility lor reviewing health care.”

With the recent PSRO budget cuts to $37,000,000,

HEW’s expressed intent to revise criteria to mini-

mum content and the parceling of utilization re-

view to three subdivisions of HEW (the Bureau

of Quality Assurance, the Social Security Admin-

istration, and the Social and Rehabilitative Serv-

ices)
8

,
we doubt that there will be any significant

scraping of “the piecemeal review activities of

varying effectiveness that have prevailed since

1966. . .

”

OUTLOOK
Regardless of what the good Senator believed

or wanted us to believe about his “exciting” piece

of legislation, it has begun to dull prematurely.

While Wallace Bennett settles into retirement in

his native state of Utah, medicine is left with the

implementation of his cumbersome “brain child.”

Any success in the program will doubtless be cred-

ited to him and the 92nd Congress; any failure

will assuredly be assigned to medicine.
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Fear of unpredictable colon changes has made

many physicians wary of performing dermabrasion

on non-white races.

. . . Abstract of paper in the Alexandria

Medical Journal.

Protest has become a disordely game for 12-

year-olds.

. . . John Gardner, Former Secretary of HEW
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The Anatomy Of The Judicial Process

The Supreme Court Is Not Out To De-

stroy The Medical Profession

By Thomas F. Kelleher

While the subject of my remarks this evening

has been described by Doctor Caruolo as “The

Anatomy of the Judicial Process/’ tonight’s topic

also might be entitled “There Are Judges and

Judges and Judges." This last title was suggested

some time ago by a friend of mine who had his

Ph.D. in education. What great delight he took in

telling one and all how he would call up any of

the area's better eating estabishments and tell

them he was “Doctor so and so" looking for ac-

commodations, and how when he drove up to the

eatery the red-satin cord would be lowered and

the •‘Doctor’’ and his party would be ushered to

the best table in the house. Little did the maitre d’

know the exact status of the gentleman who was

following him. The maiire d' had failed to realize

that there are all sorts ot doctors. As you are w^ell

aware, we have doctors of medicine, osteopathy,

dentistry, divinity, philosophy, and what have you.

Now, I would hope that when you cast your eyes

about the Rhode Island judicial system you will not

make the same mistake as the restaurateur, be-

cause, as there are doctors and doctors and doc-

tors, so too there are judges and judges and judges.

THOMAS F. KELLEHER, Associate Justice, Su-

preme Court oj Rhode Island

An extension of remarks made on April 26, 1974 at

the annual meeting of the Providence Surgical So-

c:
ety.

who preside in the various courts operated by the

State of Rhode Island. It is my hope that here

this evening I can give )ou a better awareness of

where the judges you may know fit within this

state's judicial spectrum, and, having finished

that task, I will offer a comment or two on some

of our recent judicial pronouncements that relate

to your profession.

COURT STRUCTURE

Rhode Island's judicial power is vested by our

state’s constitution in “one supreme court” and in

“such inferior courts" as the Legislature “may

fhom time to time ordain and establish.” Since

1969 we have had a three-tiered state judicial sys-

tem with the District Court and various other

courts on the bottom tier, the Superior and Fam-

ily Courts on the second tier, and the Supreme

Court on the top tier.

The District Court is composed of a Chief

Judge and 12 Associate Judges. 1
It has a full-

time bench. It hears all civil cases involving claims

of $5,000 or less and the lesser criminal offenses

called misdemeanors. District Court judges can be

assigned to sit temporarily in the Superior and

Family Courts. Also found on this tier are the

Probate2 and the Municipal,3 or, as they are some-

times called. Police Courts. An appeal may be

taken from any adverse decision given in a Dis-

trict. Probate, or Municipal Court to the Superior

Court.
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The Superior Court is on level two and is the

court of original trial jurisdiction for all felony

proceedings and all civil matters in which the

amount in controversy exceeds $5,000. It also

grants equitable relief and listens to appeals from

administrative agencies. Presently in the Superior

Court there are a Presiding Justice and 14 Asso-

ciate Justices.
4 Also on level two we find the Fam-

ily Court -—
- a court whose jurisdiction is limited

to matters involving the family unit. It adjudicates

cases involving divorce, support, custody of chil-

dren, and adoption. It also hears cases involving

the delinquent, wayward, or truant juvenile. There

are a Chief Judge of the Family Court and 6 Asso-

ciate Justices.
5 From any decision of the Superior

or Family Courts there is an absolute and free

right of appeal to the Supreme Court. I use the

word “free” because there is no fee charged for

an appeal to our court.

I would pause at this time to make reference

to an administrative tribunal of which many of

you are well aware. It is the Workmen’s Compen-

sation Commission. It has been described as “a

court of law in all but name.” The Commission’s

primary function is to determine whether a work-

er's injuries are work-related and consequently

compensable under the pertinent law. The Com-

mission consists of a chairman and two commis-

sioners.6 The actions of the Commission are sub-

ject to review in the Supreme Court.

THE SUPREME COURT
The Supreme Court is located in the Providence

County Courthouse. It is sometimes referred to

as the couit of last resort, since final appeals are

heard there. It renders when requested advisory

opinions to the Governor and the General Assem-

bly. As of this spring (1974) we will provide this

same service to our brother or sister judges who

are members of the federal judicial system. Our

court has general supervisory control over all the

trial courts. It also regulates a variety of other

matters including the practice of law and the

processing and determination of complaints about

attorneys’ alleged unprofessional conduct. We have

just recently revised and promulgated rules em-

bodying a code of judicial ethics.

There are five of us on the Court. We each have

our chambers on the seventh floor of the court-

house. On the extreme northwest corner of our

floor is found a well-appointed and truly impres-

sive area which is designated as the conference

room. It is there we meet and. when the occasion

demands, put on our judicial robes. When our

Court convenes, two sliding doors part, the sheriff

announces to all present, “The Honorable Su-

preme Court,” two beautiful aqua blue curtains

part, the five of us com? out from the conference

room onto the podium, take our respective seats,

and it’s “another opening of another show.”

During the time I sat as an attorney with the

spectators, I often wondered about the inner

operational aspects of the Court. Briefly, I will

strive to give you a firsthand account of this phase

of our routine.

To do so I have to begin at 9 a.m. on the first

Monday in the first full week of October. Today
is the beginning of the court year. We will hear

25 cases this week. We use the rotation method of

assigning cases. In some states the Chief Justice

assigns the cases, and in other jurisdictions cases

are drawn by lot. Last year the rotation began

with the first case of tn* 1973-74 term going to

Brother Joslin, the second to Brother Doris, I took

the third, the senior Associate Justice Brother

Paolino took the fourth, and the last case went to

the Chief Justice. Since three members of the

Court have kin who appear before it, disqualifica-

tions in those instances cause several changes in

our rotation system.

We operate on a continuous calendar. Once the

papers of a case are docketed in our clerk’s office,

the appealing party’s brief is due 40 days there-

after. Twenty days after the brief is filed, the

other party's brief is due. The case goes on the

calendar.

In the courtroom we listen to oral arguments.

We have read the briefs sometime prior to the

hearing date. Ordinarily each side is allowed one-

half hour. At the conclusion of the day’s argu-

ments we have a post argument conference. This

is a general give-and-take as to how each man feels

at that particular point. At the end of Friday’s

arguments, each man Las five cases to write.

Usually argument week is a washout insofar as the

writing part of the job is concerned. With argu-

ments, post-argument conferences, and the reading

of briefs there is little time for the truly tough

part, of the job — the thiee R’s —- “reading, ’riting,

and research.” These activities take place in the

three or four weeks remaining before the first

full week of a new month rolls around and we re-

turn to the courtroom for another five days of

hearing arguments and questioning the advocates.

(Continued on next page)
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With hearing week out of the way we spend

the bulk of our remainin g courthouse time seques-

tered in our individual chambers trying to com-

pose a masterpiece of literary style and legal rea-

soning. We do assemble at least one day a week

in our conference room for what is referred to as

our weekly conference. Our own workaday rule

provides that any draft opinion which has been

circulated to the other four justices by noon on a

Friday is on the calendar or agenda for discussion

and perhaps a vote at the court's next conference.

Ordinarily conference day is scheduled for the

middle of each week. On conference day, usually

at 10 a.m., I leave my chambers, which are at the

extreme southeasterly corner of the building, and

walk down the corridor meeting my brother jus-

tices on the way. We enter the conference room

taking along with us the drafts that were circulated

during the prior week, in addition we may have

from a half-dozen to perhaps as many as 20 files

containing a variety of motions or petitions, such

things as requests that we invoke our inherent con-

stitutional power to review the decision of some

administrative tribunal such as a zoning board or

the Department cf Employment Security’s Board

of Review, petitions to stay the effects of judg-

ments entered in the trial court, petitions to be

admitted to bail, or habeas corpus petitions from

those who are incarcerated at the Adult Correc-

tional Institutions seeking what we call post-

conviction relief. There are times when, in addi-

tion to the motions and the drafts, other matters

must be resolved, such as reports of our commit-

tees relating to the discipline of the bar or the

ethical conduct of the judiciary. The rules of the

various trial courts are not effective until they re-

ceive our approval. Within recent times we have

expended considerable time and energy completely

revamping the rules applicable to practice before

our court.

There are just the five of us present in the con-

ference room during th? time we consider the day's

agenda. The Chief Justice, by tradition, is the last

one to arrive. He sits at the head of our large

oval table. The senior Associate Justice Paolino

sits to his immediate rieht, while the next senior

man, Justice Joslin, sits to the Chief’s immediate

left. I sit to the right of the senior Associate, and

Mr. Justice Doris, being the last man aboard, sits

directly across the table from me.

As each draft is considered, the discussion be-

gins with the Chief Justice and works its way

to the other end of the oval table.. Discussion

ended, we vote. The vote follows a reverse pattern.

Doris voles first, Kelleher second, Joslin third,

Paolino fourth, and the Chief Justice last. Some-

times there is a dissent. The dissenter is given an

opportunity to put his thoughts on paper. He cir-

culates his draft. Several times during the past

years a dissenter has convinced a majority of his

associates as to the soundness of his position, in

which case the dissent becomes the majority

opinion. Sometimes there is complete agreement,

and what was a minority opinion becomes a unani-

mous opinion. The average person has no idea of

the give-and-take that often goes on before the

necessary majority in a given instance is attained.

Once October comes, the seventh-floor treadmill

begins its annual operation. Before we know it

October goes and it's tuc first week of November

and another 25 cases await our consideration, and

the individual justice's backlog begins to build.

We will sit this court \ear (1973-74) for about

seven weeks of argument, i.e., the first full weeks

in October, November, December, February,

March, April, and May. January and the period

from June to September are catch-up months as

we attempt to reduce the backlog of opinions to

be written on cases argued earlier. This means

that, if all things go well, we should hear at least

175 cases. This averages out to about 35 cases a

man. In addition there ;s usually an extra case or

two specially assigned, plus the replies to requests

for advisory opinions which emanate from the

state's chief executive or the General Assembly.

It has been my experience that, once I show7 up

at 250 Benefit Street (that’s the courthouse's offi-

cial address) on the first Monday in October,

I will not have a clean desk until the following

mid-September. The writing part of the job con-

tinues to go on during the summer. Last year air

conditioning came to the seventh floor, and it has

been very much appreciated. One must remember

that a case does not end w7ith the completion of

the first draft. There are rewrites, dissents, and

a variety of judicial duties that tend to divert one

from keeping up with his literary efforts.

NATURE OF AN APPELLATE COURT
The appellate court tiiifers considerably in na-

ture and practice from a trial court. The trial

judge is the boss cf his courtroom. He need not

seek the support of his brother in espousing his

view of the law7
. In today's busy times a trial judge

just does not have the opportunity to sit down

and devote a week or so to ponder and contem-

plate the controversy he must decide. On the sev-
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enth floor things are a bit different. We see no

witnesses. We hear no testimony. We decide only

questions of law. The factual disputes are resolved

in the trial court. We have the time that is not

available to a man or woman on the trial level.

We are a body of five equals. We spend more time

together than we do with our families. Discussions

can be spirited. Our motto has been, “Disagree

if you wish, but please do not be disagreeable,”

and we have been very fortunate in this respect.

There are some appellate courts in the land where

tempers do get short and brother judges find it

hard to have any degree of collegiality.

We write, as we say, for posterity, and this task

demands a fair degree of concentration and an

earnest desire for accuracy. After a case passes

conference, it is rechecked by the court secretary

and her staff for accuracy as to facts, citations,

and the law quoted therein. A grammarian then

checks our efforts for semicolons, dashes, dangling

participles, and split infinitives. After this the

draft returns to the judge who, having in mind

the suggestions made during the checking process,

gives it a final check. It is then given a final

typing and returned to the court secretary for a

final reading. The secretary takes it to the clerk’s

office. The Xerox machine starts to roll, and, early

the next morning, our clerk calls the respective

attorneys and gives them the good or the bad

news.

During the past eight years our Court has been

referred to as the Robeits Court. It has been

marked by the philosophy that, if the law has

been made by judges, it can, upon a proper show-

ing, be changed by judges. Years ago our predeces-

sors were more inclined to direct litigants desirous

of changing the law to the state house rather than

effect the change in the courthouse.

For those whose interest may be the statistical

rather than the philosophical aspects of our opera-

tions, I would point out that an analysis of our

production indicates an average time from the

date of hearing arguments to the time of publish-

ing an opinion to be between six and ten weeks.

Some opinions, of course, take longer than others.

Our recent medical maLpractice cases, to which

I shall refer as Wilkinson No. 1 and Wilkinson

No. 2, fall within the longer category. I will briefly

review their facts.

WILKINSON CASES

In mid-1951 Winifred Wilkinson, a woman in

her thirties, complained to her family physician

about radiating pain in her extremities. Winifred

entered Roger Williams General Hospital for a

week’s duration. A chest x-ray taken just prior to

her discharge showed a “shadow.” Winifred re-

turned to the hospital where radiation therapy was

commenced. The radiologists who gave the therapy

diagnosed the shadow as a malignant tumor in the

patient’s upper mediastinum. The therapy, which

extended over a number of days, was given at

four different intervals during the period begin-

ning in August 1951 and ending in January 1952.

In 1955 Winifred noticed a discoloration in her

chest and back area which ultimately required her

to seek repair through plastic surgery.

Suit against the radiologists was commenced in

1962. The radiologists first contended that the

suit was barred by the statute of limitations. The

statute at that time required that suit for damages

for personal injuries be commenced within two

years after the cause of action accrued. The de-

fense contended that, smee Winifred's suit was

not brought until some ten years after the treat-

ment had been given, her suit was a nullity. On

appeal, we ruled in Wilkinson No. 1 that the limi-

tations period did not begin to run until the mal-

practice was discovered or when with due dili-

gence it should have bten discovered by the pa-

tient. While many attorneys applauded this hold-

ing, their enthusiasm, I am sure, might be tem-

pered by the realization that this same discovery

principle has been extended to all cases involving

professional malpractice including that of such

individuals as accountants, architects, and attor-

neys. The Massachusetts Supreme Judicial Court,

relying on the discovery principle, has recently

ruled that an attorney who certified that a client

had good title to his real estate could be sued nine

years later when the client tried and failed to sell

his property because the lawyer in his title search

had failed to find a recorded easement.

The actual trial of Winifred’s claim was held in

1970. Two plastic surgeons and a pathologist testi-

fied that Winifred’s injuries were caused by x-ray

treatment. The radiolog 1 is were called to the stand

by the patient’s attorney, and they testified con-

cerning their diagnosis and the treatment given

Winifred. At the close of the presentation of the

patient’s evidence, the trial justice terminated the

case by ordering that a \ erdict be entered in favor

of the radiologists. Winifred appealed, and this set

the stage for Wilkinson No. 2.

Winifred’s suit was based on three different

grounds. She alleged that (1) the physicians had

(Continued on next page)
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incorrectly diagnosed her ailment; (2) they im-

properly administered the x-ray therapy; and (3)

they had failed to obtain her knowing consent to

the treatment given her.

I think it advisable to point out to you the

procedural posture in which Wilkinson Xo. 2 came

before us. The case was before us on the patient's

appeal from the trial justice's grant of the radiolo-

gists' motion for a directed verdict. At the con-

clusion of the presentation of evidence in support

of the patient's claim, the trial justice took the

case away from the jury and ordered that verdicts

be entered for the physicians. When a trial judge

is asked to direct a verdict, he cannot weigh the

evidence or pass on the truthfulness of the wit-

nesses' testimony, but he is obliged under Rhode

Island law to view the evidence in a light most

favorable to, in this case, the patient, and give her

the benefit of all the reasonable inferences that

can be gleaned from the evidence. On an appal

from the trial court's grant of a directed verdict

the Supreme Court must take a similar view of

the record.

In considering Winifred’s claim of a misdiag-

nosis and improper treatment, we adhered to the

general rule that evidence to support such asser-

tions must be presented by experts who can show

that the physician in question has not exhibited

the same degree of diligence and skill that is com-

monly possessed by those engaged in the same type

of practice within the community, having due

regard fo. the state of scientific knowledge at the

time of diagnosis or treatment. In Wilkinson we

ruled that there was no necessity for Winifred to

obtain her own experts since the requisite stand-

ard of caie had been established by- her attorney’s

interrogation of the radiologists under Rhode Is-

land's so-called adverse witness statute. Under

this law the party initiating the litigation can

call the other party to the proceedings as a wit-

ness and interrogate him as to various facets of

the suit. Here, the patient's attorney called both

physicians to the witness stand and examined them

as to the treatment given his client.

Both radiologists testified that they would not

have recommended the course of therapy given

Winifred unless they were ‘‘convinced” she had

a malignancy7
. One of the radiologists declared that

this standard was in accordance with the accepted

practice in his profession. The senior radiologist,

a gentleman who had spent 30-odd years practic-

ing his specialty in Rhode Island, conceded that

a biopsy was a recognized diagnostic procedure.

The plastic surgeons and the pathologist made it

quite clear that a biopsy supplies the proof posi-

tive of the tumor’s status. Xo biopsy had been

performed on Winifred at any time during her

numerous hospitalizations at Roger Williams Gen-

eral Hospital.

The radiologists took the position that it was

the duty of Winifred's family physician to recom-

mend this procedure. However, there was testimony

that Winifred had been referred to the radiologists

as their private patient. The patient testified that

she regarded the radiologists as her attending phy-

sicians in x-ray. We observed that, even if medical

protocol required that it be the family physician

who recommends the biopsy, the radiologists

should at least have suggested to the family phy-

sician that this procedure be performed.

Biopsies were performed during the time Wini-

fred was under the care and treatment of the plas-

tic surgeons. These tests manifested no indication

of malignancy. Winifred testified that in 1960 a

physician, who is described in the transcript as a

“chest specialist"’ and who served as a consultant

during the 1951-52 therapy session, later informed

her that she never had cancer. Winifred's report

of her conversation with the "chest specialist” pro-

vided one evidentiary basis for her claim of an

incorrect diagnosis. Furthermore, we ruled that

the testimony by the plastic surgeons and the

pathologist as to the absence in 1960 of a malig-

nancy gave rise to two reasonable inferences:

either the x-ray treatments had destroyed the can-

cer, or Winifred never had one. Having in mind

the rules governing the disposition of a motion

for a directed verdict, the trial judge and we were

bound to give Winifred the benefit of the second

inference. However, if the case had gone to the

jury, its members could have been free to reject

Winifred's testimony as it related to the chest

specialist's conversation and they could have be-

lieved that the therapy bad cured the cancer.

The evidence pertinent to the negligent treat-

ment facet of Winifred’s claim indicates that the

radiation therapy consisted of exposing three areas

of the patient’s chest to the x-ray beam. Portions

of the back that were supposed to be directly

opposite the exposed areas of the chest were also

treated. Both radiologists emphasized that an

overlapping of the different fields of exposure was

to be avoided. During the course of therapy two

x-ray filters were used. One was round with a

diameter of 15 centimeters. The other was square

with each side measuring 15 centimeters. The de-
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fencant radiologists explained that, in order to in-

sure no overlap, it was essential that the filter be

in the exact center of the exposure field each time

treatment was given. The radiologists alternated in

the daily administration of the treatment. The

senior radiologist described the centering of the

filter in such terms as
‘

'about five to eight centi-

meters” tc the right of the body’s midline or a

“little below” the left nipple “approximately” five

to six centimeters below the center of the clavicle.

Such impieciseness in measurements, we said, when

considered with the condition of Winifred’s ulcer-

ated chest, could support an inference that the

requisite certitude in focusing the filter had not

been attained. Accordingly, we held that the radi-

ologists themselves had provided the requisite ex-

pert evidence upon which the jury might have

found negligence in their treatment of Winifred.

One additional remaik should be made before

leaving the treatment phase of the case. The hos-

pital records showing Winifred’s daily schedule of

treatments indicated that she had received a

double exposure, an incident which it was con-

ceded should be avoided. The radiologists de-

scribed this entry in the hospital record as a “typo-

graphical error.” We said that, since a motion for

a directed verdict was pending, the decision as to

whether the entry was or was not a typographical

error was for the jury, not the judge.

INFORMED CONSENT
The final phase of Wilkinson Xo. 2 concerns

the doctrine of “informed consent,” a term which

may suggest to you new vistas of professional lia-

bility, but to the judiciary is the embodiment of

the well-recognized right of every competent adult

to determine what shall be done with his body.

In Wilkinson Xo. 2 we stated that it was not nec-

essary when informing the patient of the risks in-

volved in a procedure that a member of the medi-

cal profession tell the patient all the possible risks

involved. However, we did say that the patient is

entitled to be informed oi" all the known material

risks peculiar to the proposed procedure. We also

went on to remark that there are circumstances

in which there is no need to disclose — such as

an emergency or instances wherein the physician

believes disclosure would be unduly detrimental

to the patient’s well-being. We further observed

that th-erte was no need for the revelation of the

risks that are likely to be known by the average

patient or may be known because of the patient’s

past experience.

We ruled that in matters of informed consent a

patient was not obligated to present expert testi-

mony demonstrating a community standard of dis-

closure. We did, however, recognize that a phy-

cian could introduce evidence concerning the

standards in the community to support his lack

of disclosure. A patient is still required to present

expert testimony as to the existence of the risk

involved in the procedure in controversy. We ended

our discussion on informed consent by advising

the physicians that more communication with the

patient means less litigation, and cited as support

for this proposition a text available at the Rhode

Island Medical Society’s Library, Doctor and Pa-

tient and the Law, Morris and Moritz (1971 ed.).

Dr. Allen R. Moritz is a physician.

Wilkinson Xo. 2 was published on October 20,

1972. Our observations relative to the doctrine of

informed consent were somewhat similar to those

adopted in the spring of 1972 by the Federal Court

of Appeals for the District of Columbia. One week

after Wilkinson Xo. 2 was published, the Cali-

fornia Supreme Court made a similar pronounce-

ment. Recently, Wisconsin has joined the ranks

of jurisdictions which have absolved the patient

of the burden of presenting expert testimony as

to the amount of information that should be given

the patient.

As stated before, Wilkinson Xo. 2 was filed in

late October 1972. Things continued to remain

serene on the seventh floor for a while. In early

December a “friend” sent me a note which said,

“Xow we know who to blame for rising hospital

costs,” and attached to the note was the front

page of a two-page “Memo” that had been dis-

tributed by the Hospital Association of Rhode

Island (HARI). The Memo reported on that por-

tion of Wilkinson Xo. 2 which addressed itself

to Winifred's claim for a misdiagnosis. After hav-

ing referred to the lack of any biopsy being per-

formed prior to the administration of the x-ray

therapy, we had said, “If a physician, as an aid to

diagnosis, does not avail himself of all of the

scientific means and facilities available to him so

that he can obtain the best factual data upon

which he can make a diagnosis, such an omission

can be considered as evidence of negligence.”

The association’s Memo reported on its law

firm’s concern that a literal reading of the sen-

tence I have just quoted would place a physician

at. an unfair disadvantage. The association’s dis-

tinguished and most capable counsel, after speak-

ing of the ease with which a patient could avoid

(Continued on page 66)
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An Antibiotic Update: I. New Penicillins And

Cephalosporins

Decision To Lse A ISeiv Product Should
Be Based On Specific Individual Situa-

tions And Clear Advantages.

By Phillip J. Rubin, M.D. and Stephen H. Zinner,

M.D.

In the past few years a number of new anti-

biotics have been introduced. Recently several new

cephalosporin antibiotics have become available,

and in the near future two new aminoglycoside

antibiotics will be released for clinical use. The

clinician is now faced wjth additions to his thera-

peutic armamentarium which may or may not be

improvements over older, more familiar agents.

The decision to use a new product should be based

on specific individual clinical situations, and the

drug should offer some clear advantage to the

patient.

This review will present, in concise form, a sum-

mary of the indications, antimicrobial spectra. Dos-

age and side effects of several new antibiotics.

The penicillins and cephalosporins are discussed

in this section; a review of the new aminoglyco-

sides and other antibiotics will follow.

THE NEW PENICILLINS

1. Carbenicillin — f Geopen®-Roerig; Pyo-

pen®-Beecham-Massengiil

)

PHILLIP J. RUBIN, M.D., Fellow, Infectious Di-

seases, Brown University Program in Medicine

STEPHEN H. ZINNER, M.D., Assistant Profes-

sor of Medical Sciences; Head, Division of Infec-

tious Diseases, Section of Medicine, Brown Uni-

versity

This article is one of a series of papers supported

b/ the continuing education program of the Rhode
Island Health Science Education Council.

This penicillin derivative is active against Gram-

negative as well as Gram-positive bacteria. Its

spectrum of activity includes sensitive strains of

Pseudomonas aeruginosa, E. coli, indole negative

( Proteus mirabilis) and some indole positive Pro-

teus species (P. morgani, P. rettgeri, P. vulgaris ),

Salmonella, Streptococcus pyogenes, Hemophilus

influenzae, Clostridia and Bordetella sp. It is not

active against penicillinase producing (penicillin

resistant) staphylococci/’ 2
-
3 In general most

Klebsiella are resistant.
4

The combination of carbenicillin and gentamicin

is synergistic against Pseudomonas aeruginosa in

vitro as well as in clinical situations.5

Carbenicillin is marketed for intravenous use

as a disodium salt which contains 4.7 meq of

sodium per gram. Since the concentrations of car-

benicillin necessary to inhibit Pseudomonas aeru-

ginosa are high (50-200 ug/ml), and since a large

dose is required to achieve adequate blood levels

(30-40 grams per day), the attendant sodium load

must be considered in the treatment of infection

in patients with congestive heart failure or renal

impairment. 6 Impairment of platelet function, some-

times manifest as post-operative bleeding, has

been described with carbenicillin.
7 Hypokalemia

and metabolic alkalosis have also been de-

scribed. 8
’
9

Five grams of carbenicillin given intravenously

over 15-30 minutes result in blood levels of 300
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ug/ml or more. Since more than 60 per cent of

intravenous carbenicillin is recoverable unchanged

in the urine within 6 hours, extremely high urine

concentrations result. Cerebrospinal fluid levels

are low — 20-30 per cent of blood levels —
,
and

carbenicillin is not generally useful for meningitis

due to Gram-negative rods.
10

In patients with normal renal function the serum

half-life is about one hour. As creatinine clearance

approaches 30 ml/min, the half-life is increased

to four hours; and in patients with both renal and

hepatic dysfunction, even greater prolongation of

half-life may occur. Thus, moderate reduction of

dose is necessary in patients with renal or hepatic

insufficiency. The major indications for carbeni-

cillin are (for serious bacteremia due to sensitive

Gram-negative bacilli. It is frequently given with

gentamicin with which it is synergistic against

Pseudomonas. 10

2. Indanyl Carbenicillin — ( Geocillin®-Roe-

rig)

This is an oral form of carbenicillin which, un-

like the disodium parenteral preparation, is acid

stable and absorbed via the gastrointestinal tract.

Serum levels are low, and concentration takes place

in the urine where the concentration is high

enough to inhibit most sensitive strains of Proteus

and Pseudomonas. 12 Side effects include an un-

pleasant taste, nausea, diarrhea, flatulence, rash

and pruritis. Its main use is in treating recurrent

or chronic urinary tract infection due to sensitive

strains of Pseudomonas, Enterobacter and Proteus

sp.
12

It should be reserved for infections with or-

ganisms resistant to older and more common anti-

microbial drugs.

3. Amoxicillin —
•
(Amoxil® — Beecham-Mas-

sengill
;
Larocin®-Roche

)

Amoxicillin is a newly released semisynthetic

penicillin, structurally related to ampicillin. Its

antimicrobial activity is virtually identical to that

of ampicillin, and it is active against non-penicil-

linase producing Staphylococcus aureus, Strepto-

coccus pyogenes, Group D Streptococcus (
Entero-

cocci
,

S. jaecalis), Streptococcus pneumoniae

(pneumococcus), Streptococcus viridans, Neisseria

meningitidis, N. Gonorrhea, Salmonella, and Shi-

gella. Penicillinase producing Proteus, Aerobacter,

Pseudomonas, and Enterobacter aerogenes are not

susceptible. Most Klebsiellae are also resistant.

Most E. coli and some H. injluenzae are suscep-

tible.
13 The major difference from ampicillin is the

degree of intestinal absorption. Both blood levels

and urinary excretion are twice that of ampicillin

on a weight basis. 14 The difference in antimicrobial

activity appears to be limited to amoxicillin’s

slightly increased activity against Salmonella and

its decreased activity against Shigella 15
’
16

’ 17 rela-

tive to ampicillin.

One potential advantage of amoxicillin over am-

picillin seems to exist, however, in a lower inci-

dence of gastrointestinal side effects. In one study

in children severe diarrhea was found less fre-

quently with amoxicillin when compared to ampi-

cillin.
17 Amoxicillin an dampicillin are ineffective

against penicillinase producing organisms; thus,

penicillin resistant staphylococci are also resistant.

The usual dose is 250-500 mg orally every 8 hours

for mild and moderate infection. An intravenous

form is available and results in higher blood levels

than ampicillin with comparative doses.

4.

Hetacillin — (Versapen®, Bristol)

Hetacillin is another drug which is closely re-

lated to ampicillin; in fact, it is rapidly hydro-

lyzed to ampicillin in the blood and has an anti-

microbial spectrum and dosage virtually identical

to that of ampicillin. 19

THE NEW CEPHALOSPORINS

Several new cephalospot ins have been introduced

recently. In general, these have antibacterial spec-

tra similar to cephaloridine (Loridine®-Lilly) and

cephalothin (Keflin®-L ; lly) . Most penicillinase

producing staphylococci
,

streptococci (except

Group D Streptococci (Enterococci, 5. Fecalis))

Neisseria sp., E. Coli, Shigella, Salmonella, Proteus

mirabilis, Klebsiella pneumoniae are sensitive in

vitro. H. influenza, other Proteus species and En-

terobacter species are less sensitive or resistant.

Pseudomonas and most Enterobacter are highly re-

sistant.
1

’
2

’
3

Patients receiving cephalosporins other than

Loridine® must be closely watched for signs of

meningitis as this group of drugs does not ade-

quately penetrate the blood brain barrier, and

cerebrospinal fluid levels are low. Meningitis has

developed in patients treated with cephalosporins

for bacteremia with sensitive organisms. 19

Five per cent of patients treated with cephalo-

sporins develop side effects: eosinophilia, rash,

serum sickness, transient neutropenia, and anaphy-

laxis, although the more serious of these side ef-

fects are rare.
20 A positive Coombs reaction is

often seen with higher doses of these drugs, but

hemolytic anemia does not necessarily occur.21

A variable incidence of cross allergenicity in

patients who are allergic to penicillins has been

(Continued on next page)
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reported.-- Superinfections with Gram-negative or-

ganisms are also seen.

1. Cefazolin — (Ancef®-SK&F
;
Kefzol®-Lilly)

This is a parenteral preparation which is more

slowly excreted than cephalothin and, therefore,

produces higher, more sustained blood levels. As

with all cephalosporins, the main route of excre-

tion is via the kidneys, where 40-80 per cent of

the drug is recoverable in the urine within 4 hours

of administration.
23-24

It appears slightly more ac-

tive -against E. coli and Proteus mirabilis and

slightly less active against Gram-positive cocci

than cephalothin and cephaloridine.25 ’
26 The main

advantages of cefazolin are the apparent lack of

renal toxicity,
27

less assessed pain on intramuscular

injection, and a lower incidence of phlebitis.
28

-
29

The usual dose is 500 mg to 1 g every 6 hours

intravenously or intramuscularly. Dosage should

be reduced in patients with renal impairment24

and may be increased in severe infection. There is

no role for oefazolin in the treatment of menin-

gitis or other central nervous system infections.

2. Cephapirin — (Cefadyl®-Bristol)

This is another of the recently released paren-

teral cephalosporin preparations. Its antibacterial

spectrum is almost identical to the other cephalo-

sporins. Although phlebitis and pain on intra-

muscular injection may be less frequent than with

cephalothin, most studies fail to report significant

differences from cephalothin.28
-
29 Dosage recom-

mended is 500 mg to 1 g every 4-6 hours or higher

doses in severe infection.

THE ORAL CEPHALOSPORINS

The first oral cephalosporin available in the U.S.

was cephaloglycin ( Kafodn®-Lilly) . This drug is

absorbed poorly from the gastrointestinal tract and

produces blood levels which are inadequate for the

treatment of systemic infections.

1. Cephaloglycin, like the other cephalosporins,

is excreted in the urine and, thus, concentration

provides adequate urine levels to treat sensitive

organisms in the urine. 3 '

2. Cephalexin — (
Keflex®-Lilly)

Although this drug is absorbed from the gastro-

intestinal tract more completely than cephaloglycin,

it is less active on a per weight basis than cephalo-

thin or cefazolin.
30

-
31 The spectrum of activity is

similar to the other cephalosporins. Notably, cefa-

lexin is 200 times less active than penicillin G
against pneumococci.

It is almost completely absorbed from the gastro-

intestinal tract and excreted unchanged in the

urine.32

Cephalexin is equivalent to oral penicillin with

respect to relapse rate in the treatment of beta-

hemolytic streptococcal soft tissue infections.32 -
33

Urinary tract infections with sensitive strains re-

spond well because of the high concentration of

cephalexin excreted in urine. Although some pa-

tients with pneumococcal pneumonia respond to

cephalexin, this drug is not recommended for seri-

ous infections. The usual dose of cephalexin is 250

mg to 500 mg four times daily.

Side effects are few, and the incidence of nausea,

vomiting, and diarrhea is somewhat lower than that

seen with many of the other broad-spectrum oral

antibiotics (ampicillin, tetracycline, and sulfona-

mides). A falsely elevated test for urine glucose

may be found in patients treated with this drug.33

3.

Cephradine — (Anspor®-SK&F; Velosef®-

Squibb)

The newest oral cephalosporin is also well ab-

sorbed from the gastrointestinal tract. There are

relatively few clinical studies of this drug. In vivo

studies in animals and man show adequate serum

levels for inhibition of most sensitive bacteria.34

One British study showed good clinical response

of a small number of patients with respiratory in-

fections.
35 Cephradine nay be converted in part

to cephalexin in vivo, and is probably equally as

effective as cephalexin.39 The dosage and side ef-

fects are similar to cephalexin.
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Editorial

MINIENDOSCOPY

Just as fiberoptics has extended the range and

scope of hollow organ endoscopy (fiberoptic col-

onoscopy, gastroduodenoscopy, and bronchoscopy),

miniaturization of optical components appears to

be giving new life to body cavity endoscopy. Re-

cent reports indicate that there is a race for the

smallest possible instruments. Both peritoneoscopy

and thoracoscopy have been around for many

years. As long ago as 1950 a series of 396 peri-

toneoscopies was reported from the Mayo Clinic.

Yet earlier investigators did not gain many adher-

ents despite an extensive experience, probably due

to the relatively poorer visualization through the

older instruments and a relatively greater danger

of visceral injury upon penetration of the ab-

dominal wall because of the large diameter of the

trocars.

Berci and co-workers 1 recently reported use of

a peritoneoscope with a new optical system (called

“rod-lens,” with alternating glass rods and air

spaces replacing alternating air spaces and glass

lenses), which permits smaller size trocars (7mm
in diameter as contrasted with the 10 and 12mm
diameter of the older instruments). It has advan-

tages of safer penetration of the abdominal wall,

increased light transmission, brighter image, im-

proved resolution, wide viewing angle, and great

depth of field through the miniaturized telescope,

incorporating image and fiberlight transmissions. A
variety of manipulating and operating instruments

can be introduced through a second smaller

(5.5imm) trocar under visual guidance. Some of

thie instruments are insulated for high frequency

cutting or coagulation current, permitting hemo-

stasis, lysis of adhesions, or tubal sterilization.

There are also a special biopsy forceps and a com-

bined coagulation-suction device. Other accessories

permit photographic documentation. A special

pneumoperitoneum needle prevents visceral per-

foration. One third of Berci's cases could be done

under local anesthesia. T his type of equipment has

been a factor in the recent renewed popularity of

laparoscopy and culdoscopy among gynecologists.

Compared to a still smaller instrument, how-

ever, the above equipment appears Brobdignagian,

Ash and Manfredi 2 have described a tiny endo-

scope with optical instruments no larger than a

12 or 14 gauge biopsy needle with the imaginative

name of needlescope. The advanced degree of

miniaturization has been possible because of a new

graduated index-of-refraction lens. Two endoscopes

100mm in length and 1.7mm and 2.2mm in diame-

ter were used. Outside matching cannulas for these

instruments measure 2.0 and 2.7 mm in diameter

respectively. The larger instrument permits 16mm
motion pictures! Biopsy of the lung and pleura

are carried out by the insertion of separate biopsy

needles. Most of the lateral lung and lateral chest

wall could be visualized.

Peritoneoscopy as in thoracoscopy, requires the

injection of air. Separate insertion of biopsy needles

under vision is carried out here as well. Most of

the anterior perifneum and anterior liver surface

could be inspected. Peritoneal implants or other

lesions and the liver have been biopsied. While the

same degree of instrumentation as with the larger

instrument described above does not appear to be

feasible, visualization of a considerable degree and

biopsy have been facilitated, since local anesthesia

without premedication or sedation is practically

always possible.

The advances in endoscopy here described ap-

pear to be significant contributions to the medical

armamemtarium.
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THE ANATOMY OF THE JUDICIAL
PROCESS

(Continued from page 61 )

having a directed verdict entered for the physician,

said that “if a doctor is to be safe, he may be

legally required, no matter what the patient’s

symptoms may be. to examine his patient in all

cases for all possible ma ladies to which the human

race falls victim." The memo also noted the pres-

ence of the State Director of Business Regulation,

Albert B West, at the association s annual meet-

ing. It quoted the director as saying, “I think the

decision could run the cost of medical care right

through the roof.
-

’ I had just about finished read-

ing the memo when I purchased the Providence

Evening Bulletin for December 19, 1972.

There, on the front page, was a story written by

the paper’s distinguished correspondent Selig

Greenberg. A banner headline read “Malpractice

Decision Threatens R. I. Medical Costs.” Mr.

Greenberg gave a masterful summary of the 32-

page opinion and told of the association's and Air.

West’s anxieties as to the potential impact of the

diagnostic portion cf Wilkinson. The article also

told of a 50 per cent increase in the cost of medi-

cal malpractice insurance.

While the director's apprehension for the rising

cost of hospitalization and “HARI's” solicitude

for the physician who might find himself a de-

fendant in a malpractice action are most commend-

able, it seems to me that no one can argue with

the proposition that the patient, be he rich or

poor, has the right to expect that his physician

will make use of the best possible sources of in-

formation available to him to determine what is

wrong with the patient before he embarks upon

a course of treatment. If one’s reading of Wilkin-

son Xo. 2 cause an increase in the use of defen-

sive medicine, so be it. Defensive medical practice

is not necessarily bad when one considers that we
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are dealing with human life. The patient wall be

better off for the extras performed, and perhaps

the physician who may view each patient as a

potential litigant will breathe just a bit easier.

OTHER CASES
Since the days of Wilkinson, we have considered

two malpractice cases. In each of these situations

the case did reach the jury and the jury returned

a verdict for the doctor. The first case involved

a dentist, now deceased. The issue was whether

he had told the patient of the risks involved in a

very complicated procedure involving the use of

dental implants. The dentist insisted that he had

so informed the patient, and the patient testified

to the contrary. The jury believed the dentist. In

the second case, very recently we approved a jury

verdict for a former chief resident at what was

the Providence Lying In Hospital. The resident

was long on his knowledge of obstetrics but a little

short when it came to mathematics. His negligence

concerned a sponge that remained in the vaginal

area for some time after delivery. The negligence

was conceded, but the dispute involved two issues:

( 1 ) Did the sponge's presence cause any harm to

the patient; and (2) Did the patient commence

suit within two years after she became aware of

the sponge’s presence in her body. The jury found

for the resident on both issues.

One of the things of which wr

e five on the sev-

enth floor at 250 Benefit Street are constantly

aware is the social and economic impact our ef-

forts and conclusions might have on others. To-

day’s opinion sets the standard of conduct that

unquestionably exerts a great deal of influence

on the society in which you and I live.

There is no doubt in my mind that the recent

judicial expressions made in the area of informed

consent prompted the American Hospital Asso-

ciation's promulgation of a “Patient's Bill of

Rights.” The AHA’s enactment stipulated that a

patient has a right to receive from his physician

the necessary information by which he can give

his informed consent prior to the start of any pro-

cedure. Such information is to include the dis-

closure of the pertinent “medically significant

risks." Wilkinson No. 2 mandates information per-

tinent to the “known material risks.”7 Some can

argue that the two phrases are synonymous. The

primary objective of the informed consent doc-

trine is the establishment of a partnership in

decision making which assumes that the competent

adult patient retains the right to chart his own

destiny.

66 Rhode Island Medical Journal



While 1972 might have been the year of the

physicians, we have in more recent times consid-

ered issues involving other segments of our popu-

lation, particularly in the public service area, as

they relate to collective bargaining rights of police-

men, firefighters, and school teachers. In the spring

of 1974 we considered the right of the ophthalmolo-

gists to challenge a 1971 act of the General Assem-

bly which permits certain optometrists to apply

topical diugs to the surface of the eye. In what I

personally believe is a significant holding, we de-

parted from the proposition that, since a physician

has no property right in his license, he had no

standing to sue, and ruled that the ophthalmolo-
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gists could, as representatives of the public, upon

a proper showing question the constitutionality

of the legislation. Each term of court presents us

with issues the resolving of which can affect every

segment of the Rhode Island community. The re-

sponsibility of our court is one that cannot be

taken lightly, and I trust that I have at this point

persuaded you of that fact.

CONCLUSION
There is no more that I can or wish to offer.

I have had my say except that, if the next time

you are introduced to a judge you inquire as to

what court he belongs, my appearance here this

evening has been a success. If you leave the prem-

ises this evening somewhat assured that the quintet

that occupies the courthouse’s seventh floor is not

some radical anti-medical cabal that is out to do

you and your profession in, then the thoughts I

have expressed will have fallen upon “good

ground” and hopefully will bear “good fruit.”

REFERENCES
'The Chief Judge is Henry E. Laliberte. His asso-

ciates are Orist D. Chaharyn, Paul J. Del Nero, An-
thony J. Dennis, Corinne P. Grande, Francis M.

Kiely, Robert J. McOsker, Edward J. Plunkett,

Charles F. Trumpetto, Joseph Rodgers, Jr., Walter
R. Orme, Antonio S. Almeida, and Victor J. Beretta.

2There are Probate Courts in each of the state’s 39

municipalities. The bulk of this court’s work deals

with the supervision of the administration by execu-

tors, administrators, and guardians of the estates

committed to their care. While each municipality

is required to appoint an attorney to the office of

Probate Judge, the General Assembly has made
one exception. Block Island’s town council may still

sit as a Probate Court.
sThere are Municipal Courts in Johnston, Pawtucket,
and Providence. Most of the courts’ cases involve

infractions of municipal ordinances relating to the

operation of automobiles or the maintenance of

minimum housing standards.
4The Presiding Justice is Joseph R. Weisberger. His
associates are John S. McKiernan, Florence K. Mur-
ray, Arthur A. Carrellas, William M. Mackenzie,

James C. Bulman, Eugene F. Cochran, Ronald R.

Lagueux, Eugene G. Gallant, Anthony A. Giannini,

Francio J. Fazzano, Donald Shea, John Orton, III,

Thomas H. Needham, and John P. Bourcier.
5The Chief Judge is Edward P. Gallogly. His asso-

ciates are Michael DeCiantis, Edward V. Healey,

Jr., William R. Goldberg, Jacob J. Alprin, Carmine
R. DiPetrillo, and Angelo G. Rossi.
6The Commission is composed of Chairman Herman
D. Ferrara and Commissioners Eugene J. LaFer-
riere and Donald A. Kingsley.

"The General Assembly during the last day of its

1974 session passed legislation entitled “A Patient’s

Bill of Rights.” It enumerates certain information

that a hospital must give the patient. The Rhode
Island act, unlike its national counterpart, omits

any reference to the patient’s rights in the area of

informed consent.

z

February, 1975 67



AN ANTIBIOTIC UPDATE
(Continued from page 64)

’’Turck M: TVe treatmeent of urinary-tract infec-
tions with an oral carbenicillin. J Infect Dis 127:
Suppl:133-5, May 73

’-Baker DA, Andr.ole VT: The treatment of difficult

urinary-tract infections with carbenicillin indanyl
sodium. J Infect Dis 127:Suppl:136-42, May 73

13Bodey GP, Nance J: Amoxicillin: in vitro and phar-
macological studies. Antimicrob Agents Chemother

1:358-62, Apr 72
14Neu HC: Antimicrobial activity and human phar-
macology of amoxicillin. J Infect Dis 129:Suppl:

S123-31, Jun 74
15Calderon E: Amoxicillin in the treatment of typhoid

fever due to chloramphenicol-resistance Salmonella
typhi. J Infect Dis 129:Suppl:S219-22, Jun 74

16Nelson JO, Hatalin KC: Amoxicillin less effective

than ampicillin against Shigella in vitro and in

vivo: relat.onship of efiicacy to activity in serum.

J Infect Dis 129:Suppl:S222-7, Jun 74
1THowie VM, Ploussard JH, Sloyer J: Comparison of

ampicillin and amoxicillin in the treatment of

otitis med a in c. ildren. J Infect Dis 129:Su:pl:

S181-4, Jun 74

”''Neu HC: Newer antibiotics. DM 1-46, May 73

’“Mangi RJ, Kundargi RS, Quintiliani R, et al.: De-

velopment of meningitis during cephalothin therapy.

Ann Intern Med 78:347-51, Mar 73
2l’Gcodman LS, Gilman A: The Pharmacologic Basis

of Therapeutics. Fourth edition. London, Macmillan

Company, 1970. P. 1277-82
2] Petz LD: Immunologic reactions of humans to

cephalosporins. Postgrad Med J 47:Suppl:64-9, Feb

71

1000 SQUARE FEET . . . GROUND

FLOOR OFFICE . . . THREE EXAMIN-

iNG ROOMS AND CONSULTATION
ROOM.

ANGELL STREET

Reasonable Rent

331-1110

PRIME OFFICE SPACE
FOR LEASE

PAWTUCKET
OPPOSITE MEMORIAL HOSPITAL

•NEWLY CONSTRUCTED
•CARPETING
•HEAT
•PARKING
•4 & 6 ROOM SUITES

CALL ALLIED INVESTMENT
434-2974 or 433-0759

--Goodman LS, Gilman A: The Pharmacologic Basis
of Therapeutics. Fourth edition. London, Macmilla.,
Company, 1970

2LGold JA, McKee JJ, Ziv DS: Experience with cefa-
zolin: An overall summary of pharmacologic and
clinical trials in man. J Infect Dis 128:Sup 1:S415-
2, Oct 73

24Rein MF, Westervelt FB, Sande MA: Pharmaco-
dynamics of cefazolin in the presence of normal
and impaired renal function. Antimicrob Agents
Chemother 4:366-71, Sep 73

2r,Garrod LP: Choice among penicillins and cephalo-
sporins.Brit Med J 3:96-100, 13 Jul 74

26Ries K, Levison ME, Kaye D: Clinical and in vitro

evaluation of cefazolin, a new cephalosporin anti-

biotic. Antimicrob Agents Chemother 3:168-74, Feb
73

2TMadhavan T, Quinn EL, Freimerr E, et al.: Clinical

studies of cefazolin and comparison with other
cephalosporins. Antimicrob Agents Chemother 4:

525-31, Nov 73
28Inagaki J, Bodey GP: Phlebitis associated with

cephalosporins: cephapirin versus cephalothin. Curr
Ther Res 15:37-43, Feb 73

29Cephapirin. Med Lett Drugs Ther 16:53-4, 21 Jun 74
30Griffith RS, Black HR: Blood, urine and tissue con-

centrations of the cephalosporin antibiotics in nor-

mal subjects. Postgrad Med J 47:Suppl:32-40, Feb
71

31 Kind AC, Kestle DG, et al.: Laboratory1 and clinical

experience with cephalexin. Antimicrob Agents
Chemother 8:361-5, 1968

32Davies JA, Strangeways JE, Mitchell RG, et al.:

Comparative double-blind trial of cephalexin and

ampicillin in treatment of urinary infections. Brit

Med J 3:215-7, 24 Jul 71
33Levison ME, Johnson WD, Thornhill TS, et al.:

Clinical and in vitro evaluation of cephalexin. A
new orally administered ce.halosporin antibiotic.

JAMA 209:1331-6, 1 Sep 69
34Weliky I, Gadebusch HH, Kripalani K, et al.: Ceph-

radine: absorption, excretion, and tissue distribu-

tion in animals of a new cephalosporin antibiotic.

Antimicrob Agents Chemother 5:49-54, Jan 74
3:,Marshall BY: A study in general pract-'ce of ceph-

rradine in respiratory tract infections. Curr Med
Res Opin 2:72-7, 1974

3fiLimson BM, Siasoco RE, Dial FP: A new cephalo-

sporin derivative, cephradine (TM), in the treat-

ment of acute infective diseases. Curr Ther Res

14:101-6, Mar 72

PERIPATETICS
(Concluded from Page 51)

following committees: Tobacco and Cancer, Pro-

fessional Nominating, and Professional Education

Subcommittee on Conferences.
sje

HECTOR JASO was elected Deputy Area I

Representative (Connecticut, Massachusetts, Ver-

mont, Maine, New Hampshire, Rhode Island, Que-

bec. Ontario) to the Assembly of District Branches

of the American Psychiatric Association, and as

such will be a member of the Executive Committee

of the Assembly.
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A high assurance ofclinical efficacy

in cystitis, pyelonephritis and pyelitis diagnosed as chronic

against susceptible strains of the common urinary tract pathogens,

usually E. coli, Klebsiella-Enterobacter, Proteus mirabilis, and,

less frequently, indole-positive proteus species.

Before prescribing, please consult complete product

information, a summary of which follows:

Indications: Chronic urinary tract infections (primarily

pyelonephritis, pyelitis and cystitis) due to susceptible

organisms (usually E. coli , Klebsiella-Enterobacter,

Proteus mirabilis, and, less frequently, indole-positive

proteus species).

Note: The increasing frequency of resistant organisms

limits the usefulness of antibacterials, especially in

chronic and recurrent urinary tract infections.

Contraindications: Hypersensitivity to trimethoprim

orsulfonamides; pregnancy; nursing mothers.

Warnings: Deaths from hypersensitivity reactions,

agranulocytosis, aplastic anemia and other blood dys-

crasias have been associated with sulfonamides. Expe-

rience with trimethoprim is much more limited but

occasional interference with hematopoiesis has been

reported as well as an increased incidence of throm-

bopenia in elderly patients on diuretics, primarily

thiazides. Sore throat, fever, pallor or jaundice may be
early signs of serious blood disorders. Frequent CBC's
are recommended

;
therapy should be discontinued

if a significantly reduced count of any formed blood

element is noted. Data are insufficient to recommend
use in infants and children under 12.

Precautions: Use cautiously in patients with impaired

renal or hepatic function, possible folate deficiency,

allergy or bronchial asthma; and in those with glucose-

6-phosphate dehydrogenase deficiency, where he-

molysis may occur. During therapy, maintain adequate
fluid intake and perform frequent urinalyses, with

careful microscopic examination, and renal function

tests, particularly where there is impaired renal

function.

Adverse Reactions: All major reactions to sulfona-

mides and trimethoprim are included, even if not

reported with Bactrim. Blood dyscrasias: Agranulocy-
tosis, aplastic anemia, megaloblastic anemia, throm-
bopenia, leukopenia, hemolytic anemia, purpura,

hypoprothrombinemia and methemoglobinemia.
Allergic reactions: Erythema multiforme, Stevens-

Johnson syndrome, generalized skin eruptions, epider-

mal necrolysis, urticaria, serum sickness, pruritus,

exfoliative dermatitis, anaphylactoid reactions, peri-

orbital edema, conjunctival and scleral injection,

photosensitization, arthralgia and allergic myocarditis.

Gastrointestinal reactions: Glossitis, stomatitis, nausea,

emesis, abdominal pains, hepatitis, diarrhea and pan-

creatitis. CNS reactions: Headache, peripheral neuritis,

mental depression, convulsions, ataxia, hallucinations,

tinnitus, vertigo, insomnia, apathy, fatigue, muscle

weakness and nervousness. Miscellaneous reactions:

Drug fever, chills, toxic nephrosis with oliguria and
anuria, periarteritis nodosa and L.E. phenomenon. Due
to certain chemical similarities to some goitrogens,

diuretics (acetazolamide, thiazides) and oral hypogly-

cemic agents, sulfonamides have caused rare instances

of goiter production, diuresis and hypoglycemia in

patients; cross-sensitivity with these agents may exist.

In rats, long-term therapy with sulfonamides has pro-

duced thyroid malignancies.

Dosage: Not recommended for children under 12.

Usual adult dosage: Two tablets b.i.d. for 10 to 14 days.

For patients with renal impairment:

Creatinine Recommended
Clearance (ml/ min) Dosage Regimen

Above 30 Usual standard regimen

15-30 2 tablets every 24 hours

Below 15 Use not recommended

Supplied: Tablets, each containing 80 mg trimetho-

prim and 400 mg sulfamethoxazole—bottles of 100

and 500; Tel-E-Dose® packages of 1000; Prescription

Paks of 40, available singly and in trays of 10.

Each tablet contains 80 mg trimethoprim

and 400 mg sulfamethoxazole.
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Each tablet contains 80 mg

A high assurance of antibacterial activity

in cystitis, pyelonephritis and pyelitis diagnosed
as chronic and due to susceptible organisms.

Before prescribing, please consult complete product information,

a summary of which appears on preceding page.
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Both otter

9

9

Predominant
psychoneurotic
anxiety

Associated

depressive

symptoms

Before prescribing, please consult com-
plete product information, a summary of

which follows:

Indications: Tension and anxiety states;

somatic complaints which are concomi-

tants of emotional factors; psychoneurotic

states manifested by tension, anxiety, ap-

prehension, fatigue, depressive symptoms
or agitation; symptomatic relief of acute

agitation, tremor, delirium tremens and
hallucinosis due to acute alcohol with-

drawal; adjunctively in skeletal muscle
spasm due to reflex spasm to local pathol-

ogy, spasticity caused by upper motor

neuron disorders, athetosis, stiff-man syn-

drome, convulsive disorders (not for sole

therapy).

Contraindicated: Known hypersensitivity

to the drug. Children under 6 months of

age. Acute narrow angle glaucoma; may
be used in patients with open angle glau-

coma who are receiving appropriate

therapy.

Warnings: Not of value in psychotic pa-

tients. Caution against hazardous occupa-

tions requiring complete mental alertness.

When used adjunctively in convulsive dis-

orders, possibility of increase in frequcy

and/or severity of grand mal seizures lay

require increased dosage of standard iti-

convulsant medication; abrupt withdrva.

may be associated with temporary in-'

crease in frequency and/or severity c ;

seizures. Advise against simultaneou >

gestion of alcohol and other CNS dep

sants. Withdrawal symptoms (similar

those with barbiturates and alcohol) 1

/e

occurred following abrupt discontinu ce

(convulsions, tremor, abdominal and us-

cle cramps, vomiting and sweating), et.

addiction-prone individuals under car ul



According to her major

/mptoms, she is a psychoneu-

)tic patient with severe

nxiety. But according to the

escription she gives of her

:elings, part of the problem

lay sound like depression,

his is because her problem,

(though primarily one of ex-

issive anxiety, is often accom-

anied by depressive symptom-
tology. Valium (diazepam)

in provide relief for both—as
le excessive anxiety is re-

eved, the depressive symp-

>ms associated with it are also

ften relieved.

There are other advan-

ces in using Valium for the

lanagement of psychoneu-

itic anxiety with secondary

epressive symptoms: the

sychotherapeutic effect of

'alium is pronounced and
ipid. This means that im-

rovement is usually apparent

in the patient within a few
days rather than in a week or

two, although it may take

longer in some patients. In ad-

dition, Valium (diazepam) is

generally well tolerated; as

with most CNS-acting agents,

caution patients against haz-

ardous occupations requiring

complete mental alertness.

Also, because the psycho-

neurotic patient’s symptoms
are often intensified at bed-

time, Valium can offer an addi-

tional benefit. An h.s. dose

added to the b.i.d. or t.i.d.

treatment regimen can relieve

the excessive anxiety and asso-

ciated depressive symptoms
and thus encourage a more
restful night’s sleep.

in psychoneurotic

anxiety states

with associated

depressive symptoms

2-mg,5-mg, 10-mg tablets

irveillance because of their predisposi-

pn to habituation and dependence. In

'egnancy, lactation or women of child-

earing age, weigh potential benefit

gainst possible hazard,

recautions: If combined with other psy-
notropics or anticonvulsants, consider
arefully pharmacology of agents em-
oyed; drugs such as phenothiazines,
arcotics, barbiturates, MAO inhibitors

id other antidepressants may potentiate

3 action. Usual precautions indicated in

atients severely depressed, or with latent

apression, or with suicidal tendencies.

Observe usual precautions in impaired
renal or hepatic function. Limit dosage to

smallest effective amount in elderly and
debilitated to preclude ataxia or over-

sedation.

Side Effects: Drowsiness, confusion, diplo-

pia, hypotension, changes in libido, nausea,

fatigue, depression, dysarthria, jaundice,

skin rash, ataxia, constipation, headache,
incontinence, changes in salivation,

slurred speech, tremor, vertigo, urinary

retention, blurred vision. Paradoxical re-

actions such as acute hyperexcited states,

anxiety, hallucinations, increased muscle

spasticity, insomnia, rage, sleep disturb-

ances, stimulation have been reported;

should these occur, discontinue drug. Iso-

lated reports of neutropenia, jaundice;

periodic blood counts and liver function

tests advisable during long-term therapy.

Roche Laboratories
Division ot Hoftnionn-La Roche Inc.

Nutley. New Jersey 07110
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BROWN UNIVERSITY

DIVISION OF BIOLOGICAL AND MEDICAL SCIENCES

Providence, Rhode Island 02912

863-3231

MEDICAL EVENTS CALENDAR

Thursday, April 10, 1975

NEW ANTIBIOTICS AND INFECTIOUS DISEASES

Richard Quintiliani, M.D.

Chief, Infectious Disease, Hartford Hospital

Hartford, Connecticut

BIO-FEEDBACK - PRESENT STATE OF THE ART
Ben W. Feather, M.D., Ph.D.

Executive Director, Butler Hospital

Professor of Medical Sciences

Saturday, April 12, 1975

STAGING AS A GUIDE TO TREATMENT IN MALIGNANT
LYMPHOMAS

Alan C. Aisenberg, Ph.D.

Associate Professor of Oncologic Medicine,

Harvard Medical School

Associate Physician

Massachusetts General Hospital

Wednesday, April 16, 1975

SURGICAL ENDODONTICS
Dr. Edwin Mehlman and

Dr. Jan Feldman

Dental Clinic Clinical Instructors

Veterans Administration Hospital

Thursday, April 17, 1975

THE ROLE OF INTROJECTS IN PSYCHOPATHOLOGY AND
PSYCHOTHERAPY

William W. Meissner, M.D.

Clinical Assistant Professor of Psychiatry

Harvard Medical School

Saturday, April 19, 1975

EMERGENCY TREATMENT OF BLEEDING ESOPHAGEAL
VARICES

Marshall J. Orloff, M.D.

Professor and Chairman, Department of Surgery

University of California

Rhode Island Hospital

George Build. Auditorium

10:00 a.m.

Butler Hospital

Ruggles Room

4:30 p.m.-6:00 p.m.

Veterans Admin. Hospital

Auditorium

9:00 a.m.-5:00 p.m.

Rhode Island Hospital

George Build. Auditorium

10:00 a.m.

Butler Hospital

Ruggles Room

4:30 p.m.-6:00 p.m.

The Miriam Hospital

Sopkin Auditorium

1 1 :00 a.m.
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Symposium on:

NEW DEVELOPMENTS FOR THE TREATMENT OF DIABETES

MELLITUS

J. Stuart Soeldner, M.D.

Associate Director, Elliott P. Joslin Research Lab-

atory, Joslin Diabetes Foundation, Inc.

Associate Professor of Medicine

Harvard University Medical School

Frederick C. Goetz, M.D.

Professor of Medicine and Director, Diabetes

Clinic, Section of Endocrinology and Metabolism

University of Minnesota School of Medicine

Wednesday, April 23, 1975

ANATOMY AND PATHOPHYSIOLOGY OF SPINAL CORD
INJURIES

Thomas Stewart, M.D.

Psychiatry Service

V. A. Hospital, West Roxbury, Massauhusetts

OFFICE EMERGENCIES AND CARDIO-PULMONARY
RESUSCITATION

Dr. Daniel L. Nozik

Dental Clinic Clinical Instructor

Veterans Administration Hospital

Thursday, April 24, 1975

PSYCHIATRIC ASPECTS OF SIEZURE DISORDERS

John O. Strom, M.D.

Chief of Neurology

Rhode Island Hospital

SECOND ANNUAL MEDICAL STUDENT RESEARCH DAY

Friday, April 25, 1975

PSYCHOSOMATIC ASPECTS OF CHRONIC DISEASE IN

CHILDHOOD
R. James McKay, Jr., M.D.

Chairman, Department of Pediatrics

University of Vermont College of Medicine

Chief, Pediatric Service

Medical Center Hospital of Vermont

UPDATED CONCEPTS OF BUNION THERAPY
Nathaniel Gould, M.D.

Surgeon-in-Chief, Department of Orthopaedic

Surgery

Brockton Hospital

The Miriam Hospital

Sopkin Auditorium

10:00 a.m.-12:00 noon

Veterans Admin. Hospital

Room 1 — Auditorium

3:30 p.m.

Veterans Admin. Hospital

Auditorium

9:00 a.m.-5:00 p.m.

Butler Hospital

Ruggles Room
4:30 p.m.-6:00 p.m.

Alumnae Hall Auditorium

Brown University

192 Meeting Street

12:30 p.m.-5:30 p.m.

Roger Wms. Gen. Hospital

Kay Auditorium

10:30 a.m.- 12:00 noon

Rhode Island Hospital

George Build. Auditorium

9:00 a.m.



Saturday, April 26, 1975

ATHEROSCLEROSIS, HYPERLIPIDEMIAS, AND PARTIAL ILEAL

BYPASS SURGERY
Henry Buchwald, M.D.

Department of Surgery

University of Minnesota Medical School

Minneapolis, Minnesota

Rhode Island Hospital

George Bldg. Auditorium

9:00 a.m

Thursday, May 1, 1975

PROCESS IN PSYCHOANALYTIC PSYCHOTHERAPY:
A RESPONSE TO HANS STRUPP'S ARTICLE IN THE ARCHIVES
OF GENERAL PSYCHIATRY, January, 1975

Paul G. Myerson, M.D.

Professor and Chairman, Department of Psychiatry

Tufts University Medical School

Friday, May 2, 1975

CYTOLOGY DIAGNOSTIC SEMINAR

Sunday, May 4, 1975

THE SECOND ANNUAL BROWN UNIVERSITY MEDICAL
RECEPTION

Butler Hospital

Ruggles Room
4:30 p.m.-6:00 p.m.

Veterans Admin. Hospital

Auditorium

7:30 p.m.

Atlantic City

Clinical Meetings

Haddon Hall Hotel

Parlor 609

6:00 p.m.

SPECIAL ADDENDUM

REGULARLY SCHEDULED EVENTS*

ROGER WILLIAMS GENERAL HOSPITAL

LOCATION: KAY AUDITORIUM

MONDAYS

10:00 a.m. **Pediatrics Chiefs Rounds, Roger Williams General Hospital, Kay Auditorium

FRIDAYS

10:30 a.m. Pediatric Teaching Rounds, Roger Williams General Hospital, Kay Auditorium

(once a month)

*The Schedule of Regular Events in Brown University affiliated hospitals which
was published last month, omitted a few events regularly held at Roger Wil-

liams General Hospital. This special listing should be added to last months
listings.

**Pediatrics Chiefs Rounds should be at 10:00 a.m. instead of 10:30 a.m.



SPECIAL ADDENDUM

REGULARLY SCHEDULED EVENTS*

THE MEMORIAL HOSPITAL

LOCATION: RICHARDSON AUDITORIUM

MONDAYS

12:00 noon
12:00 noon
12:00 noon
1:00 p.m.

Renal Conference, (1st and 3rd week) Dr. S. Garella and Staff

Pulmonary Conference, (2nd week) Drs. R. Redding and M. Kahn
Cardiology Conference, (4th week) Drs. E. Lovering, A. Kahn and others
immunology and Oncology Conference, (2nd and 4th week) Drs. Z. Zawadzki
and S. Kaplan

3:00 p.m. Infectious Disease Conference, (1st week) Drs. F. Roland, M. Madhoff, R. Gleck-
man, S. Zinner and B. Aronson

TUESDAYS

12:00 noon
12:00 noon
12:00 noon
12:00 noon
2:30 p.m.

2:30 p.m.

Dermatology Conference, (1st week) Dr. B. Schiff and Staff

Hematology Conference (2nd week) Dr. M. Steiner

Hematology Conference, (3rd week) Dr. M. G. Baldini

Seminar in Basic Hematology (4th week) Guest Speaker
Endocrinology Conference, (1st week) Drs. M. Mitchell and A. Vagenakis
EKG Conference and Cardiology Ward Rounds (2nd; 3rd; 4th and 5th week) Dr.

D. Kitzes

WEDNESDAYS

10:00 a.m.

1:00 p.m.

2:00 p.m.

Medical Grand Rounds (weekly)

Pulmonary Conference, (1st and 3rd week) Drs. R. Redding and M. Kahn
X-ray Conference, (2nd and 4th week) Dr. Hallmann and Staff

THURSDAYS

12:00 noon
12:00 noon
1:00 p.m.

2:00 p.m.

3:00 p.m.

4:00 p.m.

Medical Ophthalmology (1st week) Dr. G. Noble
Endocrinology Conference, (3rd week) Dr. M. Mitchell

X-ray Conference, (5th week) Dr. Hallmann and Staff

Pathology Conference, (2nd and 4th week) Dr. T. Micholonghi and Staff

Neuropathology Conference, (1st week) Department Pathology Staff

Journal Club (Wood 4) (weekly)

FRIDAYS

11:00 a.m.
12:00 noon
12:00 noon

Internal Medicine Rounds (2nd and 4th week) Dr. R. McCombs
Psychiatric Seminar (1st week) Dr. R. Gavalya
Infectious Disease Conference, (3rd week) Drs. F. Roland, M. Madhoff, R. Gleck-

man, S. Zinner and B. Aronson
12:00 noon
4:00 p.m.

Mortality Conference, (4th week) Dr. J. Kurtis

Physician-in-Chief's Conference (Dept, of Med. Conf. Room) (3rd week) Dr. M. G.

Baldini

SATURDAYS

1 1 :00 a.m. Neurology Conference, (1st and 3rd week) Dr. J. Sullivan and Staff

The Schedule of Regular Events in Brown University affiliated hospitals which
was published last month omitted a number of events regularly held at The
Memorial Hospital. This special listing should be added to last months listings.
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INTERNSHIPS OBTAINED BY BROWN UNIVERSITY MEDICAL
STUDENTS, CLASS OF 1975

The senior medical students of Brown Univer-

sity, together with seniors from 113 other medical

schools, have recently participated in a nationwide

matching program by which internships are chosen.

The process of placing the approximately 14,000

medical graduates into the nation’s internships is

both complicated and highly competitive. A com-

puterized program coordinates the choices oif both

candidate and hospital and matches them against

one another. The more desirable hospital posts,

therefore, are oversubscribed (often a ratio of 100

applicants per vacancy) while other internships are

not sought after at all.

The results of the national matching program

were revealed on March 5, and the Brown Univer-

sity senior medical class, consisting of 58 students,

obtained the following internships for the year be-

ginning July 1, 1975:

Rhode Island (45% of the Class)

Brown University Affiliated Hospitals

Rhode Island Hospital 13

Roger Williams General Hospital 7

The Miriam Hospital 5

Memorial Hospital 1

Massachusetts (9% of the Class)

Harvard University Hospitals

Massachusetts General Hospital 1

Children’s Center 1

Boston University Hospitals

Boston Cdty Hospital 1

University Hospital 1

Tufts University Hospitals

St. Elizabeth’s Hospital 1

Connecticut (3% of the Class)

Yale University Hospitals

Yale-New Haven Hospital 1

University of Connecticut Hospitals

Universiity Hospital 1

New York (16% of the Class)

Mt. Sinai School of Medicine Hospitals

Mt. Sinai Hospital 1

Einstein College of Medicine Hospitals

Montefiore Hospital 2

Columbia University Hospitals

St. Luke’s Hospital 1

Roosevelt Hospital 1

Cornell University Hospitals

New York Hospital 1

Rochester University Hospitals

University of Rochester Hospital 1

Rochester General Hospital 2

Middle Atlantic and South (9% of the Class)

Virginia Commonwealth University Hospitals

Medical College of Virginia 1

Georgetown-George Washington University Hospitals

Washington Hospital Center 1

Johns Hopkins University Hospitals

Johns Hopkrins Hospital 1

University of Pennsylvania Hospitals

Philadelphia General Hospital 1

Medical College of South Carolina Hospitals

Spartanburg Hospital 1

Mid-West (9% of the Class)

University of Chicago Hospitals

University Hospital 1

Rush Medical College Hospital

Presbyterian- St. Lukes Hospital 2

University of South Dakota Hospitals

Sioux Falls Program I

Wisconsin University Hospitals

University Hospiital 1

Far West (7% of the Class)

Stanford University Hospital

University Hospital 1

University of Southern California

Los Angeles County Hospital 3

Military (3% of the Class)

Portsmouth Naval Hospital (Virginia) 1

Travns AFB Medical Center (California) 1

Two facts emerge from this roster of internship

assignments: Firstly, that our inaugural medical

class did exceedingly well in being selected by some

of the finest (and most sought after) institutions.

Indeed, everyone of the civilian internships ob-

tained by our students was in a l niversity-affili-

( Continued on next page
)
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in determining a physician's ultimate choice of

professional location. It is likely, then, that

Brown's medical school will be the major source of

Rhode Island's future cadre of practicing physi-

cians.

Stanley M. Aronson, M.D.

Dean of Medical Affairs

Brown University

164th ANNUAL SCIENTIFIC

ASSEMBLY

of the

Rhode Island Medical Society

WEDNESDAY, APRIL 16, 1975

CHATEAU DeVILLE

Warwick, Rhode Island

BUSINESS SESSION: 1:30 P.M. (Versailles Suite)

CHAPIN ORATION: 4:00 P.M. (Versailles Suite)

RECEPTION: 6:00 P.M. (Regency Suite)

DINNER: 7:00 P.M. (Regency Suite)

Reservations Close Tuesday, April 15, 1975

Call 331-3207

ated hospital. Secondly, that 26 of the 58 seniors

(45% ) have elected to begin their graduate medical

education in the State of Rhode Island. Experience

has shown that the geographic site of internship

and residency is the single most important factor
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President’s Page

Statement of ISathan Chaset, M.D.
,
Pres-

ident Of The Rhode Island Medical So-

ciety At The Hearing Before the Insur-

ance Commissioner On March 21 , 1975

I thank you for allowing me to speak before

you today on some problems confronting the

medical profession.

I am Nathan Chaset, M.D., a Urologic Surgeon

in private practice in Providence, R. I. I am a

past President of the Providence Medical Asso-

ciation. I am at present the President of the Rhode

Island Medical Society, and I am President-elect

of the New England Section of the American Uro-

logical Association. I am a member of the Amer-

ican Medical Association, a Fellow of the Amer-

ican College of Surgeons, a Diplomate of the

American Board of Urology, and a member of

the Association of Clinical Urologists. I am as-

sistant Clinical Professor of Urology in the Brown

University Medical School. I have been Chairman

of the Mediation Committee of the Rhode Island

Medical Society for many years and have inves-

tigated complaints against doctors which have

been brought before that committee. I have been

very active in these matters and have had the

privilege of working closely with the attorneys

representing insurance companies. They can attest

to my efforts and close cooperation with them.

During all this time I have managed to carry

on a very active urologic practice and have served

as Chief of Urology in several hospitals, and I

still actively serve my hospitals and my com-

munity.

We are here today basically to consider three

important aspects of Medical Liability Insurance.

First and perhaps of less importance is the in-

crease in premiums asked by the insurance com-

panies. The second and more important is the

“claims-made” form coverage proposed by St.

Paul Insurance Company. The third, and to me
the most important of all is that we all work

together to make absolutely certain that we main-

tain a market in this type of insurance and that

the market shall be one with which we can all

live.

As for the increase in premiums, I must state

that I am not in any position to evaluate the

need for such an increase either for 5 per cent

or 50 per cent or 150 per cent. You gentlemen

here can and most certa.nly will evaluate the

actuarial statistics and come forth with the cor-

rect estimate, and you will decide judiciously and

equitably just what is needed.

Government statistics seem to show that of the

billions of dollars received by the insurance in-

dustry in fire and casualty underwriting, only

three tenths of one per cent represents health care

professional liability insurance. However, it seems

fair to say that, on a cost-plus basis, professional

liability insurance at present adds up to a poor

business proposition.

Other statistics seem to show that injured pa-

tients receive only 27 cents of the award dollar

as their share. This indeed indicates that our

present system of compensating injury is a waste-

ful anachronism.

An insurance company bases its rate-setting

requests on what it determines as its expected

loss figures, and this directly reflects whether

the physicians’ premiums will go up or down. In

my professional lifetime, I have never witnessed

a reduction.

We do expect that this Commission will care-

fully scrutinize the loss development and trending

statistics and will certify or deny them and will

come forward with rate-setting based on this cer-

tification or denial.

We bow to your judgment, and we now accept

whatever decision you make.

I will now discuss the ‘'claims-made” type of

insurance. Certainly I have no experience with

this type of insurance. I lcok upon it as an ex-

periment, and, as such, I do not see much ob-

jection. I carry fire insurance, automobile insur-

ance, term insurance, and home-owners insurance,

plus other forms of liability insurance, and I feel

they all fall into a like category. My Blue Cross

and Blue Shield policies are also of a similar

nature.

(Continued on page 76)
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teweightofscientific opinion:
If the pharmacist substituted a

Jnically equivalent drug for the

Jyou have specified for your

i mt—could you be certain of that

fluct’s safety and effectiveness

ply because the chemical content

the same?

Definitely not, unless bio-

valence tests and other quality

ranee checks had been conducted,

pharmaceutical industry and

y scientists have maintained this

tion for years, but others have

-tioned it. Now the Office of

inology Assessment of the

gress of the United States has

rted on the issue in its Drug
quivalence Study.*

Here are a few definitive state-

its in the O.T.A. report:

. the problem of bioinequiva-

y in chemically equivalent prod-

|

is a real one. Since the studies in

:h lack of bioequivalence was

onstrated involved marketed

Jlucts that met current compen-

standards, these documented in-

ces constitute unequivocal

I

mce that neither the present

lards for testing the finished

uct nor the specifications for

rials, manufacturing process,

:ontrols are adequate to ensure

that ostensibly equivalent drug prod-

ucts are, in fact, equivalent in bio-

availability.

DRUG
bioequivalence

sm
a or r.*«

OfFICC Of TBCMNOl-OOV ARflCMM«»lT
ORUO 0IOBQUIVAl«NCt BTUOIT •’ANfl

“While these therapeutic fail-

ures resulting from problems of bio-

availability were recognized and

well documented, it is entirely possi-

ble that other therapeutic failures

and/ or instances of toxicity that had

a similar basis have escaped

attention.”

The Pharmaceutical Manufac-

turers Association supports federal

legislative amendments that would

require manufacturers of duplicate

prescription pharmaceutical prod-

ucts, subject to new drug procedures,

to document:

(a) chemical equivalence; and

(b) biological equivalence, where

bioavailability test methods have

been validated as a reliable means
of assuring clinical equivalence; or

(c) where such validation is not

possible, therapeutic equivalence.

In addition, the PMA supports

federal legislation that would require

certification of all manufacturers of

prescription products before they

could start in business, annual in-

spections and certification thereafter,

and strict adherence to FDA regula-

tions on good manufacturing

i practices.

The overall quality of the

United States drug supply is excel-

lent. But only a total quality assur-

ance program, envisaged in these and

other policy positions adopted by the

PMA Board of Directors in 1974,

can bring about acceptable levels of

performance by all prescription drug

manufacturers and thereby assure the

integrity of your prescription . .

.

Pharmaceutical Manufacturers

Association

1155 Fifteenth Street, N.

W

Washington, D.C. 20005

*Copies of the complete report on Drug
Bioequivalence may be obtained from the

Superintendent of Documents, U.S.

Government Printing Office, Washington,

D.C. 20402.

wotectingthe

ntegrityof.

ourprescription



PRESIDENT’S PAGE
(Continued from page 73)

My greatest fear is that the insurance com-

panies may soon find their experiment is not work-

ing the way they had planned and will summarily

drop the coverage and leave our doctors without

the liability insurance. I can also visualize the

possibility of a physician having a claim against

him and then having the insurance company

refuse to insure him for the next year. The St.

Paul Insurance Company guarantees in its

“claims-made” policy that a physician will be

able to purchase protection after he has either

RETIRED or TRANSFERRED to another in-

surance program. It does not in any way guar-

antee that a physician will be able to buy a

“claims-made” policy year after year UNTIL he

letires or transfers. To me this is a grievous fault.

1 strongly urge the ‘’claims-made” policy with

the premiums renegotiated on a year to year basis

if and when indicated. The Rhode Island Medical

Society will assist in every way possible to reach

an agreement in these cases. I suggest we con-

sider a guaranteed renewable type of policy with

the renewal guaranteed for at least 3 years. The

Company must then be required to give at least

6 months' notice of its intention to terminate,

unless circumstances demand other action.

Alliaclive & functional Offices

Division of National Office Supply Co.

Designers & Suppliers of Offices

36 Branch Avenue Providence, R. I. 02904

(Jet. No. Main St.) GAspee 1-5228

I also feel we must know at the end of any

year exactly how wr

e fared. There is little need

under the “claims-made” policy for unallocated

reserves or allocated reserves beyond the date

of the expiration of the claims year so that, at

the end of any fiscal year, we should have a true

picture of the status of our insurance. I do not

by any stretch of the imagination expect that wr
e

will get refunds. I do expect that a good fiscal

experience should influence the premium rates

for the ensuing year.

We have all heard repeatedly the expression

“malpractice crisis’’. We have heard over and over

again the accusations of lawyers against doctors

and doctors against lawyers, and the patients

against lawyers and doctors, and all of these

against insurance companies. Xo one can pinpoint

the real culprit. The crisis has existed for a long

time. Only recently have we been hanging over

the precipice or under the sword of Damocles,

whichever you prefer. The one preeminent con-

cept is that now we need to exert all our expertise

and all our energies to help solve this unfortunate

dilemma. This is the third and most important

part of my presentation.

I will not discuss all the so-called “facts” with

which you are very wrell acquainted. I do not

intend to give you a rhetorical rehash of all the

programs, plans and suggestions set forth in great

volume in all the media as solutions for this un-

fortunate situation. We need to explore all ap-

proaches to our mutual problems and endeavor

to find a new forum which is fair, just and ex-

pedient for the resolution of professional liability

disputes.

All of ycu associated with the insurance com-

panies know’ full well how earnestly and fully

the Rhode Island Medical Society has cooperated

with you in helping your attorneys and your

claims investigators. We will continue to do so

and we will constantly search for ways to help

further. Our powers, however, are greatly limited.

We do not have any power of licensure nor of

recertification. We do have some control over the

physicians w’ho belong to the Rhode Island Medi-

cal Society, but we do not have any investigative

or punitive functions in regard to those physicians

who are not members. The insurance companies

can be of immense help in this area if they insist

that all of their insured doctors must be members

of our Society to qualify for a basic premium

rate. We can then more accurately identify the

“poor risk” doctor, and we can intensify our ef-
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for Ls to convert him (cr her) to a “good risk”

where possible. Programs, if they are to work,

must be 100 per cent. We cannot afford anything

less than total commitment from 100 per cent

of our doctors. The Rhode Island Medical So-

ciety can be most effective in this type of setting.

We need the authority to revoke, suspend or

otherwise restrict the license of a physician deemed

to be unfit to practice medicine for any reason

other than being a sick or disabled doctor.

The insurance companies must be the ones to

provide us with the facts and the names of the

“poor risk” doctors as they know them. We in

the Medical Society must reciprocate by uncover-

ing these individuals and informing the carriers,

and also do our utmost to reeducate, reform, or

rehabilitate these offenders. The total number of

dcctcrs sued for malpractice is small. The vast

majority of doctors have never been sued or even

threatened with a suit. With total coopera-

licn we should be able to uncover the bad apples

in the barrel.

Perhaps the single most important aspect of cur

mutual problems is with our legislature. We must

work together, and we must work expeditiously

to obtain legislative changes in the following areas:

1. Rectify the statute of limitations.

2. Place a ceiling on damages.

3. Establish a sliding scale for contingency

fees.

4. Limit or eliminate “pain and suffering” and

puntive damages as items for monetary damages.

5. Eliminate injury alone as a basis of neg-

ligence (res ipsa loquitur).

6. Limit guarantee of medical results to as-

surances in writing and not allow oral statements

to qualify the terms of written informed consent.

7. Eliminate the “ad damnum” clause in law

suits.

In long range plann'ng the insurance companies

should join with us in fostering compulsory and

binding arbitration and to have damages fixed

by an impartial board similar in concept to work-

men’s ccmpensation-type programs or, in other

words, a Medical Injury Compensation Board.

The Rhode Island Medical Society does not

have the manpower, the financial resources, or the

legal expertise to effect the changes I have out-

lined. All insurance companies writing medical

liability insurance should ioin forces with us, with

the State Department of Health, with Blue Cross

and Blue Shield, with the Bar Association, and

with representative consumer groups to evolve

a workable plan which must guarantee fair com-

pensation for those injured in medical accidents,

weed out spurious claims, eliminate the costly

adversary system and identify physicians who a:e

not performing.

We need insurance protection in order to con-

tinue in the practice of medicine or surgery. We
are willing to pay the premiums necessary to

keep our insurers in the medical liability business.

We need further assurances that cur policies will

continue in force for a reasonable length of time.

We need the backing of the insurance companies

to help us to supervise and assist in pinpointing

and upgrading all the doctors classified as “peer

risk,” and to do this we need to be able to have

100 per cent of Rhode Island doctors as members

of our State Medical Society.

Constantly escalating premiums and converting

to “claims-made” policies do not solve our prob-

lems. These are stop-gap expediencies which merely

postpones an eventual proper solution. As in an

iceberg, the remaining seven-eighths of the pro-

lem is as yet not visible. We must cooperate fully

in every way possible to alleviate the situation

now present which acts inevitably to the marked

detriment of our patients.

FOR SALE

EAST GREENWICH

GRACIOUS COLONIAL ESTATE

5 Bedrooms, 4 V2 Baths, 3 Fireplaces, Heated

Inground Pool, 3 Car Garage, Circular Drive-

way. Extras.

W. HENRY I

coleman
REALTORS

884-5522
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WhV isGdntanol
(sulfamethoxazole)

basictherapy in

nonobstructedurinar

)

tract infections?

Before prescribing, please consult complete
product information, a summary of which follows:

Indications: Acute, recurrent or chronic nonob-
structed urinary tract infections (primarily pyelonephritis,

pyelitis and cystitis) due to susceptible organisms. Note:

Carefully coordinate in vitro sulfonamide sensitivity tests

with bacteriologic and clinical response; add aminobenzoic
acid to follow-up culture media. The increasing frequency of re-

sistant organisms limits the usefulness of antibacterials includ-

ing sulfonamides, especially in chronic or recurrent urinary tract

infections. Measure sulfonamide blood levels as variations may
occur; 20 mg/ 100 ml should be maximum total level.

Contraindications: Sulfonamide hypersensitivity; pregnancy at

term and during nursing period; infants less than two months of age.

Warnings: Safety during pregnancy has not been established.

Sulfonamides should not be used for group A beta-hemolytic strep-

tococcal infections and will not eradicate or e-

vent sequelae (rheumatic fever, glomeruloneph s)

of such infections. Deaths from hypersensitivity rc*

tions, agranulocytosis, aplastic anemia and other fcxi

dyscrasias have been reported and early clinical signs (

throat, fever, pallor, purpura or jaundice) may indicate set

blood disorders. Frequent CBC and urinalysis with microsciic

examination are recommended during sulfonamide therapy. Ins fi*

cient data on children under six with chronic renal disease.

Precautions: Use cautiously in patients with impaired ren o:

hepatic function, severe allergy, bronchial asthma; in glucosS-

phosphate dehydrogenase-deficient individuals in whom d 8-

related hemolysis may occur. Maintain adequate fluid intakto

prevent crystalluria and stone formation.

Adverse Reactions: Blood dyscrasias (agranulocytosis, aps-

tic anemia, thrombocytopenia, leukopenia, hemolytic anemia, r-
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Because it is considered
a good choice...

for efficacy in nonobstructed cystitis, pyelonephritis

and pyelitis

for control of susceptible £ coli, Klebsiella-

Aerobacter, Staph, aureus, Proteus mirabilis and,

less frequently, Proteus vulgaris

u for prompt antibacterial blood and urine levels in

from 2 to 3 hours after initial 2-gram adult dose

for economical around-the-clock coverage

for maximum patient cooperation with easy-to-

remember B.I.D. dosage

Basic Therapy

Gantanol
(sulfamethoxazole)

Tablets/Suspension

(0.5Gm) (0.5 Gm/teasp.)

lira, hypoprothrombinemia and methemoglobinemia); allergic

iactions (erythema multiforme, skin eruptions, epidermal necroly-

|3, urticaria, serum sickness, pruritus, exfoliative dermatitis, ana-
uylactoid reactions, periorbital edema, conjunctival and scleral

ection, photosensitization, arthralgia and allergic myocarditis);

listrointestinal reactions (nausea, emesis, abdominal pains, hepa-
is, diarrhea, anorexia, pancreatitis and stomatitis); CNS reactions

eadache, peripheral neuritis, mental depression, convulsions,

axia, hallucinations, tinnitus, vertigo and insomnia); miscellaneous
actions (drug fever, chills, toxic nephrosis with oliguria and
nuria, periarteritis nodosa and L.E. phenomenon). Due to certain

oemical similarities with some goitrogens, diuretics (acetazola-

ide, thiazides) and oral hypoglycemic agents, sulfonamides have
Jused rare instances of goiter production, diuresis and hypogly-

emia as well as thyroid malignancies in rats following long-term

dministration. Cross-sensitivity with these agents may exist.

Dosage: Systemic sulfonamides are contraindicated in in-

fants under 2 months of age (except adjunctively with pyrimetha-

mine in congenital toxoplasmosis).

Usual adult dosage: 2 Gm (4 tabs or teasp.) initially, then 1 Gm
b.i.d. or t.i.d. depending on severity of infection.

Usual child's dosage: 0.5 Gm (1 tab or teasp.)/20 lbs of body

weight initially, then 0.25 Gm/20 lbs b.i.d. Maximum dose should

not exceed 75 mg/kg/24 hrs.

Supplied: Tablets, 0.5 Gm sulfamethoxazole; Suspension,

0.5 Gm sulfamethoxazole/teaspoonful.

Roche Laboratories
Division of Hoffmann-La Roche Inc.

Nutley, N.J. 07110



ry for OVERWORKED DOCTORS

It would be rare indeed to find a physi-
cian who doesn’t put in long, tiring hours,
working in the area of death vs. life. Add
to that, the years spent in earning your
M.D., the untold hours of post-graduate
study and the nights perusing medical
literature to keep abreast of the latest

developments in your fast-changing pro-

fession.

Surely, you deserve something beyond
the satisfaction of doing your job well.

Suggestion: investigate the pleasures of

owning "The Perfect Car”. We, too, have
spent years in perfecting our techniques
of delivering to our customers cars that

have been gone over with a fine-tooth

comb. We "fit" it. Every “bug" has been

taken out, and we test-drive the car for

200 miles before delivery, thus guaran-
teeing you'll avoid the aggravation of

squeaks, rattles, leaks, mechanical prob-

lems and just about anything which could

create dissatisfaction. We call it the

Tasca ABC Plan. It’s a major develop-

ment in satisfying customers.

Combine the Tasca ABC Plan with

great cars to start with, — Lincoln Con-
tinental, Mark IV, or the new Mercury
Monarch, and you’re well on your way
to relief from the tension which comes
from doing your job so conscientiously.

You deserve The Perfect Car, — from

Tasca. No appointment necessary.
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Important Note This drug is not a simple anal-

gesic. Do not administer casually. Carefully

evaluate patients before starting treatment and

keep them under close supervision Obtain a

detailed history, and complete physical and
laboratory examination (complete hemogram,
urinalysis, etc.) before prescribing and at fre-

quent intervals thereafter Carefully select pa-

tients. avoiding those responsive to routine

measures, contraindicated patients or those

who cannot be observed frequently Warn pa-

tients not to exceed recommended dosage
Short-term relief of severe symptoms with the

smallest possible dosage is the goal of therapy

Dosage should be taken with meals or a full

glass of milk. Substitute alka capsules for

tablets if dyspeptic symptoms occur Patients

should discontinue the drug and report immedi-

ately any sign of: fever, sore throat, oral lesions

(symptoms of blood dyscrasia); dyspepsia,

epigastric pain, symptoms of anemia, black or

tarry stools or other evidence of intestinal

ulceration or hemorrhage, skin reactions, signi-

ficant weight gain or edema A one-week trial

period is adequate Discontinue in the absence
of a favorable response Restrict treatment

periods to one week in patients over sixty

Indications: Rheumatoid arthritis, osteoarthritis,

bursitis, acute gouty arthritis and rheumatoid

spondylitis

Contraindications: Children 14 years or less:

senile patients: history or symptoms of G I in-

flammation or ulceration including severe, re-

current or persistent dyspepsia: history or

presence of drug allergy: blood dyscrasias.

renal hepatic or cardiac dysfunction, hyperten-

sion. thyroid disease, systemic edema, stomatitis

and salivary gland enlargement due to the drug:

polymyalgia rheumatica and temporal arteritis;

patients receiving other potent chemothera-
peutic agents, or long-term anticoagulant

therapy

Warnings Age. weight, dosage, duration of ther-

apy. existance of concomitant diseases, and
concurrent potent chemotherapy affect inci-

dence of toxic reactions. Carefully instruct and
observe the individual patient, especially the

aging (forty years and over) who have increased

susceptibility to the toxicity of the drug Use
lowest effective dosage Weigh initially unpre-

dictable benefits against potential risk of

severe, even fatal, reactions The disease con-

dition itself is unaltered by the drug Use with

caution in first trimester of pregnancy and in

nursing mothers. Drug may appear in cord

blood and breast milk Serious, even fatal, blood

dyscrasias. including aplastic anemia, may
occur suddenly despite regular hemograms, and
may become manifest days or weeks after ces-

sation of drug Any significant change in total

white count, relative decrease in granulo-

cytes. appearance of immature forms, or fall in

hematocrit should signal immediate cessation

of therapy and complete hematologic investiga-

tion Unexplained bleeding involving CNS.
adrenals, and G I tract has occurred The drug
may potentiate action of insulin, sulfonylurea,

and sulfonamide-type agents. Carefully observe

patients taking these agents Nontoxic and toxic

goiters and myxedema have been reported (the

drug reduces iodine uptake by the thyroid)

Blurred vision can be a significant toxic symp-
tom worthy of a complete ophthalmological ex-

amination Swelling of ankles or face in

patients under sixty may be prevented by

reducing dosage If edema occurs in patients

over sixty discontinue drug

Precautions The following should be accom-
plished at regular intervals Careful detailed

history for disease being treated and detection

of earliest signs of adverse reactions, complete

physical examination including check of pa-

tient's weight; complete weekly (especially for

the aging) or an every two week blood check;

pertinent laboratory studies. Caution patients

about participating in activity requiring alert-

ness and coordination, as driving a car. etc

Cases of leukemia have been reported in pa-

tients with a history of short- and long-term

therapy The majority of these patients were
over forty Remember that arthritic-type pains

can be the presenting symptom of leukemia

Adverse Reactions This is a potent drug; its

misuse can lead to serious results Review de-

tailed information before beginning therapy

Ulcerative esophagitis, acute and reactivated

gastric and duodenal ulcer with perforation

and hemorrhage, ulceration and perforation of

large bowel, occult G.l. bleeding with anemia,

gastritis, epigastric pain, hematemesis. dys-

pepsia. nausea, vomiting and diarrhea, abdomi-
nal distention, agranulocytosis, aplastic anemia,

hemolytic anemia, anemia due to blood loss in-

cluding occult G.l. bleeding, thrombocytopenia,

pancytopenia, leukemia, leukopenia, bone
marrow depression, sodium and chloride re-

tention, water retention and edema, plasma
dilution, respiratory alkalosis, metabolic acido-

sis. fatal and nonfatal hepatitis (cholestasis may
or may not be prominent), petechiae, purpura

without thrombocytopenia, toxic pruritus,

erythema nodosum, erythema multiforme.

Stevens-Johnson syndrome, Lyell s syndrome
(toxic necrotizing epidermolysis), exfoliative

dermatitis, serum sickness, hypersensitivity

angiitis (polyarteritis), anaphylactic shock,

urticaria, arthralgia, fever, rashes (all allergic

reactions require prompt and permanent with-

drawal of the drug), proteinuria, hematuria,

oliguria, anuria, renal failure with azotemia,

glomerulonephritis, acute tubular necrosis,

nephrotic syndrome, bilateral renal cortical

necrosis, renal stones, ureteral obstruction with

uric acid crystals due to uricosuric action of

drug, impaired renal function, cardiac decom-
pensation. hypertension, pericarditis, diffuse

interstitial myocarditis with muscle necrosis,

perivascular granulomata, aggravation of tem-

poral arteritis in patients with polymyalgia rheu-

matica. optic neuritis, blurred vision, retinal

hemorrhage, toxic amblyopia, retinal detach-

ment. hearing loss, hyperglycemia, thyroid

hyperplasia, toxic goiter, association of hyper-

thyroidism and hypothyroidism (causal relation-

ship not established), agitation, confusional

states, lethargy; CNS reactions associated with

overdosage, including convulsions, euphoria,

psychosis, depression, headaches, hallucina-

tions. giddiness, vertigo, coma, hyperventila-

tion. insomnia; ulcerative stomatitis, salivary

gland enlargement

(B)98- 146-070-J (10/71)

For complete details, including dosage, please

see full prescribing information.

GEIGY Pharmaceuticals

Division of CIBA-GEIGY Corporation

Ardsley. New York 10502

BU 10259



A New Look in Hotline Service.Three Lines -One Number.

274-4848
O

We’ve changed our telephone system to provide better service for you.

Blue Shield of Rhode Island, 444 Westminster Mall, Providence, R. 1. 02901



Isaac Ray Symposium
HUMAN RIGHTS, THE LAW, AND PSYCHIATRIC TREATMENT

MAY 24-23, 1975

Speakers will

THE HONORABLE DAVID L. BAZELON
Chief Judge, U. S. District Court of Appeals for the

District of Columbia Circuit
"Is the Adversary Process Essential to Due Process in

Psychiatry?"

ALAN M. DERSHOWITZ, LL.B.
Professor of Law, Harvard Law School

Dangerousness as a Criterion for Confinement '

BRUCE J. ENNIS, J.D.
Director, Civil Liberties and Mental Illness Project,

New York Civil Liberties Union
Emerging Legal Rights for the Mentally H andicapped"

A. LOUIS McGARRY, M.D.
Director of Legal Medicine, Massachusetts Department

of Mental Health
The Empirical Approach: The Voice of the Supreme

Court"

include

JACQUES QUEN, M.D.
Clinical Professor, Cornell University Medial Center

"Isaac Ray: Have We Learned His Lessons?"

JONAS R. RAPPEPORT, M.D.
Chief Medical Officer, Supreme Bench of Baltimore

"Enforced Treatment — Is It Treatment?"

ALAN A. STONE, M.D.
Professor of Law and Psychiatry, Harvard University

Faculty of Law and Faculty of Medicine
"The Right to Treatment and the Medical Establishment'

THE HONORABLE JOSEPH R. WEISBERGER
Presiding Justice of the R. I. Superior Court

Panelist and Discussant

Butler Hospital, 333 Grotto Avenue, Providence, Rhode Island

(A Brown University Teaching Hospital)

In affiliation with the R. I. District Branch,

American Psychiatric Association

and the R. I. Bar Association

Registration Fee — $25.00 Student Scholarships Available

Advance registration required. Send name, address and check to:

Isaac Ray Symposium, Butler Hospital, 333 Grotto Avenue, Providence, Rhode Island 02906.
Deadline May I, 1974. Make checks payable to Butler Hospital — Isaac Ray Symposium.

We plan and furnish professional offices of any size, from

the carpet up. Our professional interior designers work

with you or with your architect.

Our people are not only highly talented, they are

experienced.

Furnishing your office can be one thing you don’t have to

worry about. Just call us. 861-6010.

We have a
specialty too.

Office
interiors.

%
ROITMAN & SON, INC.
Fine Furniture and Accessories

161 South Mam Street.

Providence. Rhode Island 02903
Telephone (401) 861-6010

Open Monday and Thursday evenings until 9.

Convenient terms • Free parking

Delivery arranged beyond local area.



We deal

exclusively

in the investment

opportunities

of tax free

state and
municipal

bonds.

_ CAROLAN&CO. INC.
L i 2401 HOSPITAL TRUST TOWER

PROVIDENCE, R.l. 02903 (401) 331-1932

Introducing

NUVEEN
TAX-EXEMPT
BOND FUND
Check-a-Month Plan
Series 60
The coupon below will bring information on
how to obtain income which is entirely exempt
from Federal income taxes, in the opinion of

counsel. This new series consists of 200,000

units— each of which offers you a share in a

$20,000,000 par value portfolio of profession-

ally selected municipal bonds. The Fund's

chief objectives are conservation of capital and

tax-free return. Participants receive a monthly

check for their proportionate share of the tax-

free interest. For a free prospectus, call or

write your nearest Nuveen office or:

WAYNE E. CROSS

1349 West Shore Road, Warwick, R. 1.-738-4574
representing

INVESTORS DIVERSIFIED SERVICES
Please vend me information of the Nuveen
Check-a-Month Plan.

NUVEEN
TAX-EXEMPT
BOND 'FUND

The PainPhone
When a telephone prescription for pain relief

is necessary or convenient, you can call in your
order for Empirin Compound with Codeine in

45 of the 50 states! That includes No. 4, which
provides a full grain of codeine for more intense,

acute pain.

f The exceptions:

Alaska, Arizona, Maine,
Oregon, Rhode Island, and
the District of Columbia.

Wellcome

Burroughs Wellcome Co.
Research Triangle Park
North Carolina 27709

COMPOUND
i CODEINE
No. 4 codeine phosphate*
(64.8 mg] gr 1

No. 3 codeine phosphate*

(32.4 mg] gr Yz

Each tablet also contains aspirin

gr 31/2, phenacetin gr 21/2,

caffeine gr V2 .

* Warning- may be habit-forming.



Profile "20"

Results in

Lowering Medical Costs

Profile "20" includes the following:

CALCIUM

INORGANIC PHOSPHATE

GLUCOSE

UREA NITROGEN

UREA ACID

CHOLESTEROL

BILIRUBIN

TOTAL PROTEIN

ALBUMIN

GLOBULIN

ALK. PHOSPHATASE

LDH

SGOT

HEMOGLOBIN

HEMATOCRIT

WHITE BLOOD COUNT

RED BLOOD COUNT

MCH
MCV

MCHC

ALL 20 PROCEDURES

$15.00

335 BROADWAY
PROVIDENCE. R. I. 02909 TEL. 421-3100

ANGELO VITICONTE. A. B. M. T.

DIRECTOR
ASCANIO D! PIPPO DONALD MATTERA

Ph.. D B.S. M.T. (ASCP)

IMPORTANT INFORMATION: This is a Sched-
ule V substance by Federal law: diphenoxylate
HCI is chemically related <o meperidine. In

case ol overdosage or individual hypersensitiv-
ity, reactions similar to tho*e alter meperidine
or morphine overdosage may occur; treatment
is similar to that for meperidine or morphine
Intoxication (prolonged and careful monitor-
ing). Respiratory depression may recur in spite
of an initial response to Nalline® (nalorphine
HCI) or may be evidenced as late as 30 hours
alter ingestion. LOMOTIL IS NOT AN INNOC-
UOUS DRUG AND DOSAGE RECOMMENDA-
TIONS SHOULD BE STRICTLY ADHERED TO
ESPECIALLY IN CHILDREN THIS MEDICA-
TION SHOULD BE KEPT OUT OF REACH OF
CHILDREN.

Indications Lomotil is effective as adjunctive ther-

apy in the management of diarrhea.

Contraindications: In children less than 2 years, due
to the decreased safety margin in younger age
groups, and in patients who are jaundiced or hyper-
sensitive to diphenoxylate HCI or atropine.

Warnings Use with caution in young children, be-
cause of variable response, and with extreme cau-

j

lion in patients with cirrhosis and other advanced
hepatic disease or abnormal liver function tests,

because of possible hepatic coma Diphenoxylate l

HCI may potentiate the action of barbiturates, tran- I

quilizers and alcohol. In theory, the concurrent use i

with monoamine oxidase inhibitors could precipitate
I

hypertensive crisis.

Usage in pregnancy: Weigh the potential benefits
j

against possible risks before using during preg-
nancy. lactation or in women of childbearing age
Diphenoxylate HCI and atropine are secreted in the
breast milk of nursing mothers.

Precautions: Addiction (dependency) to diphenoxy- I

late HCI is theoretically possible at high dosage Do !

not exceed recommended dosages Administer with i

caution to patients receiving addicting drugs or
]

known to be addiction prone or having a history of

drug abuse The subtherapeutic amount of atropine is
J

added to discourage deliberate overdosage; strictly I

observe contraindications, warnings and precautions i

for atropine: use with caution in children since signs J

of atropinism may occur even with the recommended
dosage.

Adverse reactions: Atropine effects include dryness i

of skin and mucous membranes, flushing and urinary
|

retention. Other side effects with Lomotil include
nausea, sedation, vomiting, swelling of the gums,

j
abdominal discomfort, respiratory depression, numb- <

ness of the extremities, headache, dizziness, depres-
sion. malaise, drowsiness, coma, lethargy, anorexia,
restlessness, euphoria, pruritus, angioneurotic 1

edema, giant urticaria and paralytic ileus.

Dosage and administration: Lomotil Is contralndl- I

cated in children less than 2 years old. Use only '

j

Lomotil liquid for children 2 to 12 years old. For 1

ages 2 to 5 years, 4 ml. (2 mg.) t.i.d.; 5 to 8 years. 4

ml (2 mg ) q i d : 8 to 12 years. 4 ml. (2 mg ) 5

times daily; adults, two tablets (5 mg.) t.i.d. to two
tablets (5 mg.) q.i.d. or two regular teaspoonfuls I

(10 ml.. 5 mg ) q i d. Maintenance dosage may be as
low as one fourth of the initial dosage Make down-
ward dosage adjustment as soon as initial symptoms
are controlled

Overdosage: Keep the medication out of the reach i

of children since accidental overdosage may cause i

severe, even fatal, respiratory depression. Signs of I

overdosage include flushing, lethargy or coma, hy-
j

potonic reflexes, nystagmus, pinpoint pupils, tachy- I

cardia and respiratory depression which may occur
j

12 to 30 hours after overdose Evacuate stomach by I

lavage, establish a patent airway and. when neces-
sary. assist respiration mechanically. Use a narcotic
antagonist in severe respiratory depression. Obser- I

vatlon should extend over at least 48 hours.

Dosage forms: Tablets, 2.5 mg. of diphenoxylate
HCI with 0 025 mg of atropine sulfate. Liquid, 2 5

mg of diphenoxylate HCI and 0 025 mg of atropine
sulfate per 5 ml A plastic dropper calibrated in in-

crements of Vz ml. (total capacity. 2 ml.) accom-
panies each 2-oz bottle of Lomotil liquid.

Searle & Co.
San Juan. Puerto Rico 00936

Address medical inquiries to:

G. D Searle & Co
Medical Department. Box 5110.
Chicago. Illinois 60680

SEARLE

454 R
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When diarrhea has his number...

Lomotil puts him back in the game.
Physicians and patients both
want prompt control of the

symptoms of diarrhea. A rapid,

jncontrolled loss of fluids and
slectrolytes can cause a medical
crisis, particularly in children, and
n patients who are seriously ill,

cr in people who are badly

jndernourished.
Lomotil usually stops diarrhea

Dromptly. This rapid action halts

:he emergency aspect of diarrhea

and is comforting and reassuring

to the patient. Electrolyte and fluid

losses can be corrected while the

specific cause of the diarrhea is

being determined. If an infective

agent is the cause, appropriate

antibiotic therapy should be given

along with Lomotil.

Lomotil has few side effects,

and those that do occur are

generally mild.

Lomotil
TABLETS/LIQUID

Each tablet and each 5 ml. of liquid contain:
diphenoxylate hydrochloride 2.5 mg.

(Warning: May be habit forming)
atropine sulfate 0.025 mg.

Jsually stops diarrhea promptly.
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half-ounce
o prevention

Use it to prevent a topical infection. Or to treat one that’s already started.

In either case, it’s good medicine. Whether for lacerations,

burns, open wounds, IV catheter or surgical aftercare.

Neosporin
5 Ointment provides broad antibacterial coverage against common

susceptible pathogens. And since it containsthree antibiotics that are

rarely used systemically, the risk of sensitization is reduced.

Neosporin Ointment. A half-ounce of prevention. Also available in a

full ounce of prevention and in convenient foil packets.

Neosporin Ointment carried on Apollo and Skylab missions.

Neosporin Ointment
(polymyxin B-bacitracin-neomycin)

Each gram contains: Aerosporin® brand Polymyxin B Sulfate 5,000 units; zinc bacitracin 400 units;

neomycin sulfate 5 mg (equivalent to 3.5 mg neomycin base); special white petrolatum qs.

In tubes of 1 oz and 1/2 oz and 1/32 oz (approx.) foil packets.

INDICATIONS: Therapeutically, used as an adjunct to appropriate systemic
therapy for topical infections, primary or secondary, due to susceptible organ-

isms, as in: • infected burns, skin grafts, surgical incisions, otitis externa

• primary pyodermas (impetigo, ecthyma, sycosis vulgaris, paronychia) • second-
arily infected dermatoses (eczema, herpes, and seborrheic dermatitis)

• traumatic lesions, inflamed or suppurating as a result of bacterial infection.

Prophylactically. the ointment may be used to prevent bacterial contamination
in burns, skin grafts, incisions, and other clean lesions. For abrasions, minor cuts
and wounds accidentally incurred, its use may prevent the development of

infection and permit wound healing.

CONTRAINDICATIONS: Not for use in the eyes or external ear canal if the eardrum
is perforated. This product is contraindicated in those individuals who have
shown hypersensitivity to any of the components.

WARNING: Because of the potential hazard of nephrotoxicity and ototoxicity

due to neomycin, care should be exercised when using this product in treating

extensive burns, trophic ulceration and other extensive conditions where

absorption of neomycin is possible. In burns where more than 20 percent tl>

body surface is affected, especially if the patient has impaired renal func n

or is receiving other aminoglycoside antibiotics concurrently, not more tf

one application a day is recommended.

PRECAUTIONS: As with other antibacterial preparations, prolonged use m;
result in overgrowth of nonsusceptible organisms, including fungi. Approptc
measures should be taken if this occurs.

ADVERSE REACTIONS: Neomycin is a not uncommon cutaneous sensitizer.

Articles in the current literature indicate an increase in the prevalence of :rs

allergic to neomycin. Ototoxicity and nephrotoxicity have been reported
1

(see Warning section).

Complete literature available on request from Professional Services De P"-

Burroughs Wellcome Co.
Research Triangle Park
North Carolina 27709



efore prescribing, see complete prescribing

lformation in SK&F literature or PDR The
blowing is a brief summary,

idications: Edema associated with congestive

eart failure, cirrhosis of the liver, the nephrotic

yndrome; steroid-induced and idiopathic

jema; edema resistant to other diuretic ther-

py. Also, mild to moderate hypertension,

'ontraindications: Pre-existing elevated serum
otassium. Hypersensitivity to either com-
onent. Continued use in progressive renal or

epatic dysfunction or developing hyperkalemia.

Varnings: Do not use dietary potassium supple-

lents or potassium salts unless hypokalemia
evelops or dietary potassium intake is markedly
npaired. Enteric-coated potassium salts may
ause small bowel stenosis with or without
lceration. Hyperkalemia (>5.4mEq/L) has
een reported in 4% of patients under 60 years,

1 12% of patients over 60 years, and in less

nan 8% of patients overall. Rarely, cases have
een associated with cardiac irregularities.

Accordingly, check serum potassium during
herapy, particularly in patients with suspected

r confirmed renal insufficiency (e.g., elderly or

iabetics). If hyperkalemia develops, substitute

thiazide alone. If spironolactone is used con-

omitantly with ‘Dyazide’, check serum potas-

ium frequently —both can cause potassium re-

ention and sometimes hyperkalemia. Two
leaths have been reported in patients on such
ombined therapy (in one, recommended dosage
vas exceeded; in the other, serum electrolytes

vere not properly monitored). Observe patients

>n ‘Dyazide’ regularly for possible blood dys-

rasias, liver damage or other idiosyncratic

eactions. Blood dyscrasias have been reported

n patients receiving Dyrenium (triamterene,

jK&F). Rarely, leukopenia, thrombocytopenia,
igranulocytosis, and aplastic anemia have been
eported with the thiazides. Watch for signs of

mpending coma in acutely ill cirrhotics. Thia-

hdes are reported to cross the placental barrier

ind appear in breast milk. This may result in

etal or neonatal hyperbilirubinemia, thrombo-
rytopenia, altered carbohydrate metabolism
snd possibly other adverse reactions that have
jccurred in the adult. When used during
pregnancy or in women who might bear
:hildren . weigh potential benefits against

possible hazards to fetus.

Precautions: Do periodic serum electrolyte and
3UN determinations. Do periodic hematologic
studies in cirrhotics with splenomegaly. Anti-

lypertensive effects may be enhanced in post-

sympathectomy patients. The following may
xscur: hyperuricemia and gout, reversible

litrogen retention, decreasing alkali reserve
<vith possible metabolic acidosis, hypergly-
:emia and glycosuria (diabetic insulin require-

nents may be altered), digitalis intoxication (in

lypokalemia). Use cautiously in surgical pa-
rents. Concomitant use with antihypertensive
agents may result in an additive hypotensive
affect.

Adverse Reactions: Muscle cramps, weakness-
dizziness, headache, dry mouth; anaphylaxis;

'

'ash, urticaria, photosensitivity, purpura, other
dermatological conditions; nausea and vomiting
may indicate electrolyte imbalance), diarrhea,
aonstipation, other gastrointestinal disturbances.
Rarely, necrotizing vasculitis, paresthesias,
cterus, pancreatitis, and xanthopsia have
occurred with thiazides alone.

Supplied: Bottles of 100 capsules; in Single
Unit Packages of 100 (intended for institutional

Jse only).

KEEPTHE HYPERTENSIVE
PATIENTON THERAPY
KEEPTHERAPYSIMPLEWITH

DVfeZIDE
Each capsule contains 50 mg. of DyreniunT (brand of

triamterene) and 25 mg. of hydrochlorothiazide.

Neither inconvenient potassium supplements

nor special K+ rich diets needed as a rule.

Just ‘Dyazide’ once or twice daily for maintenance.

Two prime reasons patients drop out of hypertensive therapy are ( 1

)

the patient failed to understand directions, and (2) the regimen was

overly complicated. Dosage is simple with ‘Dyazide’, easily understood,

once or twice daily, depending on response. There’s no need to com-

plicate the regimen with potassium supplements or unwieldy

potassium-rich diets.

5K&F CO.
Carolina, P.R. 00630
Subsidiary of

SmithKline Corporation
TO KEEP BLOOD PRESSUREDOWN
AND KEEP POTASSIUM LEVELS UP



On land, sea, and inthe air...

Up to 24 hours of effective control with
a single dose. ..in nausea, vomiting and
dizziness associated with motion sickness.

Dosage: 25 to 50 mg. 1 hour before travel.

Available on prescription only.

BRIEF SUMMARY OF PRESCRIBING INFORMATION
CONTRAINDICATIONS. Administration of Antivert

during pregnancy or to women who may become pregnant

is contraindicated in view of the teratogenic effect of the

drug in rats.

The administration of meclizine to pregnant rats during

the 12-15 day of gestation has produced deft palate in the

offspring. Limited studies using doses of over 100 mg./kg./

day in rabbits and 10 mg./kg./day in pigs and monkeys did

Antivert/25 ChewableTablets
(meclizineHC1) 25 mg.

formotion sickness

not show cleft palate. Congeners of meclizine have caus

cleft palate in species other than the rat.

Meclizine HC1 is contraindicated in individuals w
have shown a previous hypersensitivity to it.

WARNINGS. Since drowsiness may, on occasion, occ

with use of this drug, patients should be warned of this pc

sibility and cautioned against driving a car or operati

dangerous machinery'.

Usage in Children: Clinical studies establishing safety a

effectiveness in children have not been done; therefo

usage is not recommended in the pediatric age group.

Usage in Pregnancy: See “Contraindications.”

ADVERSE REACTIONS. Drowsiness, w/N/NPtl/N j*tm

dry mouth and, on rare occasions, riv^Mva Ulm
blurred vision have been reported.

A division of Pfizer Pharmaceut
New York. New York 10017



NOTICE

MEMBERS OF A.C.S.

MEMBERS OF A.M.A.
*$

Can get the "right answers"

about recent changes, and

how they may be affected,

by writing or 'phoning to:

R. A. DEROSIER AGENCY

215 Waterman Avenue

East Providence, Rhode Island

Tel. 438-0660

ATTENTION:

Doctors and Nurses

Here's a way to preserve any picture, di-

ploma, certificate, etc. forever. Just by calling

or writing to:

LAMINATING UNLIMITED

1492 Park Avenue

Cranston, R. I. 02920

(401) 943-1884

Wherever you go,

forget your telephone

calls. We ll take them

for you, day or night

MEDICAL BUREAU

of the

Providence Medical Association

March, 1975 85



Malpractice

protection

is serious

business!

Talk only to the experts!

And let them speak for you. By all

means, discuss your treatment with your
patients during treatment. But should a

patient’s lawyer want to speak to you
about your treatment, don’t put yourself

at a disadvantage. Let lawyers talk to

lawyers. Refer him to the legal counsel

for your professional liability insurance

company.

And when it comes to malpractice liabil-

ity insurance, talk to the Man from
Starkweather & Shepley. As a leading

agency for the St. Paul Insurance Com-
pany, he can provide you coverage up to

$1 million. In fact, he can provide you
with a total insurance program covering

all your professional and personal needs.

Yes, talk to your patients about medicine,
let the Man from S & S talk to you about
insurance and let the insurance company
lawyers talk about law.

Contact Gardner C. Borden, C.P.C.U.

Starkweather & Shepley, Inc.

155 South Main Street

Providence, R. I. 421-6900

1 ONE SOURCE /TOTAL INSURANCE

559-9

HEALTH HAVENS

Registered Professional Nurses On All Shifts

Dietician Physiotherapist

Organized But Open Medical Staff

Ethically Managed

100 Wampanoag Trail East Providence

Tel. 438-4275

JCAH Accredited

A SKILLED NURSING HOME
MEDICARE PARTICIPATING

POOLS BY AQUA FUN
BUILDERS IN THE ART OF

CUSTOM POOLS

Specializing In

ONE PIECE FIBERGLASS POOLS -

NO SEAMS

WITH SELF CLEANING POOL SYSTEMS

FREE FORMS -

DESIGN YOUR OWN POOL

VISIT OUR INDOOR DISPLAY POOL

384 Atwood Ave., Rt. 5

Cranston, R.l.

Tel.: 944-2010
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“Gentlemen,
ongratulations are inorder”

“A.H. Robins asked me
d compare the banana flavor of their

)onnagel® -PG with the real thing and,

>y jove, I couldn’t tell the difference,

lot even in sip-by-sip comparison,
bnazing!

“There’s no unpleasant
•aregoric taste because there’s no
'aregoric. Clever, wouldn’t you say?
nstead, A. H. Robins uses the thera-

ieutic equivalent, powdered opium,
o promote the production of formed

stools and lessen the urge.

And Donnagel-PG also provides the

demulcent-detoxicant effects of kaolin

and pectin, plus the antispasmodic

benefits of belladonna alkaloids.

“But what I find most impressive

is the skillful manner in which
A. H. Robins has combined these

ingredients with that delicate flavor

of vintage bananas. Smashing,
absolutely smashing!

“May I propose a toast?”

Donnagel-PG. <5
Donnagel with paregoric equivalent

Each 30 cc contains:

Kaolin 6 Og
Pectin 1 42 8mg
Hyoscyaminesulfate 0 1037mg
Atropinesulfate 0 0194mg
Hyoscine hydrobromide 0 0065 mg
Powderedopium. USP 24 0mg

(equivalent to paregoric 6 ml )

(warning may be habit forming)

Sodium benzoate 60 0 mg
(preservative)

Alcohol. 5%
(v Available on oral prescription or without prescnption

incompliance with applicable state and local law

/PHROBINS
A H Robins Company. Richmond. Virginia 23220





AHPOBINS

M COUGHS
OF COIDS,

TUCANDUJU;

CLEAR
THE
TRACT

Fall and winter coughs are back. Time to

help clear the lower respiratory tract with

the five Robitussins and Cough Calmers.
All contain glyceryl guaiacolate, the effi-

cient expectorant that works systemically

to help increase the output of lower respira-

tory tract fluid. The enhanced flow of less

viscid secretions soothes the tracheo-
bronchial mucosa, promotes ciliary action,

and makes thick, inspissated mucus less

viscid and easier to raise. Available on
your prescription or recommendation.

For unproductive coughs

ROBITUSSIN®
Each 5 cc. contains:

Glyceryl guaiacolate 100 mg.
Alcohol, 3.5%

For severe coughs

ROBITUSSIN A-C®(2
Each 5 cc. contains:

Glyceryl guaiacolate 100 mg.
Codeine phosphate 10.0 mg.

(warning: may be habit forming)

Alcohol, 3.5%

Non-narcotic for 6-8 hr. cough control

ROBITUSSIN-DM®
Each 5 cc. contains:

Glyceryl guaiacolate 100 mg.
Dextromethorphan hydrobromide 15 mg.

Alcohol, 1 .4%

Robitussin-DM in solid form lor "coughs on the go"

COUGH CALMERS®
Each Cough Calmer contains:

Glyceryl guaiacolate 50 mg.
Dextromethorphan hydrobromide 7.5 mg.

Clears nasal and sinus passages as it relieves coughs

ROBITUSSIN-PE®
Each 5 cc. contains:

Glyceryl guaiacolate 100 mg.
Phenylephrine hydrochloride 10 mg.

Alcohol, 1.4%

MEET THE NEWEST MEMBER OF THE LINE

Comprehensive decongestant action helps control

cough and clear stuffy nose and sinuses. Non-narcotic.

ROBITUSSIN®-CF
Each 5 cc. contains:

Glyceryl guaiacolate 50 mg.
Dextromethorphan hydrobromide 10.0 mg.
Phenylpropanolamine hydrochloride 12.5 mg.

Alcohol, 1.4%

Select the Robitussin^ formulation

that treats your patient’s

individual coughing needs:

ROBITUSSIN®

ROBITUSSIN A-C®

ROBITUSSIN-DM®

ROBITUSSIN-PE®

ROBITUSSIN®-CF

COUGH CALMERS®
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A. H. Robins Company, Richmond, Va. 23220
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FIORINDO A. SIMEONE, M.D.

In July, 1974 Dr. Fio.indo A. Simeons joined

the ranks of the emeriti at Brown University. Al-

though to many this signifies retirement, for Simie

it means the opportunity to take on a few addi-

tional jobs while most of the old ones refuse to

disappear. The faculty of the Section of Surgery

of the Brown University Program in Medicine

thought it fitting to mark the event with a sym-

posium and a dinner, jointly sponsored by the

Medical Staff of The Miriam Hospital. The papers

presented at the symposium by old colleagues and

students constitute this Festschrift in honor of

Doctor Simeone.

Arriving in the United States as a small child,

he spent most of his first score of years in academic

pursuits in Providence, both as a student and as an

educator. He establisheo firm roots in the com-

munity, attending public schools and Brown Uni-

versity, from which he received the A.B. and Sc.M.

degrees in 1929 and 19.30 respectively. From 1928-

30 he served for the first time on Brown Univer-

sity’s faculty as a Demonstrator in Biology.

The next two decades were spent in the Harvard

community as a medical student, as a researcher

with Dr. Walter B. Cannon, as a house pupil at

Massachusetts General Hospital and the Peter Bent

Brigham Hospital, and as a member of the faculty

of the Ftarvard Medical School. During World

War II he served as a. Consultant in Surgery,

chiefly in the African and Mediterranean theaters.

The management of severely injured patients, a

major and persistent civilian as well as military

problem, was immeasurably improved as a result

Cif studies of battle casualties made by Doctor

S'meone and others of the Harvard Surgical Unit.

Returning to Harvard and the Massachusetts

General Hospital after the war, Doctor Simeone

established the first physiolcgicallydoased and

chnically-oriented peripheral vascular laboratory.

Among the early Fellows working with Doctor

Simeone and Dr. Robert Linton in the laboratory,

was Dr. John Joseph (Jack) Cranley, Jr. Doctor

Cranley has since become a leading vascular sur-

geon, author of important texts on vascular dis-

ease, and Director of the Department of Surgery

at the Good Samaritan Hospital in Cincinnati.

In 1950 Doctor Simeone accepted an invitation

to become Professor of Surgery at Western Re-

serve University and the first full-time Director of

the Department of Surgery at the City Hospital

(now the Cleveland Metropolitan General Hos-

pital). There, he played a major role in the de-

velopment of the widely admired and often imita-

ted “new curriculum” of Western Reserve Uni-

versity School of Medicine. His researches on the

contro of the circulation and the physiology of

shock contributed significantly to the understand-

ing of problems in these areas.

His first two associates in Cleveland were Dr.

Brown M. Dcbyns and Dr. George H. A. Clowes.

Also coming from Massachusetts General Hospi-

tal, where he had worked with Drs. Oliver Cope

and James Howard Means, Doctor Dobyns has

continued extensive studies of the thyroid gland,

especially of the effects of radiation. He is cur-

rently Professor of Surgery at Case Western Re-

serve University and Associate Director of the

Department of Surgery at the Metropolitan Gen-

eral Hospital. Doctor Clowes, a. noted mariner,

was prompted (I am told) by a discussion with

Doctor Simeone of fish and gills to develop the first

membrane oxygenatoc Its descendants are cur-

rently under intensive study at Brown and else-

where for long-term oxygenation of patients with

acute respiratory insufficiency. Doctor Clowes

began his extensive studies of critically ill patients

at the Metropolitan General Hospital and has con-

tinued them at the Medical College of South Caro-

lina, where he is now Clinical Professor of Surgery.

His latest faculty appointment has been as Lectu-

rer in Surgery at Brown University. Also joining

Doctor Simeene’s faculty at the Cleveland Metro-

politan General Hospital and Western Reserve Uni-

versity in 1958, was Dr. Robert W. Hopkins, who

continues the study of shock and dynamics of blood

How after following Doctor Simeone to Brown.

The three remaining participants in the Sym-

posium were Docto” Simeone’s residents at the

Cleveland Metropolitan General Hospital. Dr.

Richard B. Fratianne has remained at the

Metropolitan General Hospital, where he is

Director of the Burn Unit and Associate Pro-

fessor of Su’gerv at Case Western Reserve Uni-

ve~sity. Dr. Steven Z. Turney moved to the Uni-

versity cf Maryland, where he is Associate Profes-

sor of Cardiovascular Surgery and an expert in the

techniques of monitoring the critically ill. Dr. Ed-

w?.*'d G. Mansour also remained at the Metropoli-

tan General Hospital, where he is Director of Sur-

(Continued on page 134)
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Percutaneous Long-Term Hepatic Artery Infusion For

Primary And Metastatic Cancer In The Liver
J

Method Is Useful Where Initial Opera-
tive Placement Is Not Possible Or Where
Patient Refuses Surgery

By Edward G. Mansour, M.D.

Primary and metastatic malignancy involving the

liver is a continuing problem for surgeons and other

physicians who manage patients with cancer-. Re-

cent interest in the treatment of hepatic metastases

has accounted for numerous articles in the litera-

ture which detail the results of two therapeutic

approaches, surgical resection and infusion chemo-

therapy. Most radio therapists are reluctant to

treat the liver for metastatic malignant disease.

The use of an intraarterial catheter for the admin-

istration of cancer chemotherapeutic agents was

introduced in 1950 by Klopp and associates, when

fractionated doses of nitrogen mustard were given

over a six to fifteen day period. 9 Patients suffering

from cancer metastatic to the liver usually die

within two months to a year from the time of diag-

nosis.
2

’ 5> 8 The factors adversely affecting survival

were weight loss, intestinal symptoms, ascites, peri-

toneal seeding, extension of the primary carcinoma

to other viscera, histologic involvement of lymph

nodes or blood vessels, location within the colon,
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A. Simeone at Brown University, Providence, Rhode
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and extent of surgical therapy.5 Therefore, survival

is governed by hepatic failure, and logical treat-

treatments to postpone hepatic failure caused by

tumor growth should be instituted early in the

course of the disease. The effective management of

diffuse intrahepatic cancer is a challenging but po-

tentially rewarding problem. From 50 per cent to

75 per cent of patients who die from cancer have

metastasis in the liver,
3 but of more significance is

the fact that hepatic memstases often prevent cure

although the primary lesion can be controlled by

surgical resection.
7

The concept of the regional arterial infusion

chemotherapy for hepatic malignancy ;
s well estab-

lished. Watkins et al
13 have defined a standardized

operative technique for hepatic infustion. Ansfield

et al,
1 Massey et al,

10 and Tandon et al,
12 have

reported different techniques of percutaneously

placed catheters for hepatic artery infusion, but the

length of infusion did not exceed 21 days in any

of the series reported. The purpose of this study is

to present a new approach for percutaneous long-

term hepatic artery infusion.

MATERIALS AND METHODS
This study included 26 patients who were treated

by regional infusion of the liver at the Cleveland

Metropolitan General Hospital since January 1972.

Two patients received hepatic artery’ infusion twice.

(Continued on next page)
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The patients presented a variety of primary cancers

with the majority being in the oolon (Table I). In

each case the infusion catheter was inserted per-

cutaneously through a high brachial or axillary

artery approach in the non-dominant upper ex-

tremity. A celiac axis arteriogram with Hypaque®

50 per cent is initially performed to delineate the

arterial anatomy of the liver. When the right and

left hepatic arteries arise from a common hepatic

artery trunk, the tip of the catheter is hooked and

advanced into the hepatic artery under fluoroscopic

control. In two cases the right hepatic artery arose

from the superior mesenteric artery, and infusion

•vas carried out to the right lobe of the liver only.

The catheter is then safely anchored to the skin

of the axilla and connected to the infusion pump.

Three patients had the tip of the infusion catheter

TABLE I

PERCUTANEOUS HEPATIC ARTERY INFUSION

Number of Procedures 28

Number of Patients 26

Site of Primary Disease

Colon
‘ 14*

Liver 4

Biliary Tree 3

Pancreas 2

Stomach 1

Gall Bladder 1

Breast 1

*One case was LEIOMY'OSARCOMA OF RECTUM

proximal to the origin of the gastroduodenal artery,

but none of these patients developed nausea, vom-

iting, gastrointestinal bleeding, or clinical and

chemical signs of pancreatitis.

Continuous hepatic infusion is started immedi-

ately after placement of the catheter on the basis

of 15mg/kg/day of 5-fluorouracil for a ten day in-

duction period. This is followed by a maintenance

regimen of continuous infusion with 2mg/kg/day.

The induction is usually performed in the hospital,

using a high flow Sigmamotor pump, and the main-

tenance phase is carried out on ambulatory out-

patient basis using the Sigmamotor® ML6-2 bat-

tery operated pump with a microflow of 6-7 ml per

24 hours.

RESULTS

Twenty-six patients with a variety of primary

and metastatic hepatic or biliary carcinomas had

hepatic arterial catheters placed percutaneously

through a high brachial or axillary approach. The

primary sites of the tumor and their clinical re-

sponses are show in Table II. All patients were

classified as responders when they fulfill the fol-

lowing criteria:

1. Decrease in palpable liver size by six cm or

more.

2. Reduction in abnormal elevated liver func-

tions by 50 per cent or more.

3. Unequivocal regression of tumor by liver

scan.

4. Maintained improvement for longer than

three months.

5. Subjective improvements: appetite, weight

gain, improvement of functional status, and

loss of pain.

TABLE II

PERCUTANEOUS HEPATIC ARTERY INFUSION

Number Number
Treatments Evaluable Responders

Colon
Liver

Biliary Tree
Pancreas
Stomach
Breast
Gall Bladder

16 14

4 4

3 2

2 2

1 1

1 1

1 0

28 24

9 64.3%
1

1

1

0
1

0

13 54.2%

In the whole group 15 out of 24 cases showed

definite evidence of regression of their disease with

a response rate of 54.2 per ent. Nine out of the 14

patients with colonic carcinoma metastatic to the

liver showed objective regression with a response

rate of 64.3 per ent. These response rates are simi-

lar to those described by Donegan et al,
6 Tandon

et al,
12 Ansfield et al, 1 and Massey et al,

10
for

hepatic arterial infusion and far more superior than

the 17-23 per cent response rate with systemic in-

travenous 5-fluorouracil.

The duration of the infusion is determined by the

length of the stability of the catheter in the hepatic

artery, the patency of the hepatic artery' and the

progression of the disease. The position of the cath-

eter is initially checked iadiographically every' four

to five days while the patient is in the hospital and

every month thereafter. The average length of ar-

terial infusion is thirteen weeks with a range from

six weeks to seven and one-third months.

COMPLICATIONS
The complications encountered in this group of

patients are outlined in Table III. Four patients

lost their distal peripheral pulse without functional

deficit or ischemic changes in the extremity where

the catheter was placed. The infusion was contin-

ued in all four cases. Two patients thrombosed

the hepatic artery, while a third patient devel-

oped a fistula between the common bile duct
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TABLE III

PERCUTANEOUS HEPATIC ARTERY INFUSION
COMPLICATIONS

Loss of Peripheral Pulse Without Functional Deficit 4

Bleeding at Puncture Site (no transfusion) 1

Upper Gastrointestinal Bleeding 1

Hepatic Artery — C.B.D. Fistula (No Hemobilia) 1

Hepatic Artery Thrombosis 2
Pancreatitis 1*

Sepsis 1*

Cerebrovascular Accident (Emboli) 1*

Mortality Attributed to Catheter 1*

*These complications occurred in ONE patient.

and the hepatic artery without hemobilia. One pa-

tient who bled from the entry site of the catheter

was treated with pressure application and observa-

tion without the need for blood transfusion or re-

moval of the catheter. A patient with history of

acid peptic disease of the upper gastrointestinal

tract had massive bleeding with aspiration and

death. In one of the twenty-four evaluable cases

the catheter was removed after the onset of pan-

creatitis with sepsis. This patient immediately after

withdrawal of the catheter developed occlusion of

the right middle cerebral artery with hemiplegia

and expired nine days later. Post-mortem examina-

tion showed extensive metasis to the liver, periaor-

tic, suprapancreatic, and cervical lymph nodes.

Examination of the brain showed embolic occlusion

of the right middle cerebral artery with multiple

septic emboli in both cerebral hemispheres.

The only complications attributable to the per-

cutaneous approach are loss of peripheral pulse,

bleeding at catheter puncture site, and cerebral vas-

cular embolization and death. The remaining com-

plications are similar to but less frequent than

those described by Cadv4
in patients with catheters

placed directly in the hepatic artery by laparatomy.

DISCUSSION

A recent analysis of the natural history of 390 pa-

tients with hepatic metastases from a variety of can-

cers indicated that only seven per cent of patients

lived more than one year with an overall median

survival time of 75 days.8 The mean survival rate

of 177 patients with metastatic carcinoma of the

colon was 146 days, 37 of the 177 patients survived

for more than ten months. Seventy-five patients

with metastatic gastric carcinoma and 54 patients

with metastatic cancer of the pancreas and biliary

traJct had a 50 per cent mortality within two months

after diagnosis with a median survival of 60 days

for gastric carcinoma and 42 days for biliary and

pancreatic carcinoma.

Swinton et al,
n reported their six year result of

hepatic artery infusion for metastatic carcinoma of

Percutaneous Long-Term Hepatic Artery Infusion

Cancer in the Liver

the colon. In 82 treated patients the six and twelve

month survival rates were 65.9 per cent and 36.6

per cent, respectively, compared to another group

of 67 untreated patients whose six and twelve

month survival were 31.6 per cent and 17.9 per

cent, respectively.

We do not intend to compute survival data from

our small group but are very much encouraged that

our response rate is commensurate with that of

hepatic arterial infusion rather than systemic intra-

venous infusion. Based on the improvement in sur-

vival with prolonged maintenance chemotherapy in

metastatic carcinoma of the breast, Hodgkin’s dis-

ease, malignant lymphomas, and leukemias we are

expecting improved survival data with our long-

term percutaneous hepatic infusion. We realize that

placement of the catheter through an exploratory

laparotomy may achieve a better stability and pre-

cision, but it also carries a higher risk. We urge

the operative placement of the catheter in the he-

patic artery through the gastroduodenal artery at

the initial surgical intervention; but if it has not

been inserted at the first operation, we believe that

reexploration is not necessary. We encourage the

use of the percutaneous, long-term, ambulatory he-

patic artery infusion, partiuularly for those debili-

tated, high-risk patients with marked hepatome-

galy, liver decompensation, prior history of surgery

in the upper abdomen, and ascites. Patients who

demonstrated evidence of extensive local disease at

the initial exploration but in whom the surgeon was

unable to dissect safely the region of the hepatic

artery and those who refuse surgery compose the

best candidates for the percutaneous approach.

SUMMARY
1. This percutaneous approach should not re-

place the operative placement of the catheter

at the initial surgical intervention.

2. The percutaneous infusion can be performed

on patients who: (a) Are poor surgical risks;

(b) Refuse surgery; (c) Had previous sur-

gery in the upper abdomen so as to make

operative catheterization difficult and

lengthy; and (d) Have extensive local dis-

ease so that operative catheterization is im-

possible even at the initial surgical interven-

tion.

3. The percutaneous infusion can be safely con-

tinued on a long-term, ambulatory, and out-

of-the-hospital basis.

4. The rate of response of 64.3 per cent is simi-

lar to that obtained by the operative cathe-

( Concluded on page 122)
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Radiation Effects Of Radiodine On The Thyroid

Effects Vary With Dosage And Sensi-

tivity Of The Gland To Radiation

By Brown M. Dobyns, Ph.D., M.D.

Shortly after radioiodine became available, its

usefulness in the study of the physiology of the

thyroid for diagnosis and therapy become apparent.

As with all new tools in medicine, the question of

hazards as wiell as benefits arises. In the case of

radioiodine the benefits have far overshadowned the

possible deleterious effects. Medicine has been

blessed with a tool that has helped countless indi-

viduals with thyroid disease.

Early after the introduction of radioiodine, doses

of significant size were given with great caution to

reduce the excessive production of thyroid hormone

in patients with hyperthyroidism. Two matters of

concern were raised. One was the possibility of the

formation of neoplasms resulting from radiation in-

jury to tissues, as was know to occur following

some other types of radiation. The other was exces-

sive destruction of the thyroid so that the individ-

ual subsequently might suffer from hypothyroidism.

The latter is easily corrected by giving supplemental

thyroid hormone, provided the individual under-

stands the nature of his deficiency and is fully re-
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sponsible for maintaining his own health for the

remainder of his life. This we shall not discuss

further. The former issue of neoplasm formation

has been solved in some respects by widespread

clinical use of therapeutic doses of radioiodine

without the development of unusual numbers of

neoplasms.

RADIATION AND NEOPLASIA
In spite of the reassurance that the practical and

extensive use of that radioiodine
(

131
I) has afforded,

there are some observations regarding neoplasm

formation that give us reason to continue to explore

this issue. This is what I should like to review

today.

Several observations are noteworthy:

1. During the mid 1950s and 1960s an unex-

pected occurrence of papillary carcinomas began

appearing in the thyroids of some young adults who

had been treated 10 or 12 years earlier by x-ray

therapy about the head and neck for acne, hyper-

trophied tonsils, and thymic hypertrophy, etc.

when they were young children.

2. As time has passed, we have learned that

neoplasms of the thyroid are produced by radiation

from radioiodine more readily in animals than was

once thought. Some of these grow rapidly once they

develop; others are obviously benign.

3. There are more spontaneous malignant neo-

plasms of the thyroid in clinical subjects with
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Graves’ disease than was appreciated in the past,

but there is considerable question as to what their

clinical potential may be.

4. The size of the dose of 131
I which initiates

neoplasms is not the same that curtails thyroid

function or causes serious distortion of the archi-

tectural structure of the gland. The nucleus of the

thyroid cell is more readily damaged by radiation

than is the cytoplasm. The cell may survive and

continue to produce some hormone while its nu-

cleus bears some subtle damage that may only be-

come manifest at the time of cell division.

5. The dose which causes intrinsic derangement

of the nucleus of the cell may destroy the capacity

for cell division and thus preclude neoplasm forma-

tion. But somewhat less radiation may cripple only

the mitotic potentiality, resulting in a cell which,

when it attempts to divide, dies or, if it does divide,

exhibits cytogenetic aberrations which may be

manifest in a new cell line and a clone of cells that

give rise to a neoplasm.

6. In spite of the very low incidence of malig-

nant thyroid tumors following 131
I therapy, radio-

iodines have produced a surprisingly high incidence

of neoplasms under some conditions in man, such

as the Marshallese who were exposed to fallout

from the hydrogen bomb.

I should like to review the basis for some of

these statements and make some interpretations of

observations that we and others have made.

A relationship between x-radiation to the head,

neck, or thymic area in voung children and the sub-

sequent development of carcinoma of the thyroid

was first described by Duffy and Fitzgerald 1
in

1950. By 1961 Winship and Rosvoll2 had collected

562 cases of thyroid carcinomas in children under

the age of 1 5 years. They made an exhaustive effort

to trace and gain additional information concerning

radiation exposure in these individuals. Of all of

those who could be traced and questioned, an ex-

posure to radiation was found in 80 per cent. In

many cases the radiation given was relatively low.

As experience has been gained by many physicians,

it seems clear that this relationship is valid and

that the latent period for some of the thyroid masses

is greater than one and one-half decades after the

radiation exposure.3, 4
-
5

EFFECTS ON THE CELL

The effects of radiation from radioiodines is dose

dependent not only on different parts of the cell

but on different parts of the thyroid. The apparent

greater sensitivity of the nucleus than of the cyto-

plasm has been mentioned. Very early in the ex-

Figure 1 Bizarre Nuclear Form in a Thyroid of

Graves’ Disease Treated One Year Previously with
Radioiodine.

perience with this form of therapy some of us biop-

sied the thyroid or did a thyroidectomy because of

the persistence of hyperthyroidism. Bizarre nuclear

forms were seen in some of these glands ( Fig. 1 )

.

If the hyperthyroidism was abolished, evidence of

cellular hyperplasia and cellular hypertrophy (com-

monly recognized in the gland of Graves’ disease)

was gone, but some nuclei seemed very large and

irregular, as is seen in some malignant neoplasms.

Even though the hyperthyroidism might still be

present and the hyperplastic state of the gland was

still evident, the large irregular nuclear forms often

had developed. In addition to the large nuclei, there

were others which were smaller than normal, as if

they had lost some of their chromatin. In spite of

the bizarre nuclear form.-, the cells were surviving

and functioning to some extent some years after

radiation. Occasionally these strange cells appeared

in clusters (Fig. 2) in the thyroid of patients in

whom the driving force behind Graves’ disease was

still apparently operative and the gland was not

sufficiently damaged to control thyrotoxicosis. In

spite of this as years have passed, few neoplasms

have come to light in spite of this widely used

therapy.

To better evaluate the possible hazards of the

subsequent development of leukemia'1 or neoplasms

of the thyroid, a retrospective study was set up

(Continued on next page)
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Figure 2 A Microscopic Cluster of Cells with Bi-

zarre Nuclear Forms in the Thyroid of Graves’ Di-

sease Previously Treated Several Times with Radio-

active Iodine.

under the auspices of the Division of Radiological

Health of the Department of Health, Education and

Welfare to trace all patients treated with radio-

iodine between January, 1946 and December, 1964.

Twenty-six centers particularly interested in thy-

roid disease participated. Those patients that had

been treated by thyroidectomy or chronic antithyroid

drugs in the same centers were used for comparison.

There was a total of 36,050 patients in the study,

21,714 treated by 131
I, 11,732 by thyroidectomy,

and 1,233 by chronic use of antithyroid drugs. As

a result of diligent search, 98 per cent of the find-

tients were traced. Some of the details of the find-

ings with respect to leukemia7 and to benign and

malignant neoplasms8 have been reported. Although

there may be some association between hyperthy-

roidism and leukemia, there was no statistically

significant difference in the occurrence of leukemia

among patients treated with radioiodine or surgery. 7

NATIONAL STUDY

In this large national study some patients who

TABLE I

MALIGNANT LESIONS IN GRAVES’ DISEASE

ii

Thyroidectomy 10,013
Radioiodine 19,186
Antithyroid Drugs

1 yr. or more 1,144

la

41 110 3

6 129* 16

331 4

*There were 494 patients who had developed palpable
nodules which were not palpable before the 131 I

therapy and which had not been removed at the
close of the study. Since the latent interval be-
tween radiation exposure and the development of
neoplasms is long and the rate of growth often
very slow, it is unfortunate that continued follow-
up was limited by the cost of the study.

were subjected to thyroidectomy as primary treat-

ment were found to have a malignant neoplasm. In

three fourths of these cases the lesion was very

small. Xo mass had been palpated before surgery.

Because some patients treated with 131
I might have

harbored such a neoplasm at the time radioiodine

was given, any neoplasm which was found within

one year of 131
I treatment was considered to have

been a pre-existing lesion. Therefore patients were

divided into two groups. Lesions which were re-

moved within one year of primary therapy and

found to be a malignant lesion were classified as

a •‘co-occurring'’ lesion, in which case it could not

be attributable to the form of therapy that had

been used. Lesions removed one year or more after

primary treatment were considered "'post-occurring”

lesions. The findings are shown in Table I. This

study shows that malignant neoplasms after
131

I

are very rare.

On the basis of the accidental finding of 32 tiny

co-occurring malignant lesions found among 8,460

Graves’ disease patients who had no palpable mass

in the thyroid and who were treated by primary'

thyroidectomy, it may be predicted that 61 occult

malignant lesions might already have existed in the

16,042 patients treated with radioiodine. Of those

patients with Graves’ disease w'ho had no palpable

lesion at the time of 131
I treatment and who were

later operated (both co-occurring and post-occurring

lesions), only 12 histologically proven malignant

lesions wyene found. However, at the time the study

closed there were 494 individuals who had devel-

oped papable masses which had not been removed.
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None had been detected before 131
I therapy was

given. Some of these masses could represent very

slowly growing malignant lesions, but unfortunately

the study was terminated before the nature of the

masses could be known.

The types of malignant lesions found in this

study were of considerable interest. Among the

patients classified as having a co-occurring lesion,

all were of low grade; no anaplastic lesions were

found, but two may be considered as solid cellular.

In contrast, among 16 malignant post-occurring

lesions found in Graves’ disease patients whose pri-

mary treatment had been radioiodine four were

anaplastic. In an additional case treated first by

thyroidectomy and later by radioiodinie, the lesion

was a fibrosarcoma one year after the radiation.

In still another case which could not be classified

(Graves’ disease or toxic adenoma — not one of

Figure 3 A Microscopic Section of Rat Thyroid

with Superimposed Autoradiograph, Illustrating a

Small Non-functioning Neoplasm Arising Near the

Periphery of the Thyroid 18 months after 131 I.

The animal was given a small amount of 131 l and

tritiated thymidine 4 hours before sacrifice. The fine

stippling over the normal follicles is produced by

radioiodine. There is no radioiodine taken up by the

neoplasm in the center of the illustration. The in-

tensely black dots over some of the nuclei of the neo-

plasm identify those cells which were undergoing cell

division within the preceding 4 hours. Such concentra-

tions of thymidine over the nuclei in the normal tissue

were extremely rare except where the cells of the

neoplasm appear to have breached its capsule at the

right.

the 16 above), a “spindle cell carcinoma” was

found. All patients died rather promptly of these

highly malignant lesions. It is interesting that the

majority of the lesions found in our experimental

animals (rats, to be described later) were also solid

cellular in type, and many were quite anaplastic.

In this clinical follow-up study neoplasms oc-

curred more frequently when the 131
1 had been

used during the first two decades of life. However,

the number of children in the study was relatively

small because of the caution exercised by the cen-

ters and the decreasing use of 131
I in children as

time passed during the study.* In general it may

be concluded from this very large number of pa-

tients studied that the hazard of malignant neo-

plasia is not great; however, considering the long

latent period for development and slow growth rate

of many thyroid neoplasms, the follow-up period

for
131

1 treated patients was short in this study

(average 8 years).

EXPERIMENTAL STUDIES

Early in our experimental attempts to produce

thyroid neoplasms in animals rats) with radio-

Figure 4 A Neoplasm Found in a Rat Thyroid 16

months Following 131 l.

The blackened spots (see description fig. 3) on the

film superimposed on the microscopic section identify

those cells which were undergoing mitosis within the

4 hours preceding sacrifice. The mitotic activity in

this lesion is very great compared to that in the nor-

mal tissue to the right. This is a very rapidly growing

anaplastic lesion.

(Continued on page 122)
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Clotting Factors In Burn Sepsis

Studies Suggest Correlation Between
Platelet Function And Presence Of Sep-
sis May Be Of Diagnostic Value

By Richard B. Fratianne, M.D.

In the last several years much attention has

been focused on clotting abnormalities in associa-

tion with thermally injured patients.2 The syn-

drome of intravascular coagulation is a well estab-

lished clinical entity which has been associated

with a wide variety of precipitating factors includ-

ing incompatible bleed transfusions, neoplasms,

septic shock, anmiotic fluid emboli, snake-bitce, and

Waterhouse-Friderichsen syndrome. The diagnosis

of disseminated intravascular coagulation (DIC)

is ordinarily made on the basis of depressed levels

of fibrinogen, Factor V (proaccelerine), Factor

VIII (antihemophilic factor), thrombocytopenia,

and abnormal fibrinolysis indicated by the presence

of the split products of fibrinogen; or more recently,

the demonstration of fibrinogen related antigens.

The clinical diagnosis of DIC is usually associated

with a bleeding disorder and is treated by the ad-

ministration of heparin. Since sepsis has been es-

tablished as one of the more common clinical enti-

ties. with which DIC has been correlated, one would

expect that the diagnosis of DIC would be made

often in patients suffering sepsis from thermal in-
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jury. However, this diagnosis remains difficult to

establish in burn sepsis because fibrinogen, Factor

V, and Factor VIII are often normal or elevated

in burn patients, as McManus has reported, there

may be elevations of titers of fibrn split products

in burn patients not associated with a bleeding dis-

order but rather associated with surgical debride-

ment under anesthesia.

Burn sepsis remains one of the leading causes of

death in severely burned patients. Of the 397 pa-

tients that have been admitted to the Burn Unit

at Cleveland Metropolitan General Hospital since

our opening in 1970, 50 patients have died. Thirty-

nine of the patients who died survived beyond the

resuscitative phase, and of those 39 patients 29,

or 75 per cent have died from sepsis. Therefore,

it is apparent that the early diagnosis and treat-

ment of sepsis is probably one of the most impor-

tant factors which could lead to improved survival

in badly burned patients. We, therefore, attempted

to design a prospective study to attempt to corre-

late changes in the clotting factors with the clinical

course of our patients to see whether there was any

predictable relationship between the presence or

severity of defects in the hemostatic mechanism of

these patients and the development of septicemia.

Patients selected for study included 18 adults

who had sustained 25 per cent or greater full thick-

ness body surface area bums. They ranged from

25 per cent to 95 per cent body surface area with
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SCREENING CLOTTING TESTS

NON-SEPSIS SEPSIS
Figure 1. Comparison of mean peak values for

prothrombin time, partial thromboplastin time and
thrombin times. The vertical lines represent one stan-

dard deviation.

an average of 72 per cent. Initial platelet and clot-

ting studies were performed within 48 hoiurs of ad-

mission and were repeated at least weekly until

the patient was either discharged or died. These

tests included prothrombin time, partial thnombo

plastin time, thrombin time, fibrinogen levels, Fac-

tor V and Factor VIII levels, platelet counts, and

the determination of fibrin split products. In addi-

tion, in several patients platelet aggregation was

evaluated. All patients studied survived beyond

the resuscitative phase. The values obtained were

collated into two groups on the basis of the pres-

ence or absence of bacteria cultured from the blood

at the time the clotting factors were determined.

When the cultures of blood were sterile, the patient

was considered non-septic; and when bacteria were

found, the patients were considered to be septic.

In general, the clinical state of the patients with

positive blood cultures fit the usual criteria for the

diagnosis of sepsis although shock was not present

in each case.

RESULTS

Figure 1 illustrates the changes observed in the

screening clotting tests observed. Normal values

are illustrated along with their standard deviation.

The open column indicates the mean initial values

whiuh were observed and their standard deviation.

The middle hatched column represents the mean

peak values for all patients obtained when no sepsis

was present, and the hatched column to the right

CLOTTING FACTOR ASSAYS

Figure 2. Comparison of mean peak values of fi-

brinogen, Factor V, and Factor VIII. The vertical lines

represent cne standard deviation.

indicates the mean peak values obtained in those

patients who were septic at the time the tests were

performed. The initial prothrombin times as well

as prothrombin times observed without sepsis were

normal, while the prothrombin time observed in

patients who were septic was slightly prolonged

and had a larger standard deviation. There was no

significant difference observed. The partial throm-

boplastin times were normal on the initial evalua-

tions, and remained normal when sepsis was absent

as well as when present. Similar non-significant

changes were observed in thrombin time determi-

nations.

The results of the clotting factor assays are il-

lustrated in Figure 2. The levels of fibrinogen

measured initially were two to four times normal

and characteristically increased during the subse-

euent weeks of hospitalization. They were not ap-

preciably affected by the presence or absence of

sepsis. Factor V levels were within the normal

range at the time of admission and increased ap-

proximately two-fold during the hospital course.

The levels of Factor V observed in patients when

they were septic were decreased when compared

ever, even during sepsis these levels remain in the

normal range. Factor \ III levels were three to

(Continued on next page)
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PLATELETS

X
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PLATELET COUNTS

NON-SEPSIS SEPSIS

Figure 3. Comparison of mean peak values of

platelet counts in the presence and absence of sepsis.

The vertical lines represent one standard deviation.

the levels obtained when they were not septic; how-

eight times normal initially and did not change

appreciably except for an increase observed when

patients were septic.

The mean initial platelet count observed in each

of the 18 patients was normal. The mean platelet

counts for patients without sepsis was 586,000/mm3

with a standard deviation of 230,000/mm. 3 The

average platelet counts tor patients with sepsis was

2 79,000/mm3 with a standard deviation of 189,000

/mm,3 giving a significant difference with a P-

value of less than .01. However, when the peak

values are plotted as shown in Figure 3, it becomes

apparent that while the average platelet counts are

significantly lower in patients when they are septic,

the peak values are not significantly different; and

any individual platelet count taken while the pa-

tient is septic would not be a valid indicator of

the presence of sepsis.

In addition to the usual screening clotting tests,

clotting factor assays, and platelet counts, several

of the more recent patients studied had platelet

function evaluated in response to the three stand-

ard aggregating substances: adenosindiphosphate,

epinephrine, and collagen. Citrated platelet-rich

plasma is a cloudy suspension with high optical

density. After addition of the aggregating agent,

the platelets clump resulting in a reduction in the

optical density. The maximal aggregation is equiv-

alent to the total change in the optical density,

while the rate of aggregation is calculated from the

slope of the aggregation curve. The preliminary

results in the patients studied indicate that platelet

function is depressed initially, but generally im-

proves as the patient emerges from the resuscitative

phase of his therapy. Platelet function appears to

be depressed, however, in patients while they are

septic. The change in platelet function is illustrated

in both a decrease in maximal aggregation as well

as rate of aggregation, and the altered platelet

function appears to return toward normal when

the patients recover from their septic episode.5 It

also appears that platelet function is altered coin-

cident with surgical debridement under anesthesia.

Many more patients will have to be studies before

a statistical evaluation of these responses is pos-

sible.

The clinical course of patient J.B. is illustrative

of the usual findings found in patients who devel-

oped sepsis during their hospital course. This 27

year old male was admitted to the Bum Unit at

CMGH shortly after sustaining 85 per cent total

body surface area burns of which 40 per cent was

full thickness and the remainder was second degree

and deep second degree in depth. His initial plate-

let count was 210,000/mm.3 His initial fibrinogen

level was 1,110 mg per cent. The partial thrombo-

plastin time, prothrombin time and thrombin time

were normal. Factor V assay was 96 per cent of

normal, and Factor VIII assay was increased seven-

fold above normal. These values remained normal

until the 12th day, -when the patient was noted to

develop a bleeding disorder and pseudomonas was

isolated from his blood. He was treated with appro-

priate antibiotics and heparin and responded. Dur-

ing his septic course, his platelet counts fell to be-

tween 100,000 and 180.000/mm,3 while the pro-

thrombin time and fibrinogen levels remained nor-

mal. His platelet function was depressed during

the septic episode.

Following recovery the platelet counts rose to

340,000/mm,L' while the prothrombin time, fibrino-

gen, and partial thromboplastin time remained

normal. Factor VIII levels remained elevated, and

the Factor V levels were within the normal range.

On the 31st hospital day the patient again became

septic, and pseudomonas was again cultured from

the blood. At this point the fibrinogen level fell to

540 mg per cent, the piatelet count fell to 92,000

/mm,3 the partial thromboplastic time was de-

pressed, and the prothrombin time was normal.

Whereas the platelet function had improved dra-

matically following a clearing of his first episode

of sepsis, it again became markedly abnormal. Even

(Concluded on page 126)
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Microcirculatory Dynamics And The Control Of

Hemorrhage

Flow Is Dependent On Radius Of Ves-

sel, Pressure Within Vessel, And Blood

Viscosity

By Robert W. Hopkins, M.D.

In the now classic monograph, “Traumatic

Shock,” which followed observations made during

the First World War, Doctor Walter B. Cannon 1

emphasized the importance in shock of focusing

attention of the capillary portion oif the circulatory

system. “This is the essential region. All of the

parts of the circulation — heart, arteries, and veins

exist in order to provide a continuous flow of blood

through the capillaries.” The aim of treatment in

shock, therefore, is to provide an “increased nutri-

tive flow through the capillaries all over the body.”

Among Doctor Cannon’s disciples, Doctor Simeone

has been foremost in confirming, expanding, and

promulgating this concept. In 1959, the journal

“Anesthesia and Analgesia” reprinted two editori-

als
2

’
3 bearing on shock, one on “Shock and Blood

Pressure” by Doctor Simeone and the other on

“The Conquest of Space — by the Red Blood Cell’

by Doctor Francis Moore. Both are relevant to a

consideration of the microcirculatory dynamics in

patients with severe hemorrhage.

Doctor Simeone called attention to the increas-

ing use at that time of vasoconstrictor substances,
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especially I -norepinephrine and metaraminol, in

the management of clinical shock. He noted that

shock was characterized by poor perfusion of tis-

sues and organs, and that “the circulation conducts

its affairs at the capillary.” With respect to the use

of the vasoconstrictor substances, he cautioned that

“the empiric use of potent sympathicomimetric

agents to raise the blood pressure can jeopardize

the patient’s chances for recovery. Not only do

these substances sometimes have fatal untoward

effects, but by permitting the physician to rest in

the security of a normal arterial blood pressure,

obtained at the expense of the capillary circulation

beyond, they can contribute to a fatal outcome.”

In Doctor Simeone’s laboratories through the

years many of his colleagues have been interested

in the altered hemodynamics and consequent meta-

bolic abnormalities of shock. The abnormal trans-

port processes in shock, which preclude the normal

exchange of nutrients, oxidizing agents, and meta-

bolites among the capillaries, interstitial fluid, and

cells, clearly indicate the need for improvement of

flow in the microcirculation

An apparent paradox, however, is the fact that

with major hemorrhage, one of the principal causes

for shock, a primary goal is to reduce the blood

flow in the open and bleeding vessels. The obvious

and best method for stopping the persistent flow

of blood through an open vessel without compro-

( Continued on next page)
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mising the circulation to other tissues is ligation

of the vessel. There are, however, circumstances

under which the accomplishment of this objective

is both difficult and perilous. Mechanisms by which

the rate of bleeding may be reduced, while adequate

transport of essential substances to and from tis-

sues is maintained, are, therefore, of considerable

interest. We would like to present some of our ob-

servations which bear on this point.

THEORETICAL CONSIDERATIONS
The laws governing the flow of blood in the vas-

cular system are complex. Some of the basic laws

concerning fluid dynamics are relevant and may be

considered, although when applied to the flow of

blood they are oversimplifications.

a) “Ohm’s Law”: Ohm’s Law states that the

drop in voltage (E) across a resistance is propor-

tional to the product of the current flow (I) and

the resstance (R); E = IR. Applied to the circu-

lation, the pressure drop (AP) in any portion of

the circulation is proportional to the product of the

flow (Q) through that portion of the circulation

and the resistance (R) of that portion of the

AP
vascular bed, i.e., AP — QR, or Q = .

R
Resistance results primarily from the dimensions

of the vascular bed (especially the radius of small

vessels) and the viscosity of blood (Hagen-Poisuil-

le’s Law).

b) Hagen-Poiseuille s Law:

1 7rr
4

Q = . : AP
r] 8L

This equation describes laminar flow (Q) of a vis-

cous fluid (viscosity 17) in a cylinder of radius r

and length 1 with a pressure gradiant AP. Flow

under these circumstances is proportional to the

viscosity.

From these laws (although not rigidly applicable

to the circulation of blood) it is apparent that the

principal determinants of flow within an individual

vessel are (a) the radius, (b) the pressure differ-

ential, and (c) (with lanv’nar flow) the viscosity.

Under appropriate circumstances, measures which

lead to a reduction of the radius of the bleeding

vessel, a decrease in pressure, or an increase in

viscosity may all be used to effect a reduction in

flow from a bleeding vessel.

The effectieness of reducing the radius of the

vessel in control of hemorrhage has been demon-

strated by several investigators. This principle ap-

plies to such techniques as the local application of

vasoconstrictor agents for hemorrhagic gastritis,4

and the infusion of vasopressin into the arteries

supplying a bleeding point in the gastrointestinal

tract:’ They must be used with caution, however,

because they rely on arteriolar constriction with

possible consequences of impaired blood flow at the

capillary level. Intestinal necrosis has been reported

to follow mesenteric arterial infusion of vaso-

pressin.6 - 7

In our laboratories we have studied primarily

the effects of alterations in blood pressure and the

viscosity of blood on rate of bleeding. These ob-

servations, made in oligemic animals and in pa-

tients with severe hemorrhage, form the basis for

this report.

CONTROLLED NORMOVOLEMIC HYPOTENSION
In the experimental laboratory we have investi-

gated the effects of several vasodilators in shock,

the rationale being to prevent excessive arteriolar

constriction and promote the exchange of sub-

stances of the capillary level. In animals subjected

to severe hemorrhage we have failed to demonstrate

a protective effect of vasodilators (Arfonad® and

Dibenzyline®) if the model was arranged so that

th vasodilator was not permitted to influence the

volume of blood shed by the animal. 8
-
9

If, on the

other hand, hypotension was maintained by the

administration of Arfonad,® but the shed blood was

permitted to return to the animal, the metabolic

status of the animal improved markedly when com-

pared to an equally hvotensive but still oligemic

control animall. Transfusion without the use of a

vasodilator, however, led to an equally rapid re-

versal of the metabolic abnormalities, indicating

that restoration of the no’-mal blood volume, rather

than the level of bood pressure and the degree of

vasoconsriction or vasodilatation, was the most

important variable under the observed experi-

mental conditions. These studies with Arfonad®

have indicated, however, that the drug-induced

hypotension may be well tolerated following a pe-

riod of shock if the blood volume is restored to

normal

.

Because the blood flow through a bleeding vessel

is proportional to the pressure, it seemed reason-

able to attempt to lower the pressure in order to

reduce bleeding under appropriate circumstances.

Similar considerations influenced the development

of controlled hypotension in anesthesia as initiated

by Gillies.
10 We, therefore, have used controlled

hypotension with restoration or maintenance of a
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CR AGE 30 PANCREATIC ABCESS ,
GASTRIC HEMORRHAGE

Figure 1. Massive upper gastrointestinal bleeding

(E) in a patient with chronic pancreatitis, a pancre-

atic abscess, empyema, subphrenic abscess, and fecal

fistula (see text). Tie institution of controlled nor-

movolemic hypotension with Arfonad® (A) was fol-

lowed by cessation of bleeding. Urinary output re-

mainel at satisfactory levels.

normal blood volume to reduce the rate of bleeding

in patients with massive hemorrhage which could

not be readily controlled by surgical means. 11
' 12

An example is a 20-year-old chronically and

critically ill man with acute pancreatitis which had

been complicated by a pseudocyst which ruptured

spontaneously. Over the course of the next 8 weeks

he developed sub-hepatic and subphrenic abscesses,

empyema, a fecal fistula from the transverse colon,

and marked hypoalbuminemia (1.4 gm/100 ml).

Two and one-half months after the onset of his

illness he developed massive hematemesis. Over the

space of 10 hours he vomited more than three liters

of grossly bloody material. It was apparent that

the risk of operation in this patient would have

been prohibitive even if the point of bleeding could

be readily identified. Controlled normovolemic hy-

potension was induced and maintained for a period

of 15 hours. Bleeding from the stomach slowed and

ceased, and no further hemorrhage occured (Fig.

1

)

. No metabolic abnormalities were observed

during the period of controlled hypotension (Fig.

2)

. The patient subsequently made a slow but

steady recovery from his underlying problems.

Bleeding did not recur.

We have controlled hypotension in a total of 27

patients. In 15 patients, bleeding ceased coincident

with the use of controlled hypotension. In 4 of the

patients, however, who were bleeding from esopha-

CR AGE 30 PANCREATIC ABCESS .GASTRIC HEMORRHAGE

Figure 2 Cardiac index, pH, buffer base, lactate

and pyruvate in the patient shows in Figure 1. The

cardiac index remained at low normal levels during

controlled hypotension. Lactic acid, pH, and buffer base

remained normal.

CHANGES IN VISCOSITY WITH HEMATOCRIT

(37°C)

HEMATOCRIT

Figure 3. Relationship of hematocrit to viscosity

of blood. The viscosity of blood increases with in-

creasing hematocrit at all shear rates. The viscosity

is greater at slow than at fast rates of shear.

gea! varices, hemorhhage recurred from 12 hours to

5 days after controlled hypotension was discon-

tinued. Significant hemorrhage continued at a re-

duced rate during and after the administration of

Arfonad® in 7 patients. In 5 patients, who died

because of problems apparently unrelated to con-

trolled hypotension or persistent hemorrhage, the

effects of controlled hypotension on the control of

hemorrhage were considered to be indeterminate.

The 1
1
patients in whom bleeding appeared to

be successfully and permanently controlled included

principally patients with persistent postoperative

hemorrhage and stress ulceration or gastritis. The

methods used to induce controlled normovolemic

(Continued on page 127)
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Respiratory Monitoring Of The Critically 111 Patient

Automated Monitoring In Intubated Pa-

tients Features Time Sharing of Expen-
sive Instrumentation And Automatic
Calibration Of Equipment

By Stephen Z. Turney, M.D.

Automated routine monitoring of the respiratory-

system is of practical clinical use, particularly in

intubated patients. The author and his co-workers2

have extensively modified many of the methods

described by Osborne, et al.
1 Most of the expensive

instrumentation involved, including dual digital

calculators (instead of a large general purpose com-

puter), a mass spectrometer (instead of multiple

gas analyzers), and ultrasonic gas flowmeters (vide

infra) are time-shared among several patients to

greatly reduce cost. Respiratory gas exchange and

pulmonary- mechanics data are computed, edited,

and displayed on a cathode ray tube, or printed, or

both for diagnostic or therapeutic use. Airway meas-

urements are correlated with other data such as

blood gases for a more complete and quantitative

analysis of ventilation and perfusion status.

Electronic monitoring of critically ill or acutely^

unstable patients is already- a standard practice in

most larger hospitals. The electrocardiogram, rec-

tal temperature, and blood pressures via indwelling

vascular cannulas are routinely monitored in some

units. In many cases the monitoring sy-stem has
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been computerized to reduce the staffing necessary

for continuous scanning of the analog waveforms

or digital readouts and to increase the extraction

of data available in the monitored signals.

From the technical side the respiratory system

offers special challenges for routine monitoring by-

the nature of the medium being sampled (moist

gases of rapidly varying composition, flow, temper-

ature and pressure), plus instability, expense, or

impractical bulk of previously employed instru-

mentation, and the technical training required of

personnel attending to such instrumentation. The

author and co-workers2 developed a relatively in-

expensive prototype system which effectively mon-

itored all intubated patients in a 12 bed trauma

unit (Maryland Institute for Emergency Medicine,

Baltimore, Maryland, R. Adams owley, M.D.,

Director). An updated and redesigned version of

this system is presently being installed in the Open

Heart Recovery Room* of the University of Mary-

land Hospital. This new system is portrayed in

block diagram form in Fig. 1. Dual digital calcu-

lators interacting through a common connector

(bus) greatly increase the flexibility of the system

by allowing one calculator continuously to per-

form routine monitoring, while the other calculator

*Respiratory Intensive Care Monitoring Systems,

Strathan Instruments, Inc.

Oxnard, California
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FIGURE 1.

is available for access to the large file of data main-

tained on a disc memory for each patient. This

second calculator permits entry of data obtained

off-line, i.e., by means other than the virtually in-

stantaneous analysis ot analog waveforms per-

formed by the first, on-line calculator dedicated to

this task. Examples of off-line data are blood gas

analyses, hemoglobin levels, and urine chemistries

which may be correlated wth routinely collected

on-line data. Since both of these calculators are

small and devoted purely to the monitoring system,

access to a large commercial or institutional com-

puter is unnecessary, sparing needless complexity

in programming and interruption of monitoring by

personnel and equipment problems inherent to large

computers.

In addition to use of dual calculators, major

developments making such respiratory monitoring

practical and economical have been: the employ-

ment of instrument time-sharing, already men-

tioned; automatic calibration of the more unstable

instruments, use of the magnetic sector mass spec-

trometer, a somewhat less precise but immensely

more practical rapid multiple gas analyzer than

the more conventionally used quadrupole instru-

ment; and the ultrasonic flow transducer, which

obviates most of the drawbacks of its only major

competition, the Fleisch pneumotachometer. The

ultrasonic instrument has been extensively rede-

signed for routine monitoring purposes.3 An adult

version having a 15 cc dead space volume is func-

tional, and a 2 cc dead space neonatal model is in

development. Direct' attachment of a miniaturized

strain gauge for total airway pressure and an in-

line thermistor for airway gas temperature permit

continuous correction of flow and volume measure-

ments for Boyle’s gas law as well as direct compu-

tation of pulmonary mechanics and respiratory gas

TABLE I

OUTLINE OF DATA OBTAINED BY THE
RESPIRATORY MONITORING SYSTEM

A. Data Obtained On-Line:
I. Patient identification

Date, hour and minute of sample
II. Vital signs

a. heart rate

b. rectal temperature
c. blood pressure, systolic, diastolic and mean
d. venous pressure, mean

III. Pulmonary mechanics
a. fr: respiratory rate (breaths/min)
b. VT: tidal volume (cc BTPS)
c. VE: minute ventilation (l/min BTPS)
d. VI/VE: ratio of inspired to expired volumes
e. tE/ti: ratio of duration of expiration to in-

spiration

f. Rt: total non-elastic airway resistance (cm
H20/l/sec)

g. Ct: total pulmonary compliance (L/cm H20
IV. Respiratory gas exchange

a. FiOo
b. PA02

>average alveolar

c. PAC02

d. PeC02 mixed expired
e. oxygen consumption (cc/min STPD)
f. Re: respiratory exchange ratio

g. Kcal : estimated total caloric consumption/day,
computed from V02 and Re

B. Data Obtained by Correlation with Blood Gases:
I. Ventilation and perfusion alterations

a. Dead space, anatomical, alveolar (ml BTPS)
b. Qs/Qt: intrapulmonary shunt fraction

c. Va: Alveolar ventilation (l/min BTPS)
d. Va/Qc: ratio of alveolar ventilation to pul-

monary capillary blood flow
II. Cardiac output (Fick principle) using Vo2

III. a. vascular resistance, systemic or pulmonary,
using cardiac output and mean blood pres-

sures

b. Stroke volume and stroke work
C. Data Summarized and Estimated

I. 8 hourly summary' of on-line and correlated data

on each patient

II. Estimation of blood gas tension using a ventila-

tion/perfusion model

TABLE II

PROGRAM OPTIONS AVAILABLE AT EACH BED
I. Fully automatic data acquistion from all occu-

pied beds every 20 minutes: first priority

II. One minute spot reading from any bed: second
priority

TIL Bedside transducer calibration: every 24-48 hrs.

TV. Special measurements:
1. Vital capacity

2. Functional residual capacity (Argon wash-in
method).

3. Forced expired volumes
4. Diffusion (carbon monoxide method)

exchange. Table 1 is a list of the routine data

obtained by the system. Table II presents the pro-

gram options available from each bedside. In prac-

tice, extensive on-line editing of received wave-

forms, stored constants, and computed results elim-

( Concluded on page 129)
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Energy Metabolism In Sepsis And Trauma

High Cardiac Output In Sepsis Indicates

Recovery While Loir Cardiac Output
Shock Is Fatal If Prolonged

By George H. A. Clowes, Jr., M.D.

All surgeons owe a debt of gratitude to Doctor

Fiorindo A. Simeone for his teaching and funda-

mental research. Particularly is this true for those

of us who in the past were associated with him as

junior colleagues. Thus, it is a very real pleasure

to participate in this symposium honoring Doctor

Simeone. It also seems appropriate to summarize

the results of recent investigations by my colleagues

and myself on the abnormal energy metabolism in

septic and post-traumatic states. Interest in this

field stemmed from physiological measurements

made in sick patients at the Cleveland Metropoli-

tan General Hospital when Doctor Simeone was the

Chief of Surgery in that institution. It was observed

that patients who survive severe infection charac-

teristically have low peripheral vascular resistances

and maintain elevated cardiac indices in excess of

4 L/min/M2 to satisfy the high circulatory de-

mand.8
’
9 - 29 On the other hand the mortality of

patients who are more than transiently hypotensive

with cardiac outputs below the normal resting

value is greater than 70 per cent.21, 26
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Survival from serious trauma and infection, as

well as from other major stresses, is dependent

upon continued cellular conversion of body fuel

substrates to usable energy in the form of high

energy’ phosphate bonds. Failure to maintain energy-

production by cells in any part of the body leads

to loss of essential functions and even to cell death

in vital organ systems. Certain well known meta-

bolic abnormalities of energy production accom-

pany the septic and post traumatic states. Prote-

olysis and severe negative nitrogen balance far

exceed the values observed in simple starva-

tion.
12 - lli

’
19 Characteristically marked wasting and

weakness occur and may result in death. Impair-

ment of protein synthesis is followed by failure of

wound healing and loss of immunological compe-

tence. 1, 5 A pseudodiabetic state accompanied by

insulin resistance is typical of the seriously ill

patient under these conditions. 18 Lactacidemia is

known to accompany inadequate tissue perfusion

in the low cardiac output state, but it is also pres-

ent to some degree in the high output state charac-

teristic of patients who recover. 26 McLean et al
21

suggest that the prognosis of such serious illness is

closely related to blood lactate values.

Xot only does energy production in sepsis and

trauma differ from the economic utilization of

body fuel in uncomplicated starvation, but signifi-

cant differences also exist in the high cardiac output

pattern of recovery and in the low output shock

state. The metabolic abnormalities are dependent
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upon variations in secretion of endocrines as well

as the state of the circulation. Furthermore, the

experimental data make it appear that the induc-

tion of resistance to insulin in skeletal muscle is a

major determinant of the metabolic alterations ob-

served under these conditions. 10
’
28 Liver and adi-

pose tissue evidently continue to respond normally

to insulin.
27 Knowledge of the caloric requirements

and the altered patterns of energy production in

various tissues under these conditions point the

way to effective supportive therapy designed to

shift favorably the dynamic balance between in-

jury and the protective responses which lead to

survival and recovery of such very sick patients.

UTILIZATION OF FUEL SUBSTRATES

Before preceding to a consideration of energy

metabolism in sepsis and trauma it appears wise

to review briefly the normal pattern of body fuel

utilization in the fed and fasted state. The conver-

sion of adenosine diphosphate (ADP) to adenosine

triphosphate (ATP) involves the transfer of 7700

K calories per mole. Vast quantities of energy are

derived from complete oxidative degradation of

the available substrates: carbohydrate 4 K calories/

gram, protein 4 K calories/gram, and fat 9 K
caljories/gram. In the absence of oxygen energy

production is dependent upon the inefficient anaer-

obic degradation of glucose to lactate which yields

but two molar equivalents of ATP compared to 36

produced in the tricarboxylic acid cycle of oxida-

tion. The general pathways by which energy is

extracted from the available fuel sources are out-

lined in Figure 1.

From a thermodynamic standpoint in a steady

state except for a very small portion expended for

external work and growth the energy employed by

the body will appear as heat. Thus, it is possible

by various types of measurements16
’ 19, 32

to express

energy utilization as K calories/day. At rest the

basal metabolic rate of a normal 70 Kg man is

about 1800 K calories/day. To maintain vital proc-

esses during peritonitis or other w :despread septic

processes 2200 to 2800 K calories/day are required.

Fever only in part accounts for the elevated meta-

bolic rate after or in sepsis. Kinney and Roe and

their colleagues20 '
25 observed that energy expendi-

ture considerably exceeds that predicted for a given

body temperature. The Du Bois formula14 states

that the metabolic rate rises only about 7 per cent

for each degree Fahrenheit of body temperature

elevation. This apparent discrepancy is only in

part explained by augmented work of respiration/

Much greater expenditures of energy are encoun-

BODY FUELS

FAT CARBOHYDRATE PROTEIN

ATP ADP

Figure 1. Body fuel substrates: routes of mobiliza-

tion and storage.

tered in situations when large evaporative heat

losses are present (0.512 K cal/ml of water evapo-

rated). In extensive burns it is not unusual for a

patient to require 4000 K cal/day or more to re-

main in balance.

In the absence of exogenous caloric intake the

metabolism becomes dependent upon stored energy.

In a normal adult available body fuel includes

glycogen about 200 grams, approximately 6 Kg of

protein, and 15 Kg of fat in adipose tissue. In

simple starvation carbohydrate is exhausted within

a few hours. Approximately 75 grams per day of

protein will be mobilized initially for conversion to

carbohydrate for use by nervous tissue and blood

cells. The remainder of the caloric requirement is

derived from fat .As adaption to starvation pro-

gresses the quantity of protein mobilized is reduced

to near 25 grams or less per day in a normal adult.

Proportionally greater quantities of fat are utilized

from free fatty acids \TFA) and ketones con-

verted. from FFA in the liver. Part of this change

is related to progressively greater utilization of

ketones by nervous tissues.
7

The mechanism of this conversion to the eco-

nomic utilization of caloric stores is dependent

upon a progressive reduction of blood glucose. The

circulating insulin falls from an overnight fasting

value of 16 to 20 down to a value of 12 juU/ml or

less. Cahill6 described insulin as the “overall fuel

control in mammals.” Insulin normally suppresses

lipolysis and promotes protein and glycogen syn-

thesis. In starvation blood glucose declines from

(Continued on next page)
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TABLE I

METABOLIC SUBSTRATES AND URINARY
NITROGEN EXCRETION IN FASTING AND

SEPTIC MAN
(Values ± SEM)

NORMAL SEPTIC SEMI-STARVATION
(Glucose 100g/24

c

)

12 HOUR
FASTING
n=10
High Cardiac Output
n=20

10 PATIENTS
Low Cardiac Output
n=12

S PATIENTS

Cardiac Index
(L/min/m2

)

Mean Art. Pres.

2.8±0.4 4.6±0.8 2.4±0.3

(mniHg) 93± 14 1.1 ()± 12 70.2± 4

Rectal Temp. (°F)

Blood Insulin

99.6±0.6 1024±0.8 1006±0.6

(nU/ml)
Blocd Glucose

18± 2 42±6.4 12± 4

(nMol/ml)
Bicod FFA

3.6±0.8 7.2±0.5 7.68±2.3

(nMol/ml)
Blood Lactate

1.3±.15 0.41±.06 1.176±0.9

(nMol/ml)
PaO, (FIO2=0.2)

0.6±0.1 1.15±.ll 2.79±0.3

(mmHg)
Urinary N

90± 3 65± 6 55± 8

(gm/24 hrs) 6.1±0.9 7.4±0 9 16± 2

*n=number of observations

the initial fasting values of approximately 7 /iMol/

ml to less than half this value. Stimulation of in-

sulin secretion then decreases. Fat is mobilized in

greater quantities to furnish free fatty acids, gly-

cerol, and ketones. The utilization of these sub-

strates is proportional to their plasma concen-

tration.

CLINICAL OBSERVATIONS IN SEPSIS

AND TRAUMA
The contrast between the mobilization of body

fuels in normal fasting man and the state of affairs

in the high or low output septic situation is demon-

strated by the data in Table I. Eighteen septic

patients with peritonitis, retroperitoneal abscesses,

or exensive gangrene admitted to the wards of the

Boston City Hospital were selected for study. All

had wound or peritoneal cultures containing colo

form organisms. The cardiac outputs were meas-

ured by indocyanine dye dilution curves. Blood

glucose, lactate, and glycerol were measured by

standard enzymative techniques.2 Free fatty acids

w’ere determined by the method of Dole and Mein-

ertz.
13 Radioimmunoassay according to Soeldner30

was used to measure blood insulin concentrations,

using a port insulin standard. Urinary nitrogen was

measured by the micro-Kieldahl technique or esti-

mated by urine urea determination.

Of these patients ten were classified in the high

cardiac output group with an average cardiac index

of 4.6 ± 0.8 L/M2/min. Their average mean blood

pressure was 110 ± 12 mm Hg. Eight patients in

the low cardiac output group with an average mean

arterial blood pressure of 70.2 ±4 mm Hg had

an average cardiac index of 2.4 ± 0.3 L/min/M2
.

For comparative purposes mesurements were made

after an overnight fast in three normal volunteers

and in eight patients after full recovery.

Attention is drawn to the fact that the body

temperature of those patients in the low flow state

were significantly lower, average of 38. 1C (100.6

degrees F), wiien compared with those of the high

flow group which averaged 39.1 C (102.4 degrees

F ) . This finding suggests that heat production was

insufficient to keep pace with heat loss in the pa-

tients who were in shock. Cooling is recognized as

a serious prognostic sign in severe sepsis.

The blood glucose in both groups of patients was

approximately twice that of the fasting normal

people. However, the average blood insulin in the

high flow' patients was 42 ± 6 ^U/ml compared to

18 ± 2 ixU/ml in the normal fasted state, and

12 ± 4 juU/ml in the lowr flow patients. The blood

free fatty acid was 1.3 cr .15 (uMol/ml in the nor-

mal fasted people and 1.17 ± 0.8 in the low flow

group of patients. On the other hand the plasma

FFA was 0.41 ± .06 uMol/ml in the high output

septic patients in whom lipolvsis wras suppressed

by high blood insulin levels. Although lactacidemia

is present to some extent in both septic groups, the

blood lactate concentration is significantly higher

at 2.8 /EUol/ml in the low7 flow7 patients. The urin-

ary nitrogen secretion of 7.4 grams per day in the

high flow patients wras slightly higher than observed

in the fasting normal patients which was 6.0 gm

per day. Howrever, in the low flow patients the

nitrogen secretion was significantly higher (p less

than .001) the average value being 16 ± 2 gm per

day.

ANIMAL EXPERIMENTS

To examine in greater detail the metabolic ab-

normalities and altered enzyme pathways in liver,

muscle, and adipose tissue two groups of experi-

ments were conducted. Because of limitation of

space the results will be summarized as they per-

tain to an understanding of the clinical metabolic

responses.

The close resemblance of pigs to man in regard
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to clotting and vasoactive peptides as well as the

regulation of energy metabolism by insulin prompt-

ed the selection of these animals for detailed study

of fuel utilization by various tissues under the

stress of trauma and sepsis. The effects of starva-

tion for four days were compared in each animal

with the effects of peritonitis three days after cecal

ligation. Hemodynamically significant differences

were observed between starved (cardiac output

[CO] = 3.9 ± 0.3 L/Min) and septic states. The

latter as in man was found to be differentiated into

two patterns of response: high CO = 5.0 ± 0.6

L/Min and low output CO = 2.0 ± 0.3 L/Min.

Again as with the patients the blood insulin con-

centration was found to be low (10 ± 4 /xU/ml) in

starvation and very high (41± 9 /xU/ml) in the

septic high output state (SHO). In the low output

or septic shock state (SLO) the blood insulin value

was only 14 ± 5 /xU/ml. Other measured param-

eters were in almost every respect similar to the

values obtained from man given in Table I.

Hind Limb ( Skeletal Muscle and Adipose Tissue)

Metabolism : Measurements of blood flow and ar-

teriovenous differences in the hind limb of intact

starved and septic pigs by Doctor Thcmas O'Don-

nell
22 indicate that the peripheral blood flow was

proportionate to the cardiac output. Glucose and

oxygen uptakes by the limb were not significantly

different between starvation, SHO, and SLO. How-

ever, in SLO virtually all glucose uptake by the

extremity was converted to lactate and released

into the venous blood. On the other hand in SHO
lipolysis as measured by glycerol release was se-

verely reduced, and the next FFA uptake by the

hind limb was almost nil. FFA utilization approxi-

mated that of starvation in SLO. Calculations re-

veal that a fuel deficit existed in the extremity in

both the SHO and SLO states. To satisfy the energy

requirements of the limb muscle protein was mo-

bilized. Since only the branched chain amino acids

can be burned locally in the muscle, all other

amino acids were released into the blood. Alanine

constitutes a large portion of the amino acids trans-

ported from the muscle. Using alanine release as a

marker, the magnitude of the protein breakdown

can be estimated. Expressed as ^Mol of alanine/

Kg body wt/minute the values released from mus-

cle were: starvation = 0.9, SHO = 2.9, and

SLO = 6.5. This phenomenon of peripheral pro-

teolysis is reflected by the elevated urinary nitro-

gen excretion of the septic patients with high car-

diac output (7.4 ± 0.9 gm/day) and the very high

values (16 ± 2 gm/day) in those with low outputs.

Liver Metabolism : By a variety of techniques

portal and hepatic artery blood flows* combined

with blood sampling from these vessels and the

hepatic vein my colleague Doctor Masayuki Ima-

mura has been able to study liver metabolism in

conscious pigs comparing the septic high (SHO)

and septic low output (SLO) with the response to

simple starvation. Liver ovygen consumption was

elevated about 19 per cent in SHO and reduced

25 per cent in SLO. Although the net lactate uptake

was reduced by 45 per cent in SLO, it remained

the same as starvation in SHO. Alanine, a marker

for amino acid and protein flux, was taken up by

the liver in starvation at an average rate of 12

/xMol/min/Kg body wt. In sepsis, alanine was

taken up at a rate of 12 and 5.6 pMol/min/Kg

release from the liver in starvation was 18, and in

SHO was 23 /xMol/min/Kg body wt., but was only

9 /xMol/min/Kg body wt. in both SLO and starva-

tion. Thus it becomes evident that hepatic gluco-

genesis continues normally in sepsis except in

the low output state, and glucose production

is principally at the expense of liver protein in

starvation, glucogenesis in sepsis is dependent upon

amino acids derived from the periphery. This find-

ing accounts for the severe muscle and peripheral

protein wasting in septic starvation. Furthermore,

it is apparent that glucose production in the low

output shock state is significantly less than in SHO.

Enzyme Energy Pathways —- Differential Tissue

Sensitivity to Endogenous Insulin Levels in the

Normal Fed State, Fasting and in the Presence of

Peritonitis: The tissue enzyme activity of skeletal

muscle, adipose tissue, and liver of male while

Charles River rats of 120 to 150 grams body weight

were assayed in vitro in the fed state, and, for

comparison, after three days oif fasting, and

after the induction of peritonitis by cecal li-

gation by my associate Doctor Thomas Ryan.27

Blood insulin levels in the septic rats were three

times that of the fasting controls and 155 per cent

of the fed animals.

The increased circulating insulin was associated

in the adipose tissue with a 310 per cent elevation

of the tissue sensitive pyruvate dehydrogenase com-

plex (PDH) and a three fold increase of conversion

of glucose to CO2 by fragments of epididymal fat

pads in the infected animals compared to the fasted

groups.

By contrast the diaphragn PDH in the septic

animals was significantly reduced to 30 per cent of

the fed animals despite the high circulating blood

(Continued on next page)
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insulin. At the same time skeletal muscle conversion

of radioactive glucose to CO2 and glycogen were

also signifiantly less in sepsis.

Active hepatic function in sepsis was indicated

by maintenance of blood glucose concentration and

increased urinary nitrogen excretion.28 The activity

of phosphoenolpyruvate carboxykinase in starva-

tion was 87 per cent, and in the septic state as

15.6 per cent of the fed animals. Liver glucose-6-

phosphatase activity rose 76 per cent in fasted and

35 per cent in septic animals. Glucokinase activity

was reduced, but hexokinase was increased 38 per

cent in the infected animals. -As an indication of

the need for maintenance of liver energy produc-

tio by aerobic glycolysis in the face of reduced

FFA in sepsis liver PDF! was 76 per cent higher in

sepsis than in starvation.

DISCUSSION AND CONCLUSIONS
The abnormal energy metabolism of sepsis, par-

ticularly in regard to proteolysis, falls into two dis-

tinct patterns: (1) that which accompanies the

high cardiac output commonly observed in those

who do well and recover, and (2) the low cardiac

output shock state which is fatal is prolonged.

The high resting bloc-d insulin values observed

in the patients with the hyperdynamic circulation

as well as the diabetic-like glucose tolerance ob-

served in septic patients ' points to insulin resist-

ance. The data presented above suggest that the

site of insulin resistance is principally located in

skeletal muscle, since liver and adipose tissue ap-

peared to respond normally to insulin stimulation.

The failure of insulin to induce pyruvate dehydro-

genase synthesis in muscle confirms this concept.

Furthermore, since pyruvate dehydrogenase is a

rate limiting enzyme complex in the conversion of

pyruvate to acetyl Co A, an explanation is offered

in part for the lactic acidemia which occurs even

in certain of the high output septic patients. Thus,

one is led to the hypothesis that, whatever the

cause, muscle insulin resistance may be a protec-

tive phenomenon to assure adequate glucose produc-

tion. Because of the reduced free fatty acid and

ketone availability associated with insulin induced

lipogenesis and reduced lypolysis, an energy-

fuel deficit appears to exist in muscle, which

can only be satisfied by the local combustion of

amino acid derived from muscle protein. Since only

the branched chain amino acids can be oxidized in

muscle, others including alanine, glycine, and gluta-

mine must be transported to the liver for deamina-

tion and conversion to glucose. Data from the stud-

ies on liver suggest that in the high output state glu-

cogenesis is stimulated. If, as suggested by Rocha
and his colleagues,24 alanine is a stimulus to the pan-

creatic alpha cells to secrete glucagon, the hepatic

glucogenic mechanism is secondarily stimulated.

The resulting excessive glucose production in turn

stimulates insulin secretion by the pancreatic beta

cells accounting for the high blood insulin levels of

sepsis despite continued?? ???c

Based upon information of this nature Doctor

George Blackburn,3 - 4 one of my associates, suggest-

ed that elimination of glucose infusion in septic pa-

tients might avoid to some degree the excessive

insulin stimulation and suppression of lipolysis. He
observed that the intravenous infusion of a 3 per

cent isotonic amino acid solution* to deliver 90

grams of amino acids/24 hours resulted in lesser

insulin stimulation and greater mobilization of free

fatty acid. Blood FFA rose from 0.4 to 1.1 //Mol/

ml and ketones increased from 0.1 to 1.2 //Mol/ml

on the average. Thus, the metabolic utilization of

body fuel more closely resembles the economic

pattern of simple starvation.7 Blood insulin fell

from 46 to 26 //.U/ml. The patient then burned

more of his own fat. and protein was spared. Nega-

tive nitrogen balances as great as 10 grams day

were reversed by this treatment.3 Under other cir-

cumstances when body fat has been depleted and

th gastrointestinal tract is nonfunctional, it becomes

necessary to resort to the full hyperalimentation

regime as recommended by Dudrick and his asso-

ciates15
to furnish calories as well as amino acids.

This concept of protein sparing by limiting insulin

secretion is of equal importance in dealing with

alimentation via the gastrointestinal tract when

absorbtive capacity is limited because of ileus or

a short gut. Randall and his colleagues23 -
31 have

demonstrated the effectiveness of '“elemental diet
-
’

whih uontains both amino acids and carbohydrate.

The state of affairs in the low cardiac output

patients is an entirely different story. Here as in

other shock states
17 insulin secretion is inhibited

by the presence of catecholamines and probably by

reduced perfusion of the pancreas. The muscle

energy fuel deficit in the low output septic state

also is of greater severity. Free fatty acid is avail-

able, but because of somewhat reduced oxygen

availability and problaLly low muscle pyruvate

dehydrogenase activity, almost all glucose is con-

verted to lactate with greatly reduced energy re-

lease. The high negative nitrogen balance in the

low output septic patients, average 16 grams per

(Continued on page 129)
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Phleborheography

JSeiv Non-Invasive Method Of Diagnos-

ing Deep Venous Thrombosis Of Loiver

Extremity Is Highly Accurate

By John J. Cranley, M.D.

Phleborheography is defined as the tracing of

moving currents within a vein, and was considered

to be an appropriate term to designate a plethys-

mographic technique for the diagnosis of deep ve-

nous thrombosis of the lower extremity recently

described. 1 This technique is practical, is highly ac-

curate, and has become a standard clinical test

(Fig. 1).

CONCEPTUAL DEVELOPMENT OF
PHLEBORHEOGRAPHY

Our interest in this subject was aroused by

Wheeler’s2-5 work with the impedance plethysmo-

graph. A visit to his laboratory impressed us with

the physiologic soundness of the principles involved,

and consultation for the purpose of investigating

this problem further was sought with Simeone and

Grass. 1 In previous collaboration5 we had consid-

ered the empedance technique, but our deliberations

led to the choice of mechanical plethysmography.

Our present review of the possible techniques for

measuring changes in volume of limbs and digits

again led to the same conclusion.6
It seemed desir-

able to attempt to measure venous bloodflow from

JOHN J. CRANLEY, M.D., Director of Depart-

ment of Surgery and Director of Medical Educa-

tion, Good Samaritan Hospital, Cincinnati, Ohio,

Director, Kachelmacher Memorial Laboratory at

Good Samaritan Hospital.

Presented at Symposium in honor of Dr. Fiorindo

A. Simeone at Brown University, Providence, Rhode

Island, June 14, 1974.

the limb in health and in extremities with deep

venous thrombosis. It was anticipated that the

classic plethysmographic boot would be used for

relating volume changes of the limb to the volume

changes of the part being measured and to measure

changes in limb volume on elevating the extremity

or after release of a proximal venous tourniquet.

The boot proved to be unwieldy, and elevating the

limb for emptying the veins and lowering it for

filling them caused excessive artifacts in the highly

amplified recording. The method finally evolved

proved to be quite different from our riginal con-

cept, but has proved highly satisfactory to date.

METHOD
The patient lies quietly in bed with the head of

the bed elevated so that the body is at an angle of

12 to 15 degrees from the horizontal (Fig. 2). By

lying quietly in bed the artifacts are reduced, and

by maintaining the limbs below heart level the veins

are distended, thus making their caliber more uni-

form and the transmission of impulses more effec-

tive. Modified blood pressure cuffs are used to en-

circle the limb, and two are used interchangeably

to record volume changes and to act as a pump.

The pumping and recording cuffs in use today are

half the size of those originally reported (2 x 7 in). 1

An encircling bellows is placed around the upper

abdomen to record respiratory waves. One of the

recording cuffs is placed around the lower third of

the thigh. The second is placed just below the knee.

(Continued on next page)
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Fig. 1. Test being performed. Note that the patient’s legs are below heart level. The instrument is

the first model phleborheograph.

The third is placed just inferior to this on the bulge

of the calf. The fourth is placed just below the third

at the junction of the gastrosoleal bulge, and the

filth is placed on the foot. The two most distal

recording cuffs are also used to apply 50 mm Hg
of pressure to the calf or foot. The tracings will

show repiratorv waves, pulse waves (which are ig-

nored), and changes in the volume of the part as

produced by application of pressure. By passively

oppressing muscle and soft tissue, the physiologic

effects of walking are produced while the patient's

limbs are motionless, thus reducing the artifacts.

PRINCIPLES INVOLVED

I. Reduction of Respiratory Waves in Deep Ve-

nous Thrombosis

The respiratory waves are measured directly by

a bellows that encircles the upper abdomen. These

waves are reflected in the tracings of the thigh and

leg. and occasionally the foot, while the patient is

lying in bed. In the presence of acute venous throm-

bosis the respiratory waves will disappear (Fig. 3)

and will recur in approximately 2 weeks. At this

time, however, they w'll be smaller and more round-

ed rather than peaked as would be the case in the

normal extremity (Fig. 4). It is both interesting

and important to note that in a patient with femor-

oiliac thrombophlebitis the respirator}’ waves will

be completely absent in the thigh (Fig. 5) but may

still be visible in the leg if the veins of the leg are

patent. It appears that the respiratory influence

passes down the limb through the collateral veins.

At times, for example, one can see normal respira-

tory waves in the upper third of the leg and in the

lower third, and still they will be absent in the

middle of the leg just at the site of the thrombosis.

It seems certain to us that much more remains to

be learned about these respirator}’ w-aves; but for

the purposes described here they represent a highly

accurate test for the patency of the venous tree. It

does require experience to detect the difference be-

tween a very small respiratory wave and absence

of respirator}’ waves. Sometimes this distinction

can be clarified by asking the patients to breathe

more deeply (Fig. 6). Large respirator}’ w’aves may
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appear in the foot of a patient with a postphlebitic

extremity where recanalization has taken place.

II. Intermittent compression of the extremimty

propels blood proximally just as active muscu-

lar contraction does on walking. A recording

cuff placed proximal to the site of compression

will detect the momentary damming up of

blood if its exit is blocked by venous throm-

test.

Fig. 3. Diagram showing normal respiratory waves
(above

-

) that disappear in the presence of deep venous
thrombosis (below).

bosis or extraluminal venous compression. This

is evidenced by an abrupt rise in baseline of the

volume recorder. Similar compression in the

normal extremity with unimpeded venous out-

flow does not affect the level of the baseline.

(Continued on next page)

Fig. 4. Tracings showing presence of respiratory

waves. The instrument used was the Grass polygraph.

Fig. 5. Tracings showing absence of respiratory

waves. The instrument used was the Grass polygraph.

Fig. 6. Tracing showing Cheynes-Stokes respira-

tion. Note the respiratory waves in the thigh, proxi-

mal and midcalf that disappear when the patient

stops breathing and that recur as he breathes deeply.

(The instrument is the phleborheograph.)
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NORMAL

CLOT

Fig. 7. Sketch to show pumping cuff on the mid-
calf. Normal limb (above) and limb with clot in fe-

moral vein (below) as evidenced by rising baseline. ..

Xo matter how many times the normal calf, leg,

or foot are compressed the baseline will remain level

(Fig. 7). One may detect jiggling of the baseline

from the transmission of the pressure or slight

movemenl of the extremity but the baseline does

not rise. However if there is any obstruction to the

flow of venous blood above the recording cuff, then

compression distally will cause a step-wise rise in

the baseline (Fig. 7 bottom). Thus, if the thigh

recording shows a step-wise rise wrhile the calf is

being compressed, one knows there is obstruction

to the deep venous system above the thigh cuff.

This is occasionally due to external compression,

but otheiwise indicates intraluminal thrombosis.

Similarly, compression of the foot will cause a rise

in baseline of the recordings taken in the leg (Fig.

8), if there is any obstruction at or above the re-

cording cuffs. When positive, this is the most accu-

rate index of venous obstruction and we know of no

exceptions. In practice, 50 mm Hg of pressure is

applied 3 times in rapid succession to simulate

squeezing of the calf with the hand or dorsi- and

ABNORMAL
Fig. 8. Sketch to show pumping cuff on foot. Nor-

mal limb (above) and clot present in femoral and
popliteal veins (below) as evidenced by rising base-
line.

plantar flexion of the foot. If the clotting is limited

to the leg, the thigh cuff will show no rise in base-

line as the foot is compressed.

Ill . Compression of the calf will not only propel

blood up the unobstructed extremity but will

also suction some blood out of the normal

foot.

Thus, a recording cuff on the foot well show a

fall in baseline when the calf is compressed (Fig.

9). When this was reported, we were not aware of

the work of Sakaguchi et al, in Tokyo,7-9 who made

this same observation. This maneuver is the least

sensitive of the three and is most subject to artifact

and error. For example this test may be positive in

the limb of the patient with lymphedema and in

many instances is equivocal. The major reason for

not discarding it entirely is simply the fact that,

when the limb is normal, venous patency is easily

recognizable at a glance from this tracing. Further-

more, the elimination of artifacts that in large part

are responsible for its seeming lack of specificity
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now appears a reality with the development of an

instrument uniquely designed to diagnose deep

venous thrombosis. For mass screening this ma-

neuver can be carried out in a few minutes, and

examination of the tracing will frequently disclose

three criteria of a normal venous tree, thus elimi-

nating the need for further testing. For example,

in the normal extremity one will immediately rec-

ognize the presence of respiratory waves in the

thigh, calf, and foot; absence of a rise in the base-

line of the thigh as the calf is compressed; and

normal emptying of the foot as the calf is com-

pressed. On the basis of these three findings one

can be certain that the venous drainage of the limb

is normal.

TECHNICAL POINTS

The recording cuffs contain a small amount of

air at 10 mm Hg in order to effect good coupling

with the limb.

NORMAL

Fig. 9. Sketch to show a fall in baseline of the

normal limb when the calf is compressed, thus suc-

tioning some blood from the normal foot (above). In

the abnormal limb (below) blood is not suctioned from
the foot with compression of the calf, since the veins

below and above the calf are Obstructed by clot.

When applying the cuffs (See Fig. 1) the strap-

ping is placed posteriorly and the bladder or re-

cording portion is placed anteriorly. If the bladder

is placed under the limb, the pressure of the limb

on the bladder will produce large artifacts.

The pumping cuff must be applied carefully and

must not be made of glossy material, lest it move

on the limb as the pressure is applied and produce

artifacts.

The patient must lie still. Movement or talking

will produce artifacts. The technicion should con-

tinue the tracing until clear responses are obtained.

If any questionable responses or artifacts are noted,

the technician merely continues the tracing, only

making certain that the pens have time to return to

the baseline after each maneuver.

ARTIFACTS

The most frequently encountered artifact is one of

venous occlusion by extension of the leg at the knee.

This artifact has been noted in phlebograms 10
-
11

and by those using the Doppler5 and impedance12

techniques. Accordingly, the technician recognizes

the positive tracing and repeat the maneuver with

the knee flexed slightly (Figs. 10, 11). It would be

desirable to study all patients withe the knee slightly

flexed to avoid this artifact; but as yet we have not

found a convenient, practical, or comfortable meth-

od for the majority of patients to lie with the knee

flexed without producing more artifacts. Artifacts

produced by deep breathing or breath-holding are

easily detected by the pneumogram.

INTERPRETATION

When the entire tracing is inspected, and the re-

( Continued on next page)

Fig. 10. Artifact of the straight knee. RUN 1.

Note the rise in baseline and diminished respiratory

waves on the side of the tracing when the knee is

straight. However, when the knee is flexed, as is

shown on the right side of the tracing, there is no
rise in baseline and respiratory waves are clearly

visible.
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Fig. 11 A. A 36-year-old female with clinical evi-

dence of superficial thrombophlebitis. On supine exam-
ination with the leg extended there is failure to vis-

ualize the deep venous system below the level of the

femoral condyle, simulating deep venous thrombosis.

—B.—A patient femoropopliteal system is readily

opacified in the lateral examination with the leg

flexed.

BY PERMISSION OF: ARKOFF, et al. Radiology

90, 1968.

Fig. 11 C, D. A 19-year-old female with uni-

lateral leg edema. Deep venous thrombosis was con-

sidered when anteroposterior supine and attempted
lateral recumbent studies, both with the legs extended,

showed no filling of the deep venous system.

E. A third injection in the same patient in the

lateral position and with slight flexion of the knee
results in good delineation of normal deep venous
structures.
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sponses to all three maneuvers are weighd, the

diagnosis can be made in most patients (See Tables

1, 2 statistical data).

EFFECT OF DEEP BREATHING

At the end of the test the patient is asked to take

several deqp breaths. One frequently notes a rise

in baseline in the presence oif deep venous obstruc-

tion and a horizontal or declining baseline in a

normal subject. Although a confirmatory sign, this

maneuver is not necessary.

LIMITATIONS

This test connot be performed in the patient

whose lower extremity is in a long-leg cast, nor

can it be done satisfactorily in a patient with

coarse tremors. In elderly patients who are restless

it is at times difficult to carry out. In these in-

stances a mild sedation may be used.

Only thrombi in the mainstream of the venous

return are detected by the phleborheograph, and

clots in the tributaries and small veins are not dis-

covered. Isolated clots in the deep femoral, saph-

enous, and hypogastric veins, as well as clots in the

soleal veins, would not be expected to produce

positive tracings (Fig. 12;.

RESULTS

In February, 1974 a multi-channel phlelborheo-

graph specifically designed for diagnosing deep

venous thrombosis became available and replaced

the standard Grass polygraph in our laboratory on

which our tests were carried out during the explor-

atory period from late 1971 to early 1974. From

TABLE I

PHLEBOGRAPHIC CORRELATIONS: 463

EXTREMITIES

Polygraph Phleborheograph

False Negative 13/127(10%) 1/12(8..5%)

Equivocal 2(1.6%) 0

Physician Error 4(3.2%) 0

Test Error 7(5.5%) 1(8.5%)

Pelcw-Knee Thrombi
8/34(24%)

False Positive 13/294(4.5%) 0/20

Equivocal 2,(0.7%) 0

Artifact 3(1.0%) 0

Physician Error 3(1.0%) 0

Test Error 5(1.7%) 0

recent experience with this new instrument we are

confident that the results of phleborheography

(Table 1), which already compare favorably with

other standard diagnostic tests for venous throm-

bosis, are certain to improve because of the high

degree of standardization of the technique not

possible earlier. Errors traceable to artifacts have

been markedly reduced. False-positive tests have

been virtually eliminated. Interpretation has become

freer of ambiguities. The major remaining problem

is the difficulty of diagnosing small clots, particu-

larly those that are non-occlusive, that occur in

one or two oif the veins below the knee. In this

group false-negative tests by phlebography have

numbered approximately 25 per cent in the past.

The phleborheograph fails to detect them easily

because they do not cause sufficient obstruction to

the flow of venous blood due to their small size.

Attempts are in progress to solve this problem by

increasing the sensitivity of the technique.

(Continued on next page)

CLOTS NOT DETECTED CLOTS DETECTED

TABLE II

GARSS POLYGRAPH vs. PHLEBORHEOGRAPH
Polygraph

Clinical Tests

Positive

Negative
Equivocal

Phleborheograph
2,245 636

296(13%) 83(13%)
1,929(86%) 546(86%)

20 ( 1%) 7(1.2%)

Fig. 12. Limitations of phleborheography. Diagram
shows clots detected and not detectable. Only thrombi

in the mainstream of the venous return are detected;

clots in tributaries and small veins are not disclosed.

Isolated clots in the deep femoral, saphenous, and hy-

pogastric veins, as well as clots in the soleal veins,

are not diagnosed by the tracings. BY PERMISSION
OF HARPER & ROW.
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Fig. 13. Normal tracing. RUN 1. Large respiratory

waves are clearly visible and sharply pointed in the

thigh, proximal calf, midcalf, and distal calf. Larger

waves are frequently noted in the proximal and mid-

calf than in hte thigh; this is believed to be due to

more efficient coupling between the cuff and the leg.

This is also true of cscillometric readings. Note that

when pressure of 50 mmHg is applied to the foot

there is no rise in the baseline of any of the tracings.

PHLEBORHEOGRAPHY-PHLEBOGRAPHY
CORRELATIONS

False-Negatives — While less exact than phleb-

ography in detecting the presence of small clots in

the minor veins below the knee, phleborheography

has the advantage that it can be repeated daily,

or more frequently, if called for, and therefore pro-

vides the physician with an unsurpassed clinical

tool for making the diagnosis and following the

progress of the patient with deep venous thrombosis

of the lower extremity (Figs. 13 through 18).

As shown in Table 1 ,
phleborheography was car-

ried out on 127 extremities in which deep venous

thrombosis was detected by phlebography. The

phleborheogram was positive in 114, leaving a

gross errors of 13 (10 per cent). All of the 7 true

errors reflected a small thrombus in one vein and

its tributaries below the knee. There have been no

false-negatives whenever two of the major veins

below the knee have been involved, and none with

any thrombosis of the popliteal, femoral, external

iliac, or common iliac veins, or the vena cava.

False-Positives — There have been 294 extrem-

ities that have had a negative phlebogram in which

a phleborheogram was also obtained; 281 of the

latter were negative, leaving an error of 13 (4.5

per cent). Three of these errors were due to the

straight leg compression of the popliteal vein (see

above under Artifacts); all three tests became

negative when repeated with the knee flexed. In

one other extremity this wras believed to be the

Fig. 14. Normal tracing. RLTN 2.Pressure is being

applied to the lower calf. Note emptying of the foot;

0.35 ml of blood is evacuated from the foot under the

cuff. Normal equals 0.3 ml with the size of cuff cur-

rently in use. Similar emptying can be noted in the

midcalf. Note the absence of rise in baseline of mid-
calf, proximal calf or thigh. Also note large respira-

tory waves that are visible in thigh, proximal calf,

midcalf, and even in the foot. Large respiratory waves
visible in the foot are seen in postphlebitic limbs, and
in some normal limbs. In the postphlebitic limb, how-
ever, the filling time of the foot is shorter and there

is usually some rise in the baseline tracing of the
calf or thigh indicating some degree of obstruction.

cause of error, but it was impossble to prove it by

repeat testing.

Non-Thr,ombotic Obstruction — There were 6

positive tests in extremities in which no evidence of

venous compression was present. In two, there wras

compression of the left common iliac vein by the

right iliac artery
;

13~14 in one compression of the

right common iliac vein by metastatic tumor. AH
three of these were demonstrated by phlebography.

There was also one patient in this group in the last

trimester ol pregnancy with hydramnios. Her

phleborheogram was found to be intermittently

positive when she would lie on her back and would

revert to normal when she would he on her side.
15-16

One false-positive was found in a patient with great

swelling of the entire extremity, cardiac decom-

pensation, cirrhosis, and a functioning splenorenal

shunt. The patient had a very high venous pressure.

It is interesting that this test reverted to normal

when the patients heart became compensated.

One patient was studied prior to taking down an

artificially created A-V shunt in the femoral ar-

tery.
17 The phleborheogram was positive, which

was considered to be reasonable due to the high

venous pressure. However, at operation we were

surprised to find complete fibrosis of the portion

of the vein anatomically proximal to the A-V fis-

tula.
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CLINICAL TESTING

In addition to the above, the test has been posi-

tive in 296 (13 per ceni) oif 2,245 extremities that

were believed to have deep venous thrombosis.

It was not (possible to obtain phlebograims on these

extremities and so they are considered in a separate

group. As of this review, 1,348 normal extremities

have been studied, and in all of these, the phlebo-

rheograms were negative.

The test has been used clinically in 137 office

patients, not included in the above statistics. Occa-

sionally it has not been possible to interpret the

initial tracing, but almost invariably on repeat

testing these tracings have become clear. It is im-

possible to say whether or not errors have been

made in this clinical group; but at least, no proven

errors have been brought to our attention.

SPECIAL STUDIES WITH THE

PHLEBORHEOGRAPH

A group of 26 pregnant women in the third tri-

jjtifpwrxjtf

I0CALF

Fig. 15. Acute deep venous thrombosis. Demon-
strates rise in baseline when pressure is applied to

the foot, and the absence of respiratory waves.

Fig. 16. Acute deep venous thrombosis with some
visible respiratory waves.

mester has been studied; all were negative, with

the exception of a patient with hydramnios (see

above) whose test repeatedly was positive while

she was lying on her back and negative when lying

on her side.

Forty-seven patients with inferior vena cava li-

gations were studied at an average of 9 years post-

operatively; 77 per cent of thigh tracings were nor-

mal, a finding interpreted to indicate that minimal

or no obstruction exists to the outflow of blood

from the thigh veins through the pelvis or abdomen.

Of the leg tracings, 65 per cent were abnormal. This

finding indicates residual obstruction in the veins

at and below the knee level.
18

Avenues of future investigation include phlebo-

rheographic quantification of the postphlebitic

lower extremity utilizing a slight modification of

the present technique, by means of which the

postphlebitic limb (Fig. 19) is readily identifiable

by certain criteria, namely, the rise in baseline due

(Continued on next page)

Fig. 17. Another tracing showing acute deep ve-

nous thrombosis.
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Fig. 18. Acute deep venous thrombosis of the leg

i.e., below the cuff on the thigh. (RUN 1.)
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Fig. 19. Postphlebitic syndrome. Tracing shows
obstruction in the presence of respiratory waves.

to an obstructed vein; the presence of large respi-

ratory waves; and rapid filling of the foot (indi-

cating absence of venous valves), following empty-

ing secondary to calf compression. Conversely,

delayed filling of the foot is observed after com-

pression of the calf in patients with obliterative

arterial disease. Rheographic investigative studies

are projected for patients seen in the arterial la-

boratory pre- and postoperatively, as well as those

managed conservatively. Also on the agenda is the

continued development o ; techniques for study of

thrombotic problems of the upper extremity.

SUMMARY AND CONCLUSIONS
Phleborheography is a new non-invasive highly

accurate method of diagnosing deep venous throm-

bosis of the lower extremity. It is performed by a

technician in the laboratory, at the bedside, or in

the office. Interpretation of the tracings may be

quickly learned by a physician.

The principles involved and illustrative examples

are presented. Phleborheography offers a practical

method of diagnosing deep venous thrombosis of

the lower extremity.
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Editorial

WE ARE PLEASED AND PROUD

We are pleased and proud to be able to devote

the whole of this special issue of the Journal to

a series of papers honoring Doctor Fiorindo A.

Simeone. Although he is still active both at Brown

University and at The Miriam Hospital, his official

retirement took place at the end of the last aca-

demic year. Some years ago we had pointed out in

these columns how the return of Simie to Provi-

dence, the scene of his formative years, had con-

tributed significantly to making Rhode Island al-

most instantaneously a world center of surgical

physiology.

His permanent legacy to Rhode Island is his

outstanding contribution to the quality of medical

and surgical care in the state, and more especially

his nurturing here a strong tradition of basic sci-

ence and physiology as the foundations of sound

surgical practice.

While his academic career is entering a new
phase, we look forward to having him live and

work among us for many years as a stalwart mem-
ber of the medical community. We are confident

that he will contribute to the body of surgical

knowledge both locally and nationally.
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CANCER IN THE LIVER
(Concluded from page 93)

terization method in the treatment of colonic

metastasis to the liver.

5. The complications attributed to the percu-

taneous cathertization are not prohibitive.
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RADIATION EFFECTS ON THE
THYROID

(Continued from page 97)

iodine, relatively few neoplasms were found.6 Most
other investigators obtained similar results. When
neoplasms were obtained, periods of more than one

year and up to two years were required. With trial

and error over many years it has now become pos-

sible to produce neoplasms in almost half of the

rats studied. Some of the reasons for previous fail-

ure now seem more evident.

For a variety of reasons the dose of 131
I given to

an experimental animal is not always the effective

dose of radiation delivered to the gland. Investi-

gators gave graded doses of 131
1 to groups of rats,

basing the estimate of radiation delivered either on

the dose given or an average of uptakes in some

representative thyroids of animals in a group. It

has been found that there was a wide variety of

uptakes among individuals even though the animals

were considered to be uniform. The amount of

previous iodine intake was an important considera-

tion. With variable amounts of iodide added to

commercial rat food (usually an abundance), the

uptake of 131
I by the thyroid might be unusually

low. On the other hand, an iodine deficient diet or

the brief use of a goitrogen enhanced the uptake,

but this produced hyperplasia, a change in the gland

which alters the sensitivity of the cells to radiation.

Furthermore, an iodine deficient diet promotes can-

nibalism. The rat has a peculiar sense of his need

and selectively eats his brother's thyroid, satisfying

that animal's avidity for iodine, but not altering

the iodine deficiency of the others who did not get

in on the kill. Thus a wide variety of uptakes

among individuals of a group in the earlier experi-

ments gave results that were far from uniform.

With time it became evident that the younger the

rats when radiated, the more likely the develop-

ment of neoplasms.

During the past few years many of the problems

described were at least partly solved by giving

graded doses and identifying each animal and then

measuring and recording the uptake in the gland

of each of several hundred animals. Any subsequent

finding in an animal's thyroid could then be related

to the rad dose which that thyroid had received.

Animals could be more precisely regrouped for

subsequent study.

By using qualitative histochemical methods the

amount of deoxyribonucleic acid (DXA) in indi-

vidual cells of radiated rat thyroids can be meas-

ured. It was found that the large bizarre nuclei
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that ifollow radiation contained more than the dip-

loid value of DNA (as seen in the resting cell).
10

Indeed, many of the largest nuclei contained more

than twice this amount and therefore should have

divided. Since thymidine is a precursor of DNA
and is incorporated in the nucleus only of these cells

that are preparing to divide, tritium-labelled thymi-

dine and autoradiography can be used to identify

mitotic activity in tissues. By utilizing this tech-

nique it was learned that the radiated cells when

pressed to undergo mitosis (by giving a goitrogen)

rapidly accumulated tritiated thymidine in prepa-

ration to divide, but failed to so.
11 Furthermore,

such thyroids did not increase in weight as much

as would normally be expected when a goitrogen is

given. Not only did the cells fail to divide as they

should, but they attempted another cycle of mitosis

by building up excessive amounts of DNA within

the nucleus that had already failed to divide. The

bizarre nuclear forms were thus interpreted as rep-

resenting thwarted cell division.

For a few months after a very modest dose of
131

I the rat thyroid could be made to increase in

size, and cell division was shown to be taking place

when a goitrogen was given. Mitosis was still pos-

sible for a time even after all radioiodine had dis-

appeared from the gland. Flowever, as more time

lapsed (and long after all
131

I was gone) the capieity

for the gland to increase in size could not be dem-

onstrated. By this time few cells took up the tri-

tiated thymidine in their nucleus, showing that the

ability to prepare for mitosis was impaired. Those

few cells whose nuclei took up tritiated thymidine

were, in general, the cells whose nuclei were unusu-

ally large and had an excessive amount of DNA. 11

All of the doses of 131
I used in these experiments

were less than those which produced architectural

alterations in the microscopic picture of the gland.

These experiments led to the use of lower and

lower doses of radiation, and at these levels neo-

plasms were produced more readily.

EFFECTS OF DOSAGE
It now seems that there may be a relatively nar-

row range of radiation dose which produces neo-

plasms in the thyroid. Surely the larger doses used

in the earlier years in rat experiments sterilized

the cells so that cell division was not possible.

Thus, part of our failure and the failure of others

to produce neoplasms in earlier studies is attribut-

able to giving too much radiation. When the occur-

rence of neoplasms is tabulated in a large series of

animals where the dose for each animal was known.

the neoplasms have been frequently found after

2,000 to 6,000 rads in an unstimulated (normal)

thyroid. 1 - This is perhaps only 1/3 to 1/5 of the

rad dose used to treat the hyperplastic (probably

more radiation sensitive) gland of a human with

Graves’ disease. In man enough radiation is given

to reduce hormone production. This dose usually

causes architectural distortion of the microscopic

structure of the gland. It also causes considerable

damage to the nucleus, which probably precludes

subsequent ceil division. The resulting effect on

the functional status of the thyroid in man is quite

clear, since most all patients who are sucessfully

treated with 111
1 ultimately go into a hypothyroid

state. The radiated cells which continue to make
hormone for some years finally die and are not

replaced, beuause the crippled cells are incapable

of forming replacements. 13 Perhaps this degree of

damage precludes even abnormal cell diviscion and

neoplasm development. This may explain why there

is a. very low incidence of malignant neoplasms fol-

follcwing the doses of 131
I commonly used as ther-

apy in man.

It has long been recognized that the more cen-

tral follicles of the rat thyroid are more active than

those near the periphery. The follicles near the

center are smaller, contain less colloid, and have

taller cells. When a trace dose of 131
1 is given to a

normal animal, the autoradiographs of the thyroid

show a higher concentration of the isotope in these

central follicles. The uptake, and therefore the

radiation effect from a dose of
131

I, is greater in

the central part of the lobe than at the periphery.

There are two other reasons why there is less

ionizing effect at the periphery of the gland. The

beta ray of
131

1 which delivers most of the ionizing

effect in tissue, has a maximal range of only 2 mm
with an average range of 0.44 mm. As cne ap-

proaches the edge of the gland, the concentration

of radiation effect in thyroid cells diminishes for

two reasons. There are no follicles beyond the cap-

sule of the gland to contribute radiation from that

direction. Thus, the dose delivered at the periphery

aoproaches half of that to the more centrally lo-

cated cells. Since the 131
I is concentrated and

stored, primarily in the colloid and since the folli-

cles. located at the periphery of the gland are larger,

more ionization is npent in the colloid, and there is

relatively less radiation to the cells. Two different

types of autoradiographs give evidence of less ra-

diation damage occurring at the periphery of the

gland. One, using a second subsequent dose of 131
I,

(Continued on next page)
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shows that the central area which originally took

up more 131
I now takes up less. The other, using

tritiated thymidine, shows that after radiation from
131

I the nuclei of cells near the periphery are more

inclined to take up tritiated thymidine and undergo

mitosis than those in the central areas. These sev-

eral reasons explain why architectural damage, if

it can be detected after ’he relatively low doses of

radiation, is found in the central portion of the

gland and why neoplasms, if found in such a gland,

are more often developing at the periphery 12

EVOLLTION OF NEOPLASMS
One of the objectives of these studies of the

production of thyroid neoplasms in rats has been

to study the very early development of neoplasms

and to learn how they evolve. As experience has

been gained regarding the optimum dose of 131
I

which will produce neoplasms but not destroy hor-

mone synthesis or sterilize the cells, it has been

found that neoplasms begin to appear only after

about 12 or more months. This is approximately

1/3 of the life span of the rat. By irradiating large

numbers of rats with non-sterilizing doses of 131
1,

sacrificing the animals at short intervals and pre-

paring serial microscopic sections of each lobe, a

search for beginning neoplasms was made. 12 Occa-

sional follicles may be found in which the epithelial

cells are proliferating within the lumen of the folli-

cle. To gain a better idea of the mitotic activity of

the cells in such a gland, tritiated thymidine was

given 4 hours before sacrifice so that those cells

undergoing mitosis could be identified by auto-

radiography. These localized areas of proliferation

appear to be clones of cells which represent the

origin of neoplasms. Sucn a cluster of cells is seen

first in the wall of a follicle. Some of these clusters

of cells occupy a volume equal to several follicles

(Figure 3). As the cluster becomes larger and there

appears to be thin connective tissue capsules sur-

rounding it, the resulting struture may be

called a microadenoma. At this early stage of de-

velopmem it is impossible to classify such lesions

as benign or malignant, but the degree of mitotic

activity on autoradiographs may suggest their ma-

lignant potentialities. Some lesions show an abund-

ance of cells in mitosis, ac seen in Figure 4, while

others show relatively few. Autoradiographs with

both tritium and 131
I show that most of these

lesions are not taking up 131
I (see Figure 3).

Some lesions may not be grossly detectable on

the surface of the thyroid if the gland is surgically

exposed under anesthesia at 14 to 18 months. This

is the time that the formation of a neoplasm may

be expected. A few weeks later at sacrifice there

may be a mass occupying one lobe, and a histologic

section will show a highly invasive lesion in which

many nuclei have taken up tritiated thymidine in

the short span of only 4 hours before sacrifice. This

serves to illustrate how rapidly some of the lesions

grow (Figure 4).

MARSHALL ISLANDS EXPERIENCE

I should like to turn to the observations on hu-

man subjects, namely, the people who were on

Rongelap Atoll in the Marshall Islands in 1954

when the first hydrogen bomb test resulted in the

accidental exposure of these people. 14
’
15 Compared

to other isotopes, there was a relatively high con-

centration of several radioisotopes of iodine in the

fallout. Some of the isotopes of iodine were rela-

tively short-lived, making the calculation of the

dose of radiation to the thyroid difficult to esti-

mate. Spontaneous development of thyroid nodules

is very rare in these people, whose diet contains an

abundance of iodine. Although all of the exposed

persons were examined very thoroughly annually,

it was not until the ninth year following exposure

that the first nodules began appearing in their thy-

roids. During the past 20 years, there have been

25 of 86 exposed people who have developed nod-

ules that have been surgically explored. Although

most of these proved to be adenomas, three were

carcinoma; one had metastasized. Of 19 persons

who were under the age of 10 when exposed, 17

have developed thyroid pathology. The results of

the follow-up to 1970 have been reported. 14
-
15 On

another atoll much further away six of 157 ex-

posed persons have developed neoplasms, one of

which proved to be a carcinoma. The relationship

to radiation on this atoll is far less certain because

the rad dose was extremely low.

One of the most impressive features of all of

these Marshallese thyroids has been the multi-

plicity of tiny microadenomas in addition to the

dominant tumor which drew attention on physical

examination. Many of these tiny lesions have been

solid cellular or papillary in type just as were the

predominant types in the experimental rats. We
have prepared autoradiographs of many of the

Marshallese lesions after they were removed. Most

lesions display little or no uptake of radiodine.

The similarity to the lesions in the radiated rats

is striking.

There are two possible theories which may ex-

plain the development of the neoplasms following

radiation to the thyroid. One holds that the neo-
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plasma develop “de novo” following nuclear de-

rangement in the thyroid cell. The other proposes

that the loss of thyroid function results in hypothy-

roidism, which in turn causes an increased output of

thyroid stimulating hormone (TSH) from the pi-

tuitary. This results in chronic stimulation to hyper-

plasia and the development of neoplasms. Maloof 16

showed that if supplemental thyroid hormone is

given, the hyperplasia following radiation in rats

does not occur, but the bizarre nuclear forms which

develop as a result of radiation, although reduced

in number, are not inhibited from forming. The

dose estimated from the data on those rats was

35,000 rads. The much lower doses of 131
I which

are more likely to be followed by neoplasms seem

to cause far less functional damage. The Marshal-

lese people have now been given full hormone re-

placement since the first nodules were discovered

1
1

years ago. They are continuing to develop the

lesions. However, the number of individuals re-

maining at risk is now greatly reduced, owing to

deaths of those who were elderly when exposed and

who have died (of causes other than those related

to fallout) and owing to surgical exploration of the

thyroid.

RESPONSE IN NORMAL AND
HYPERPLASTIC GLANDS

Xo valid comparison can be made between the

patients treated with 13J
f for hyperthyroidism in

the National Thyrotoxicosis Follow-up Study and

the Marshallese. However, some differences in the

two groups may be pointed out. The occurrence of

neoplasms in the two groups is very different. The

doses of radiation to the thyroids are presumably

also quite different. The maximal dose to Marshal-

lese thyroids was estimated at about 1,400 rads,

while the customary dose used in hyperthyroidism

is usually 8,000 to 12,000 rads. The hyperplastic

glands of hyperthyroidism should be more sensi-

tive to radiation, while the Marshallese glands were

normal. On the other hand, two of the exposed

children among the Marshallese sustained enough

radiation effect so that they ultimately suffered

from severe hypothyroidism, suggesting that at

least some individuals received a greater dose than

was estimated. Most of the adults seem to have

remained euthyroid. Now 20 years following radia-

ton, the Marshallese are still developing lesions

in their thyroid, emphasizing the importance of

very lengthy follow-up.

The most plausible, but unproved, explanation

for the high frequency of neoplasms in the Mar-

shallese compared to patients with hyperthyroidism

is that the hyperthyroid patients received much

more damage to the gland than the Marshallese.

Therefore, experimental data suggest that the ca-

pacity for cell division has been so seriously im-

paired that neoplasm formation is thwarted in pa-

tients treated with mI.
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CLOTTING FACTORS IN BURN SEPSIS
(Concluded from page 100)

though the clotting studies indicated severe abnor-

malities at this time, he did not develop a bleeding

disorder. With appropriate antibiotic therapy, blood

cultures became sterile and the platelet count rose

to 205 .00C mm.3 There was improvement in plate-

let function and the clinical course stabilized.

On the 92nd hospital oay, the patient developed

r. third episode of sepsis, and Candida albicans was

cultured from the blcod. At this time the platelet

count was 67,OCC/irm. ; and it rapidly fell to

21,000 mm.3 Partial thromboplastin time was

normal, as were the prothrombin time and thrombin

time. The fibrinogen level was 69 mg per cent, and

the Factor V levels were increased four-fold. His

platelets demonstrated no ability to aggregate dur-

ing this third and final episode of sepsis.

As is illustrated in the clinical case reviewed,

there are many abnormal -

’ ties observed in the clot-

ting ability of individual patients who develop

sepsis during the course of their therapy for major

burns. However, the data obtained from the 18

study patients when sepsis was present, as com-

pared to that data when sepsis was not present,

failed to indicate either a diagnostic or predictive

change in any of the individual clotting studies

which could be used as a guide to earlier detection

of the presence of sepsis. Even though the mean

platelet counts obtained from patients during sep-

sis were significantly depressed, the peak values

of platelet counts during sepsis were not sifinicant-

ly different from platelet counts obtained when

patients were not septic, so that an individual de-

termination of platelet count would be of little

value unless it was dramatically low, as illustrated

in the third episode of sepsis in the clinical case

described. Even that observation is not of abso-

lute significance, since in many instances platelet

counts were markedly ; educed for the 24 hours

following extensive surgical debridement of pa-

tients with burn wound invasion without positive

blood cultures.

DISCUSSION

The more recent observations of altered platelet

function coincident with sepsis suggest that there

may be a more direct relationship between these

abnormalities and the presence of sepsis. If addi-

tional studies do in fact demonstrate a significant

relationship between platelet function and sepsis,

it could well be that this finding would have diag-

nostic or predictive value, or both, regarding the

presence of sepsis in thermally injured patients.

The ability to diagnose the onset of sepsis in

severely burned patients is of major importance,

since in many of these patients their clinical course

is unstable and very poor for extended periods of

time even though sepsis is not present. All too fre-

quently the diagnosis or sepsis is made on the

notification of the physicians by the Infectious

Disease Laboratory of a positive blood culture

which was obtained 48 to 72 hours previously.

That is the time span which frequently allows

patients to reach an irretrievable clinical situation,

while earlier appreciation of the presence of sepsis

could have led to earlier therapy and perhaps im-

proved survival. Work is continuing in our labora-

tory in an attempt to verify the relationship be-

tween sepsis and altered platelet function as an

early sign of the presence of sepsis, so as to inform

the clinician long in advance of the return of

positive blcod culture from the bacteriology lab.

SUMMARY
A prospective study was carried out in the Burn

Unit of Cleveland Metropolitan General Hospital

in which screening clotting tests, clotting factor

assays, platelet counts, and more recently platelet

function studies were performed on 18 patients

of whom eight developed sepsis. The data were

collated so as to compare the values of these tests

in the presence and absence of sepsis in the hope

of determining differences which would be predic-

tive or diagnostic of the presence of sepsis before

verification by blood culture reports would be avail-

able. Xo significant differences in peak values of

prothrombin time, partial thromboplastic time,

thrombin time, fibrinogen levels, Factor V and

Factor VIII levels, and platelet counts could be

demonstrated. A preliminary study comparing

platelet function with the presence or absence of

sepsis suggests that there may be a correlation

which could be of diagnostic or predictive value.

Clinical studies are now in progress to attempt to

demonstrate the statistical evidence for that ob-

servation.
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MICROCIRCULATORY DYNAMICS
(Continued from page 103)

hypotension have been described in earlier publi-

cations. 11
’
12 No significant complications appeared

to be related to the use of controlled normovolemic

hypotension.

EFFECTS OF HEMATOCRIT AND VISCOSITY

OF BLOOD ON BLEEDING

As noted above, under appropriate circumstances

the flow of blood varies inversely with the viscosity

in aooordance with Poiseuille’s Law. In the presence

of a normal level of fibrinogen, and at a constant

shear rate and temperature, the principal determi-

nant of the viscosity of blood is the hematocrit

(Fig. 3). At each shear rate, hemodiluted blood is

significantly less viscous than the blood with the

normal hematocrit. In addition, as the shear rate

— or velocity gradient — decreases, the viscosity

of blood increases. This implies that blood is more

viscous when flowing slowly through a blood vessel

than when it flows rapidly.

In experimental shock, techniques for volume re-

placement which produce hemodilution and a re-

duction in viscosity have been shown to produce

an increased rate of blood flow in the microcircu-

lation. On the other hand, these considerations sug-

gest that the presence of profound anemia may at

times contribute to an increased rate of flow from

the bleeding vessel. Observations in six profoundly

anemic patients with slow but persistent upper

gastrointestinal bleeding (1 to 2.5 liters/day) have

suggested that this might indeed be the case, and

that bleeding may be reduced if the hematocrit and

viscosity of blood are restored to normal by the

infusion of packed red cells.
13

An example is a 47-year-old man who was ad-

mitted in coma with frontal lobe abscess which

ruptured into a lateral ventricle. Five days after

drainage of the abscess, while on dexamethasone,

he developed upper gastrointestinal bleeding. Dexa-

methasone was stopped. In spite of the transfusion

of 15 units (7.500 ml) of whole blood over a five-

day period, the hematocrit ifell to a low of 14 per

cent. A total of 8 units of packed cells was trans-

fused over the 6th and 7th days of gastrointestinal

bleeding. The hemotocrit rose to 35 per cent, and

objective evidence of bleeding ceased. Gross bleed-

ing did recur a few days later, however, and the

hematocrit again fell to 24 per cent. With the

transfusion of 6 more units of packed cells the

hematocrit rose to 36 per cent. The bleeding

stopped again and did not recur. Similar observa-

tions were made in 5 additional critically ill pa-

tients with persistent bleeding from superficial

stress ulcers or gastritis.

In the laboratory we have also found a correla-

tion between the level of hematocrit and the rate

of bleeding. In pairs of heparinized rats the hema-
tocrit was lowered to an average of 32 per cent by
withdrawal of blood and replacement with Ringer’s

lactate solution. The tail was then amputated, and
blood loss from the tail was measured in calibrated

tubes. The hematocrit in one rat was increased by
infusion of packed cells to replace blood loss, and
it was lowered in the other member of the pair by
infusion of plasma. The rate of bleeding from the

tails showed a significant inverse correlation with

the hematocrit, although scattering of data indi-

cated that a number of uncontrolled variables also

affected the bleeding rate.

Observations were also made of the effects of

hematocrit on blood flow through a glass capillary

tube, through a small hole in the side of rubber

tubing, and through a small branch of an excised

canine artery. From the glass capillary tube (es-

sentially a capillary viscometer) the flow was in-

versely proportional to viscosity at all perfusion

pressures. The flow of blood with a hematocrit of

15, for example, was twice that of blood with hema-

tocrit 45. With rubber tubing and canine artery,

the changes in flow with changes in hematocrit

were similar although somewhat less than with the

glass capillary tube and were greater at low than

at high perfusion pressures and flows.

Some of the reasons for the differences in be-

havior of the elastic vessel and glass capillary may
be apparent from a consideration of laws governing

the flow of a viscous fluid through a cylindrical

tube. Poiseuille’s Law applies when the flow of the

fluid in the vessel is laminar. The vessel must be

of sufficient length to permit the development of

laminar flow and interaction between the viscous

(Continued on next page)
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fluid and the vessel wall. The length required for

the development of laminar flow is proportional to

the rate of flow and inversely proportional to the

viscosity. In addition, turbulence will limit the

development of the boundary layer, thus reducing

the effects of viscosity on flow. Turbulence occurs

at high rather than at low flows.

It is apparent therefore that the hematocrit and

its effects on viscosity are most important in small

vessels with a low velocity flow. One would expect

little effect of changes in viscosity on bleeding from

a tangential wound in a large vessel, but significant

effects may be observed in slow persistent bleeding

from small arteries. The transfusion of packed red

cells to restore a normal hematocrit, red cell mass,

and viscosity of blood may lead to a significant

reduction in the rate of bleeding in profoundly

anemic patients.

DISCUSSION

Persistent hemorrhage in the critically ill patient

often contributes to a fatal outcome. Spontaneous

dotting and subsequent healing of the hemorrhagic

lesion is the most desirable method for arresting

the bleeding. When this does not occur with the

usual conservative measures, including correction

of any clotting defects which may be present, more

vigorous measures may be necessary. Although

surgical ligation of the bleeding vessel is usually

the most definitive method for arresting the bleed-

ing, there are instances where the risk of operation

may be prohibitive. The measures for reducing flow

described above may be considered under these

circumstances.

Of these measures, the use of vasocontrictors

with consequent reduction of the radius of the

bleeding vessel may be among the most effective.

According to Poiseuille’s Law, the flow is propor-

tional to the fourth power of the radius, and a 50

per cent reduction flow, therefore, may follow a

16 per cent reduction in the radius of the vessel.

There, however, are several potential disadvantages

to these procedures. The profound reduction in

flow effected by the vasoconstrictors may cause

severe ischemia to tissues with resulting necrosis6,

7

or other adverse effects of ischemia. The intra-

arterial administration of a vasoconstrictor also

entails the potential hazards o r the inlying arterial

catheter.

In our opinion, the use of pharmacologically

oontrolled normovolemic hypotension may prove to

be safer. Although flow is reduced with hypoten-

sion, small vessels appeal to remain open and allow

for adequate exchange between blood and tissues.

The incidence of complications related to closely

monitored normovolemic hypotension do not appear

to be great. In our series no complications were

directly attributable to the pharmacologic regime

employed. In a review of complications of con-

trolled hypotension used in conjunction with anes-

thesia and surgery, Little 14 reported complications

in 3.2 per cent of 27,930 cases, oif which 0.35 per

cent were fatal. This incidence appears to be ac-

ceptably low when compared to the seriousness of

hemorrhage in the patients under consideration.

Potentially the safest of the methods discussed

is the use of packed erythrocytes to restore the vis-

cosity of blood to normal. In profoundly anemic

patients the infusion of erythrocytes to provide a

normal red cell mass and hematocrit appears to

carry little risk other than those associated with

volume expansion and transfusion. It is likely to

be effective in profoundly anemic patients with

slow but persistent hemorrhage.

In his editorial supporting the virtues of red cells

in shock,2 Doctor Francis Moore observed, “The

red blood cell is one billion times as heavy and 600

times as long as the albumin molecule. It stays at

home all its life, never wandering across the 'capil-

lary to visit far-off fields. It is too big, fat, and

heavy to escape. When we infuse it to restore blood

volume in oligemic shock, it stays right in the blood

stream and adds its collective size to the intravas-

cular mass ... let us bring up a new generation of

surgeons to appreciate the true function of the

red cell.”

To this we may add that one of the important

but often unappreciated functions of the red cell is

to maintain a normal viscosity of the blood.

SUMMARY AND CONCLUSIONS
1. Measures which after the dynamics of blood

flow in small vessels may be used as adjuncts in the

control of hemorrhage. In accordance with Poi-

7rr
4AP

seuille’s Law, Q= , flow may be dimin-

8r]L

ished if the radius of the vessel is decreased, the

pressure within the vessel is decreased, or the vis-

cosity of blood is increased.

2. Some of the techniques by which the radius,

pressure, and viscosity may be changed to reduce

hemorrhage are discussed. Itera-arterial adminis-

tration of vasoconstrictors may be used to reduce

the radius of the vessel. Ganglionic blockade with

Arfonad® may be used to lower arterial pressure

and maintain a controlled normovolemic hypoten-
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sion. In anemic patients the hematocrit and red cell

mass may be increased to normal levels by the in-

fusion of red cells witn restoration of a normal

blood viscosity.

REFERENCES

'Cannon WB: Traumatic Shock. New York, D. Apple-

ton Company, 1923
2Moore FD: The conquest of space-by the red blood

cell. Ann Surg 135:143-44, Jan 52 (Repr. in Anesth

Analg 38:413-4, Sep-Oct 59)
3Simeone FA: Shock and blood pressure. Surg Gyne-
col Obstet 108:740-2, Jun 59 (Repr. in Anesth Analg
38:415-7, Sep-Oct 59)

4LeVeen HH, Falk, G, Diaz C, et al.: Control of gas-

trointestinal bleeding. Am J Surg 123:154-9, Feb
72

5Nusbaum M. Baum S, Blakemore WS, et al: Clinical

experience with selective intra-arterial infusion of

vasopressin in the control of gastrointestinal bleed-

ing from arterial sources. Am J Surg 123:165-72,

Feb 72
fiRenert WA, Button KF, Fuld SL, et al. : Mesenteric

venous thrombosis and small-bowel infarction fol-

lowing infusion of vasopressin into the superior

mesenteric artery. Radiology 102:299-302, Feb 72
7Conn HO, Ramsby GR, Storer EH: Selective intra-

arterial vasopressin in the treatment of upper gas-

trointestinal hemorrhage. Gastroenterology 63:634-

45, Oct 72
8Hopkins RW, Simeone FA: Trimethaphan camsylate
in hemorrhagic shock. Arch Surg 89:365-72, Aug 64

9Simeone FA, Hopkins RW: The Physiology of Pro-

longed Oligemic Hypotension Progress Report No. 8.

Washington, Office of the Surgeon Geneeral, 1967
10Gillies J : Physiological trespass in anesthesia. Proc
R Soc Med 45:1-6, Jan 52

"Hopkins RW, Fratianne RB, Penn I, et al.: Control-

led hypotension in the management of severe hem-
orrhage. Ann Surg 160:669-81, Oct 64

12Hopkins RW, Fratianne RB, Abrams JS, et al.: Con-
trolled hypotension for uncontrolled hemorrhage.
Arch Surg 95:517-30, Sep 67

13Hopkins RW, Fratianne RB, Rao KV, et al.: Effects
of hematocrit and viscosity on continuing hemor-
rhage. J Trauma 14:482-93, Jun 74

"Little DM Jr: Controlled Hypotension: In Anesthe-
sia and Surgery. Illinois, Charles C. Thomas Pub-
lishers, 1956

RESPIRATORY MONITORING OF THE
CRITICALLY ILL PATIENT

(Concluded from page 105)

inates presentation of most useless or erroneous

numbers. Since no system is perfect, the clinician

must still exercise judgment and skill in interpret-

ing the results. The wealth of new information

made available by the system described makes this

a challenge worth his effort.

Perhaps the most useful data obtained with such

a system include:

1 ) F1O2 (fractional concentration of inspired

O2) accurately to verify this value.

2 ) PACO2 (alveolar PCO2), as an estimate of

the arterial PCO2, and for calculation of

Vd (alveolar or physiological dead space).

3) Ct (total pulmonary compliance), a meas-

ure of lung stiffness and one of the best

early indications of impending pulmonary

edema.

4) Rt (total airway resistance, nonelastic), a

measure of occlusions in the major airways,

such as secretions or bronchial spasm.

5 ) VO2 (oxygen consumption), from which may
be computed an estimate of the caloric con-

sumption of the patient, and the cardiac

output if an arterial and venous blood gas

are drawn as well.

6 ) PAO2 (alveolar PO2), used for calculation

of Qs/Qt (intrapulmonary shunt fraction),

without the need to change the F1O2 to 1.0

or air.

In addition, certain special programs available

on demand at the bedside are measurement of FRC
(functional residual capacity), vital capacity,

forced expired volume, and others requiring patient

cooperation or use of special gas mixtures.

SUMMARY
A system for monitoring both the pulmonary

mechanics and respiratory gas exchange of several

intubated patients is outlined. Bidirectional signals

of gas flow, pressure, temperature, and fractional

concentrations of O2, CO2 andNY are measured.

The most expensive instrumentation is time-shared

among the beds monitored. Most calibration is au-

tomatic, and the system runs continuously, moni-

toring each bed for approximately a minute each

20 minutes. Spot readings and special measure-

ments may be called in from the bedside. The data

acquired by the system are outlined.
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ENERGY METABOLISM IN SEPSIS
AND TRAUMA

(Continued from page 110)

day, supports this idea. It is apparent that the low

output state is a vicious cycle in which myocardial

failure plays a progressive role. The prompt eie-

( Continued on next page)

March, 1975 129



vation of cardiac output in such patients and ani-

mals after the administration of glucose potassium

and insulin (GKI) is dramatic. 10 One gram of glu-

cose per Kg body weight, 1 unit of insulin per Kg

body wt, and 20 mEg of potassium are mixed in a

flask or intravenous bag containing 10 grams of

albumin. The mixture is infused over a 15 minute

period. In a series of 15 patients in septic shock

cardiac output rose from 2.9 ± 0.4 to 7.4 ± 0.6

L/min. The mean arterial blood pressure rose from

60 to 81 mm Hg. while central venous pressure and

pulmonary wedge pressure (left atrial) both de-

creased. In 10 of the 15 patients the high output

was maintained. Tulmonary function improved. It

must be pointed out that GKI therapy has poten-

tial dangers, and its use at the present must be

limited to situations in which myocardial failure is

demonstrated and where adequate hemodynamic

and biochemical monitoring is available. One can

only speculate that in the presence of the low

blood insulin concentration in the low output septic

state many tissues including the heart fail to func-

tion because of ineffective metabolic production of

energy.
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Recent Advances In The Diagnosis And Management

Of Respiratory Distress Syndrome

Further Progress Will Hopefully Reduce
Morbidity And Mortality To A Minimum

By Edward H. Karotkin, M.D. and William Oh,

M.D.

The respiratory distress syndrome ( RDS) or Hy-

alne membrane disease is the most common dis-

order of prematurely born infants and is a leading

cause of morbidity and mortality during the neo-

natal period. Research investigations during the

past decade have accumulated data that are useful

for the prenatal diagnosis and preventive perinatal

management of this disease.

In 1959 Avery and Meade 1
first demonstrated

the relationship of decreased pulmonary surfactant

content and the occurrence of hyaline membrane di-

sease in premature infants. Numerous other investi-

gators subsequently confirmed this finding and es-

tablished the fundamental concept that decreased

surfactant production by the type II alveolar cell

is the major reason for the development of RDS.2-5

Furthermore, surfactant synthesis by the human
fetal type II alveolar cell is directly related to ges-

tational age. Hence, the incidence of RDS is in-

variably related to the degree of fetal pulmonary

maturation.

PATHOGENESIS
The current etio-pathologic concept of RDS is as

follows (Fig. 1): The reduction of alveolar surfac-

tant leads to massive alveolar atelectasis with un-
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even ventilation-perfusion ration and hypoventila-

tion. Hypercapnia may ensue, contributing to res-

piratory acidosis. The hypoxemia-induced anaerobic

metabolism will lead to lactic acidemia which in

turn results in metabolic acidosis. The hypoxemia

and acidemia will further inhibit the ability of the

type II cell to produce surfactant. In addition, in-

creased pulmonary vascular resistance6 will ensue,

resulting in the phenomenon of pulmonary hypo-

perfusion. 7 Pulmonary hypoperfusion causes in-

creased capillary permeability, which in turn re-

sults in leakage of plasma into the interstitial tis-

sues. The fibrinogen contained in the plasma is

converted to fibrin, which forms the hyaline-like

material from which the name hyaline membrane

disease was derived. The presense of these materials

will inrease alveolar--capillary gradient and reduce

the efficiency of gas dicusion across the alveolar-ca-

pillary bed, resulting in hypoxemia and hypercap-

nia. Therefore, it can be seen that a series of vicious

cycles is operating at various steps in the patho-

genesis of RDS with reduced surfactant synthesis

being the most important initiating event.

It is important to emphasize that surfactant syn-

thesis is a biological phenomenon and, as such, is

dependent on an optimal environment at the cellu-

lar level to insure its continuous production. Un-

favorable tissue perfusion, extremes in pH, hypo-

thermia, and hypoxemia will compromise surfactant

production. These concepts underscore the impor-

( Continued on next page)
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Pathogenesis of Respiratory Distress Syndrome
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FIGURE 1.

tance of maintaining the proper physiological en-

vironment for the fetus in utero and the infant after

birth, so the enzyme system involved in the pro-

duction of surfactant is kept functioning continu-

ously at optimum levels. From the clinical point of

view these concepts are consistent with the obser-

vation that keeping the fetus free of fetal distress

during labor89
,
the immediate correction of neo-

natal acidemia by the administration or intravenous

sodium bicarbonate, and correction of hypoxemia

by oxygen administration will reduce the severity

of RDS and improve survival rate.
10

-
11

DIAGNOSIS
The growth of knowledge in this field has greatly

enhanced one's ability to assess fetal lung matura-

tion prior to delivery and to understand what proc-

esses are involved in the acceleration of fetal lung

maturation by nature or by pharmacologic agents.

Since lung fluid contributes significantly to the for-

mation of amniotic fluid,
12 the determination of the

phospholipid content in amniotic fluid has been

used to assess fetal lung maturation. Gluck, et a/.
13

have shown that lung maturation is directly related

to the lecithin: sphingomyeline ratio of amniotic

fluid and that an L/S ratio of 2:1 or greater would

indicate that the lung is mature. A bedside screen-

ing test (foam stability or shake test) developed by

Clements, et a/.
14 has also been helpful in deter-

mining fetal lung maturation. In this test the for-

mation of foam or bubbles in a vigorously shaken

mixture of amniotic fluid and ethanol at 47.5 per

cent concentration reflects the presence of an ade-

quate amount of foam-forming surface-active ma-

terial in the amniotic fluid.

Amniotic fluid analysis for fetal pulmonary ma-

turity can be an extremely important diagnostic

tool and is clinically useful for management of the

fetus in utero. In the presence of clinical entities

which may jeopardize either the maternal or fetal

conditions or both, and if the amniotic fluid ana-

lysis indicates adequate fetal lung maturity, preg-

nancy can be terminated without fear of neonatal

compromise by RDS. On the other hand, in cases

where immature lung is present and there is no

imminent maternal or fetal risk, the delivery of the

fetus can be postponed until the fetal lungs become

mature either by natural development of lung ma-

turation or by pharmacologic induction.

TREATMENT

The pharmacological induction of fetal pulmo-

nary maturation is a promising new development in

the evolving story of RDS. Corticosteroids, 16 thyro-

xine, 17 and heroin 18 have been shown to enhance

fetal lung maturation when these agents were ad-

ministered to the mothers prior to delivery. Re-

cently, aminophylline has been shown to produce

similar effects in the rabbit fetus.
19 In human sub-

jects, Liggins20 has shown that maternal adminis-

tration of betamethasone resulted in a lower inci-

dence of RDS if the drug was given at least 48

hours prior to delivery. Although routine maternal

administration of corticosteroids for the purpose of

accelerating fetal lung maturation awaits additional
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clinical trials, corticosteroid administration to the

mother may be indicated in certain high risk preg-

nancies when delivery of an infant with otherwise

immature lungs is imminent.

An important diagnostic procedure which may

be used to predict the severity of RDS in the hy-

peroxia test.
21 In this method the infant with RDS

is allowed to breathe 100 per cent oxygen for 10

minutes, after which time an arterial PO2 is ob-

tained. If the PO2 exceeds 200 mmHg, the severity

of RDS is likely to be mild. On the other hand, if

the PO2 is below 200 mmHg, the infant is likely

to have a severe course, and may require assisted

ventilation, either in the form of continuous positive

airway pressure (CPAP) or a respirator. Not only

does this help in the early selection of those in-

fants who are candidates for ventilatory assistance,

but it may also be used to select those infants who

will need transfer to a tertiary care facility before

clinical condition deteriorates.

The recent advances made in the understanding

of the etiology and pathophysiology of RDS as

well as methods of prevention and diagnosis of

RDS have been briefly summarized. Hopefully in

the next few years this new body of knowledge will

generate more ideal methods of prevention and

management of RDS so that the morbidity and

mortality of this disease may be reduced to its

absolute minimum.
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Book Review
CLINICAL PERINATOLOGY : Edited by Silvio

Aladjem and Audrey K. Brown. Saint Louis, The

C. V. Mosby Company, 1974. $39.50

As pointed out by the co-editors of this book,

perinatology is a new specialty emerging rapidly to

fill the gap between obstetric and pediatric risci-

plines in focusing the total care of the fetus and

newborn both in health in disease. The outstanding

feature of this book is the perinatal approach to

the discussion of each section. The approach is par-

ticularly effective when the emphasis is placed on

pathophysiology in relation to symptomatology and

treatment of each disease entity. The information

provided by most chapters is current and factual

and should be useful to obstetricians and pedia-

tricians, as well as to paramedical personnel in-

volved in perinatal care. As in true in most multi-

author books, one shortcoming of Clinical Perina-

tology is a difference in writing style and different

levels of excellence of various chapters. However,

as a whole the book is well edited and mostly well

written by the individual authors, and the refer-

ences provided in each sector are adequate as a

source of additional information on each of the

subjects.

The co-editors stress in their preface that com-

pleteness was not and could not be their goal. Yet,

theer are other important perinatal subjects, dis-

cussion of which would have been very useful to

interested readers. Topics usch as resuscitation of

the newborn, specific metabolic disorders such as

hypocalcemia and hypoglycemia, and the problems

of infants of diabetic mothers should probably be

dealt with in more detail in future revisions.

In summary, Clinical Perinatology is a good ad-

dition to the increasing number of books and mono-
graphs related to perinatal medicine and should be

added to the medical library collection.

William Oh. M.D.

Mb' t
FIORINDO A. SIMEONE

(Concluded from page 89)

gical Oncology and Assistant Professor of Surgery

at Case Western Reserve University.

In 1967 Doctor Simeone returned to Providence

at the request of his Alma Mater to became Pro-

fessor of Medical Science, the first Leader (Chair-

man) of the Section of Surgery of the Medical

Program of Brown University and Surgeon-in-

Chief of The Miriam Hospital. His counsel and

wisdom have contributed greatly to the develop-

ment of the medical program, and we are confident

that they will continue to do so for the next two

decades. We salute him as a dedicated and com-

passionate physician, an inspiring teacher, and a

scholarly contributor to medical knowledge.

R. W. H.

^ ^ ^
CLOTTING FACTORS IN BURN SEPSIS

(Concluded from page 126)

with severe thermal injury. Abstract No. 60. 6th

Annual Meeting. Cincinnati, Ohio, Amer Burn Asso
Apr 4-6, 74

5DesPrez RM, Horowitz HI, Hook EW : Effects of

bacterial endotoxin on rabbit platelets. I. Platelet

aggregation and release of platelet factors in vitro.

J Exp Med 114:857-74, 1 Dec 61
6Mustard JF, Packham MA: Factors influencing

platelet function: adhesion, release and aggregation.
Pharmacol Rev 22:97-187, Jun 70 (713 ref.)

PREPARATION OF A MANUSCRIPT

Manuscripts for publication and correspondence

relating to them should be sent to:

Editor, Rhode Island Medical Journal

106 Francis Street

Providence, Rhode Island 02903

Manuscripts should be typewritten on one side

of the paper only, double-spaced, and with liberal

margins. References should be placed at the end

of the article and should be listed according to the

order in which they are cited in the text.

References should be based on the form used in

INDEX MEDICI’S giving author (co-authors up

to three: et al. for more than three) with initials,

title of article omitting all but first capital, title

of journal, volume, first and last pages, month

(week), year (e.g.. Doe J, Blank RS: New ap-

proaches to . . . Rhode Island Med J 92 : 1 C 0- 1 1 0,

Feb SO). Journal titles should be listed as they

existed at the time of publication.

References to books, monographs, and pam-

phlets should indicate the author (s). title, pub-

lisher’s name, place and date of publication, edi-

tion. and page number of the reference.
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convulsant medication; abrupt withdra i

may be associated with temporary in-

crease in frequency and/or severity of

seizures. Advise against simultaneous

gestion of alcohol and other CNS depre

sants. Withdrawal symptoms (similar t"

those with barbiturates and alcohol) he-'

occurred following abrupt discontinue! s

(convulsions, tremor, abdominal and rr r

cle cramps, vomiting and sweating). Ko
addiction-prone individuals under care



According to her major

s nptoms, she is a psychoneu-

i :ic patient with severe

£ xiety. But according to the

ascription she gives of her

tilings, part of the problem

r ly sound like depression.
r

lis is because her problem,

£ hough primarily one of ex-

cssive anxiety, is often accom-

]
nied by depressive symptom-

£
;

)logy. Valium (diazepam)

c n provide relief for both—as

t i excessive anxiety is re-

1 ved, the depressive symp-

t ns associated with it are also

cen relieved.

There are other advan-

ces in using Valium for the

anagement of psychoneu-

itic anxiety with secondary
i pressive symptoms: the

lychotherapeutic effect of

ilium is pronounced and
pid. This means that im-

ovement is usually apparent

in the patient within a few
days rather than in a week or

two, although it may take

longer in some patients. In ad-

dition, Valium (diazepam) is

generally well tolerated; as

with most CNS-acting agents,

caution patients against haz-

ardous occupations requiring

complete mental alertness.

Also, because the psycho-

neurotic patient’s symptoms
are often intensified at bed-

time, Valium can offer an addi-

tional benefit. An h.s. dose

added to the b.i.d. or t.i.d.

treatment regimen can relieve

the excessive anxiety and asso-

ciated depressive symptoms
and thus encourage a more
restful night’s sleep.

in psychoneurotic

anxiety states

with associated

depressive symptoms

Wium;
(diazepam)
2-mg, 5-mg, 10-mg tablets

rveillance because of their predisposi-
n to habituation and dependence. In

egnancy, lactation or women of child-

aringage, weigh potential benefit

ainst possible hazard,

ecautions: If combined with other psy-
otropics or anticonvulsants, consider
frefully pharmacology of agents em-
:yed; drugs such as phenothiazines,
rcotics, barbiturates, MAO inhibitors

d other antidepressants may potentiate
action. Usual precautions indicated in

tients severely depressed, or with latent

pression, or with suicidal tendencies.

Observe usual precautions in impaired
renal or hepatic function. Limit dosage to

smallest effective amount in elderly and
debilitated to preclude ataxia or over-

sedation.

Side Effects: Drowsiness, confusion, diplo-

pia, hypotension, changes in libido, nausea,
fatigue, depression, dysarthria, jaundice,

skin rash, ataxia, constipation, headache,
incontinence, changes in salivation,

slurred speech, tremor, vertigo, urinary

retention, blurred vision. Paradoxical re-

actions such as acute hyperexcited states,

anxiety, hallucinations, increased muscle

spasticity, insomnia, rage, sleep disturb-

ances, stimulation have been reported:

should these occur, discontinue drug. Iso-

lated reports of neutropenia, jaundice;

periodic blood counts and liver function

tests advisable during long-term therapy.

Roche Laboratories
Division of Hoffmann-La Roche Inc.

Nutley, New Jersey 07110
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863-3231

MEDICAL EVENTS CALENDAR

Wednesday, May 7, 1975
MINOR ORAL SURGICAL PROCEDURES Veterans Admin. Hospital

Dr. J. Henry Stempien Auditorium & Dent. Clinic

Assistant Clinical Professor of Oral Surgery 9:00 a. m.-4:30 p.m.

Veterans Administration Hospital

Friday and Saturday, May 9, 10, 1975

Annual Meeting of: Brown University

AMERICAN SOCIETY OF PLANT PHYSIOLOGISTS (THE List Art Building

NORTHEASTERN SECTION)

Tuesday, Wednesday and Thursday, May 13, 14, 15, 1975

THE FOURTH ANNUAL SURGEON-IN-CHIEF, PRO TEMPORE
PROGRAM and ROBERT H. WHITMARSH ORATION Roger Wms. Gen. Hospital

Tuesday, May 13 (Kay Auditorium)

10:45 a.m. PANCREATIC PSEUDOCYST
Robert Zeppa, M.D.

Professor and Chairman, Department of

Surgery

University of Miami, School of Medicine

11:45 a.m. UROLOGY AND NUCLEAR MEDICINE
William S. Klutz, M.D.

Wednesday, May 14 (Kay Auditorium)

8:00 a.m. SURGICAL MORTALITY AND MORBIDITY
CONFERENCE

Richard Kuhn, M.D.

Associate Director

Division of General Surgery and
John R. Stuart, M.D.

Director

Surgical Training and Education

10:00 a.m. G. I. BLEEDING

Alden Blackman, M.D.

Department of Medicine

1 1 :00 a.m. WHITMARSH ORATION: PORTAL HYPERTENSION
Robert Zeppa, M.D.

Thursday, May 15 (Kay Auditorium)

10:00 a.m. NEWER CONCEPTS IN CHEMOTHERAPY
Robert Parks, Jr., M.D., Ph.D.

Professor of Medical Science

1 1:00 a.m. TRANSPHENOIDAL HYPOPHYSECTOMY
Toussaint LeClercq, M.D.

Division of Neurosurgery

Department of Surgery

12:00 noon CLINICOPATHOLOGICAL CONFERENCE
Robert Zeppa, M.D., and

Israel Diamond, M.D.

Chairman, Department of Laboratories



Wednesday, March 12, 1975 — May 14, 1975

BASIC NEUROPATHOLOGY
(Series of ten lectures)

Daniel P. Perl, M.D.

Miriam Hospital

Assistant Professor of Medical Science

Veterans Admin. Hospital

Room 2 — Auditorium

2:00 p.m.-3:00 p.m.

Friday, May 16, 1975

LEAD POISIONING IN CHILDREN

John Graef, M.D.

Director, Medical Emergency Service

Children's Hospital Medical Center

Instructor in Pediatrics

Harvard Medical School

Roger Wms. Gen. Hospital

Kay Auditorium

10:30 a.m.-12:00 noon

Thursday, May 22, 1975

DO BORDERLINES CHANGE? Butler Hospital

Gerald Adler, M.D. Ruggles Room

4:30 p.m.-6:00 p.m.

Wednesday, May 21 — June 4, 1975

SYSTEMATIC APPROACH TO PARTIAL DENTURE DESIGN Veterans Admin. Hospital

AND TREATMENT PLANNING Auditorium & Dent. Clinic

Dr. Krishan K. Kapur 9:00 a.m.-4:30 p.m.

Associate Clinical Professor of Prosthetic Dentistry

Harvard School of Dental Practice

Dr. Vincent J. Oddo
Clinical Instructor in Prosthetic Dentistry

Harvard School of Dental Medicine

Thursday, May 29, 1975

A HIERARCHY OF DEFENSE MECHANISMS:
EXPERIMENTAL RATIONALE AND UTILITY IN THERAPY

George Vaillant, M.D.

Professor of Psychiatry

Cambridge City Hospital

Thursday, June 5, 1975

Rhode Island Thoracic Society* presents:

"OCCUPATIONAL LUNG DISEASE IN RHODE ISLAND"

Presiding: Robert E. Baute, M.D., Vice President

2:00 p.m. Welcome by James F. Valicenti, M.D.

President, Rhode Island Thoracic Society

2:10-3:30 p.m. Case Presentations

3:30-4:00 p.m. Coffee Break

4:00-5:00 p.m. ASBESTOSIS

Irving J. SelikofF, M.D.

Mt. Sinai Hospital School of Medicine

New York, New York

(*Medical Section, Rhode Island Lung Association)

Friday, June 6, 1975

Butler Hospital

Ruggles Room
4:30 p.m.-6:00 p.m.

Rhode Island Hospital

George Build. Auditorium

2:00 p.m.-5:00 p.m.

CYTOLOGY WORKSHOP:
CYTOLOGY OF SARCOMAS

Brown University

Bio Med Center

Stephen I. Hajdu, M.D. 85 Brown Street

Pathologist 9:00 a.m.-5:00 p.m.

Memorial Hospital of Cancer and Allied Diseases

New York City

Friday and Saturday, June 6, 7, 1975

BUTLER HOSPITAL ANNUAL SYMPOSIUM: Butler Hospital

SHAPING THE FUTURE: PLANNING AND FUNDING FOR
MENTAL HEALTH CARE
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Annual Presidential Address

by Nathan Chaset, M.D.

Distinguished guests, speaker^, colleagues, ladies

and gentlemen:

When I was installed as President, approxi-

mately one year ago, I stated at that time that I

was not going to tell you what I planned to do

in the coming year, but I did promise to come

back in one year and tell you what I had accom-

plished. I might say right off that nothing is ac-

complished in our Society without the tremendous

effort and the unstinting cooperation of many peo-

ple. I will give proper thanks to these people later

in my talk. I am deeply grateful for their help

during this past year.

It was apparent at the outset that our office

was not up to standards of the community as far

as salaries, pensions, disability insurance, plus a

few other deficiencies —- and this was one of my
first objectives. I am pleased to say that these

have been corrected and a further increase in sal-

aries has recently been approved. I am sure those

of you who have had occasion to visit our library

or our executive offices last summer had the pleas-

ure of being in air-conditioned comfort. Just con-

sider for a moment how very pleased were the

people who had to work there every day. As most

of you know, we have had an evaluation of our

Society by an American Medical Association survey

team. This team then submitted a written report

and also gave us a personal review of the report,

we could exchange face-to-face views and clarify

any obscure points. I should like to emphasize that

this survey team informed us as to whom they

wished to interview, and they persisted in that

concept. They obtained their answers from

the people they wanted to interview. We in

no way directed their course of action. Some of

our members have complained that they were not

Presidential Address delivered at the 164th An-
nual Scientific Assembly of the R. I. Medical So-

ciety, at the Chateau de Ville, Warwick, R. I., April

16, 1975.

consulted and not interviewed. I firmly believe

this was as it should be, so we did get an unbiased

and non-directed set of evaluations.

The report was in four sections — each cover-

ing a specific portion of the survey. I have as-

signed each section to a separate commissioner,

and I have charged each to select his own com-

mittee to work with him. Preliminary reports have

been submitted and have been reviewed by the

Council of this Society. After proper discussion

and evaluation, the findings will go to the

House of Delegates for final approval. Implemen-

tation will then be another tremendous job and

will be accomplished only by superlative efforts

on the part of those involved. I know of no more

democratic way of doing what is necessary for

the welfare and future health of this Society. To
those dedicated members who have so fully con-

tributed, I offer my deep thanks.

There are many more goals which were reached

in this past year, and I will avoid them in the

interests of brevity and say sincerely how deeply

thankful I am to all my committee chairmen and

their associates for the great job done by all of

them. It would be unfair of me to pick out one

group above another, and most certainly all de-

serve equal thanks for jobs well done.

I should like to speak now about our profes-

sional liability insurance. As most of you know,

I have been wearing two hats in this problem: as

President of your Society and as Chairman of the

Mediation Committee which handles these affairs.

As I view this crisis situation, I feel we must main-

tain our coverage — even in the face of what

seem to be inequitable conditions. I do believe

we will eventually have insurance coverage which

will b? palatable to us, to the carriers, to our

patients, and even to the legal profession. I have

recently appointed an ad hoc committee charged

with the sole task of coming forth with acceptable

(Continued on page 141)
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eweightofscientific opinion:
If the pharmacist substituted a

ically equivalent drug for the

ou have specified for your

nt—could you be certain of that

act’s safety and effectiveness

ly because the chemical content

he same?

Definitely not, unless bio-

alence tests and other quality

ance checks had been conducted,

aharmaceutical industry and

/ scientists have maintained this

ion for years, but others have

:ioncd it. Now the Office of

inology Assessment of the

>ress of the United States has

rted on the issue in its Drug
quivalence Study.*

Here are a few definitive state-

:s in the O.T.A. report:

“.
. . the problem of bioinequiva-

r in chemically equivalent prod-

is a real one. Since the studies in

h lack of bioequivalence was

onstrated involved marketed

ucts that met current compen-
itandards, these documented in-

es constitute unequivocal

ence that neither the present

dards for testing the finished

uct nor the specifications for

rials, manufacturing process,

controls are adequate to ensure

that ostensibly equivalent drug prod-

ucts are, in fact, equivalent in bio-

availability.

DRUG
bioequivalence

/

“While these therapeutic fail-

ures resulting from problems of bio-

availability were recognized and

well documented, it is entirely possi-

ble that other therapeutic failures

and/or instances of toxicity that had

a similar basis have escaped

attention.”

The Pharmaceutical Manufac-

turers Association supports federal

legislative amendments that would

require manufacturers of duplicate

prescription pharmaceutical prod-

ucts, subject to new drug procedures,

to document:

(a) chemical equivalence; and

(b) biological equivalence, where
bioavailability test methods have

been validated as a reliable means
of assuring clinical equivalence; or

(c) where such validation is not

possible, therapeutic equivalence.

In addition, the PMA supports

federal legislation that would require

certification of all manufacturers of

prescription products before they

could start in business, annual in-

spections and certification thereafter,

and strict adherence to FDA regula-

tions on good manufacturing

practices.

The overall quality of the

United States drug supply is excel-

lent. But only a total quality assur-

ance program, envisaged in these and

other policy positions adopted by the

PMA Board of Directors in 1974,

can bring about acceptable levels of

performance by all prescription drug

manufacturers and thereby assure the

integrity of your prescription . .

.

Pharmaceutical Manufacturers

Association

1155 Fifteenth Street, N.W
Washington, D.C. 20005

*Copies of the complete report on Drug
Bioequivalence may be obtained from the

Superintendent of Documents, U.S.

Government Printing Office, Washington,

D.C. 20402.

rotectingthe

integrityof.

ourprescription
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solutions to our problem. This committee is com-

posed of representatives of all component societies

and also of most areas of medical practice. I have

further arranged for this committee to meet and

work with all groups in our state interested in

the delivery of health care plus the legal profes-

sion plus our academic confreres — medical and

non-medical — and with legislators and consumers.

I believe this super committee will produce inter-

esting and workable solutions to this tremendous

problem. If we can maintain our professional lia-

bility insurance for now and then come forth with

solutions of a more equitable nature, we can

look forward to the time when we can practice

at a very high level of efficiency and our patients

can benefit from this high level efficiency at a

reasonable cost to them.

I should like now to try to project some of

my thoughts concerning the future of this So-

ciety. I have mentioned the survey, and I firmly

believe this offers us a blueprint for our future

planning. I implore you to keep an open mind

and work steadfastly for changes you believe in.

Not everyone will be happy, but we will make de-

cisions in a truly democratic way.

I believe this Society must be put on a sound

financial base so we do not end up in the “red”

and so that innovations or improvements need not

be put aside for lack of funds. This can be ac-

complished in two ways. First of all, we must have

an increase in dues. We are far below the aver-

age of most societies, and an immediate substan-

tial increase is indicated. The other need is for

all physicians in this state to become members

of our Society. When we struggle so assiduously

with our many problems, it is decidedly unfair

for non-members to reap the benefits and sit on

the financial sidelines and not even cheer. There

should be some way these non-members could be

compelled to become contributing members and

help us bear the burden. I also firmly believe

the same reasoning applies to membership in the

American Medical Association. They and we work

for all physicians regardless of whether they are

members or not. No physician in this country

is entitled to a free ride on the backs of fellow

physicians.

It has been a great year and a most rewarding

experience. I offer special thanks to the staff of

the Rhode Island Medical Society for their hard

work and their devotion beyond the call of duty,

and to our legal counsel for his valuable service

and his great and sympathetic cooperation.

As I leave behind ms this great and eventful

year, I must emphasize that I am more than ever

committed to organized medicine and look for-

ward to continued participation in medical affairs.

ACKNOWLEDGEMENT

We regret that through an oversight the fol-

lowing statement failed to appear in the March

issue of the Journal: Publication of this issue

has been supported in part by friends of Doctor

Simeone and Brown University.
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ATTENTION:Half a

Century of

Service to
/

the Medical

Profession

eastern scientific company
267 PLAIN STREET

PROVIDENCE, RHODE ISLAND 02905

ONE CALL!

Your complete
source of all

medical, surgical

faboratory
needs

YOU'RE INVITED TO VISIT OUR
NEWLY EXPANDED MEDICAL &
SURGICAL SUPPLY DEPARTMENT

WOULD YOU LIKE OUR NEW
MEDICAL SUPPLY CATALOG?

Call 421-4600

Doctors and Nurses

Here's a way to preserve any picture, di-

ploma, certificate, etc. forever. Just by calling

or writing to:

LAMINATING UNLIMITED

1492 Park Avenue

Cranston, R. I. 02920

(401) 943-1884

Registered Professional Nurses On All Shifts

Dietician Physiotherapist

Organized But Open Medical Staff

Ethically Managed

100 Wampanoag Trail East Providence

Tel. 438-4275

JCAH Accredited

HEALTH HAVENS
A SKILLED NURSING HOME
MEDICARE PARTICIPATING
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IFYOU'RE
SELF-EMPLOYED

•How not to paytaxes on up to $7500
with an INBANK retirement plan.

•How not to pay a sales commission
on your retirement plan.

•How to earn the highest interest
rate in INBANK history.
You have probably heard or read about the new law that allows the self-

employed to set aside up to 15% of earned income or $7,500 (whichever is

less) in a retirement plan. The money set aside is completely tax deductible,

and the interest earned is not currently taxable. You pay income taxes only on
receiving these funds during retirement. Then your tax bracket should be
lower because of your retired status.

You qualify for this tax break if you operate an unincorporated business.

So it’s perfect for doctors, dentists, lawyers, artists, accountants, store

owners, writers, dealers, carpenters, house painters and countless others.

• INBANK's Retirement Savings Plan.
There are two good reasons to set up your retirement plan with INBANK.
First, unlike some other banks we won t charge you an initial fee for setting

upyourplanoranannual fee for running it. And INBANK's 7.50% six- to ten-

year investment savings plan yields 7.90% with daily compounding.
Accounts with shorter maturities and lower rates are available. The chart

shows how much money the 7.50% account will mean to you. So stop in

at any INBANK office and start your own retirement plan

$7,500 A YEAR CAN ACCUMULATE TO

With a tax- Without a tax*

AM§r sheltered plan sheltered plan

5 years S 45.912 $ 20,210

10 years 108 135 44 500

20 years 339 436 108.814

30 years 834.195 201,746

NOTE Figures assume 50°o income bracket and 7 50% rate of return

IN
Industrial National Bank

Something extra

FEOERAL l AW AND PECULATION PROHIBIT the PAYMENT OF time DEPOSITS PPlOP TO maturity unless Three MONTHS of

The INTEREST thereon IS FORFEITED ANO INTEREST ON THE AMOUNT WITHDRAWN IS REOUCEO TO THE PASSBOOK R*TJ Membe



I\ for OVERWORKED DOCTORS

It would be rare indeed to find a physi-
cian who doesn't put in long, tiring hours,
working in the area of death vs. life. Add
to that, the years spent in earning your
M.D., the untold hours of post-graduate
study and the nights perusing medical
literature to keep abreast of the latest

developments in your fast-changing pro-

fession.

Surely, you deserve something beyond
the satisfaction of doing your job well.

Suggestion: investigate the pleasures of

owning "The Perfect Car". We, too, have
spent years in perfecting our techniques
of delivering to our customers cars that

have been gone over with a fine-tooth

comb. We "fit” it. Every "bug" has been

taken out, and we test-drive the car for

200 miles before delivery, thus guaran-
teeing you’ll avoid the aggravation of

squeaks, rattles, leaks, mechanical prob-

lems and just about anything which could

create dissatisfaction. We call it the

Tasca ABC Plan. It’s a major develop-

ment in satisfying customers.

Combine the Tasca ABC Plan with

great cars to start with, — Lincoln Con-
tinental, Mark IV, or the new Mercury
Monarch, and you’re well on your way
to relief from the tension which comes
from doing your job so conscientiously.

You deserve The Perfect Car, — from

Tasca. No appointment necessary.

TASCA TASCA

A B C ['LINCOLN/MERCURY
200 FALL RIVER AVENUE. SEEKONK

336-7200



Pretend it’s 1945.

Wouldyouinvest inKodak?

When it comes to making

vestment decisions, there’s nothing

ce 20 or 30 years’ hindsight.

And when it comes to judging

e performance of your invest-

ents, it’s the long term that counts.

The life of a trust represents

?ars of investment decisions whose

imulative effect is far-reaching.

.nd the record of Industrial National

ank’s Trust Department is your

^st assurance that that effect will be

positive one.

We take a back seat to no one

1 the business of professional

financial management. And we’re

proud of our consistent long-term

performance record.

In fact, we’d like to discuss that

record with you, and to show you

how our combination of the right

people, the right philosophy, and

the right organization can bring a

realistic new performance orienta-

tion to the management of your

investments.

Call Mr. Evans at 278-6607.

Trust Department, Industrial

National Bank, 100 Westminster St.,

Providence, Rhode Island 02903.HUK
Industrial National Bank

Something- extra in Investment Management.



We deal

exclusively

in the investment
opportunities

of tax free

state and
municipal

bonds.

l. j
CAROLAN&CO. INC.
2401 HOSPITAL TRUST TOWER
PROVIDENCE, R.l. 02903, (401) 331-1932

POOLS BY AQUA FUN
BUILDERS IN THE ART OF

CUSTOM POOLS

Specializing In

ONE PIECE FIBERGLASS POOLS -

NO SEAMS

WITH SELF CLEANING POOL SYSTEMS

FREE FORMS -

DESIGN YOUR OWN POOL

VISIT OUR INDOOR DISPLAY POOL

384 Atwood Ave., Rt. 5

Cranston, R.l.

Tel.: 944-2010

Indications: Pro-BanthTne is effective as

adjunctive therapy in the treatment of peptic

ulcer. Dosage must be adjusted to the

individual.

n

Contraindications: Glaucoma, obstructive

disease of the gastrointestinal tract,

obstructive uropathy, intestinal atony, toxic

megacolon, hiatal hernia associated with

reflux esophagitis, or unstable cardiovascula 1

adjustment in acute hemorrhage.

Warnings: Patients with severe cardiac

disease should be given this medication
with caution. Fever and possibly heat stroke

may occur due to anhidrosis.

Overdosage may cause a curare-like action,

with loss of voluntary muscle control.

For such patients prompt and continuing

artificial respiration should be applied until

the drug effect has been exhausted.
Diarrhea in an ileostomy patient may indicate

obstruction, and this possibility should be con

sidered before administering Pro-BanthTne.

Precautions: Since varying degrees of urinar)

hesitancy may be evidenced by elderly males

with prostatic hypertrophy, such patients

should be advised to micturate at the time

of taking the medication.

Overdosage should be avoided in patients

severely ill with ulcerative colitis.

Adverse Reactions: Varying degrees of

drying of salivary secretions may occur as

well as mydriasis and blurred vision. In

addition the following adverse reactions have

been reported: nervousness, drowsiness,

dizziness, insomnia, headache, loss of the

sense of taste, nausea, vomiting, constipatior

impotence and allergic dermatitis.

Dosage and Administration: The
recommended daily dosage for adult oral

therapy is one 15-mg. tablet with meals and

two at bedtime. Subsequent adjustment to

the patient’s requirements and tolerance

must be made.

How Supplied: Pro-BanthTne is supplied as

tablets of 15 and 7.5 mg., as prolonged-

acting tablets of 30 mg. and, for parenteral

use, as serum-type vials of 30 mg.

Searle & Co.
San Juan, Puerto Rico 00936

Address medical inquiries to: G. D. Searle & Co.
Medical Department, Box 5110, Chicago, III. 60680 48

SEARLE
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Antiacid”action
for ulcer patients...

Hie of the many thingsyou
leed in an anticholinergic.

Pro-BanthTne is considered adjunctive

in total peptic ulcer therapy that may
include diet, conventional antacids,

bed rest, and other supportive measures.

Pro-BanthTne is provided in several

different dosage forms which will meet
virtually any clinical need. It is just as

versatile in filling patient needs, among
which are

:

"Antiacid" action— Pro-BanthTne®

(propantheline bromide) reduces gastric

secretory volume and resting total and
free acid.

"Analgesic" action — Pro-BanthTne helps

to control the acid-spasm-pain complex.

Vigorous anticholinergic action —
Pro-BanthTne® Vials, 30 mg., are for

intramuscular or intravenous use when
prompt and vigorous anticholinergic

action is required.

Mild anticholinergic action —
Pro-BanthTne® Half Strength, 7.5 mg.
tablets, for more exact adjustment of

maintenance dosage in mild to

moderate gastrointestinal disorders.

Pro-Banthine
(
propantheline bromide

)

agood
option

pepticin

u cer



PAIN RELIEF
FOR THE MAJORITY
NO-4~for pain intensity below the need for injectables

As a rDle, only pain that requires morphine is beyond the scope
of Empirin® Compound with Codeine No. 4. That’s because it

delivers a full grain of codeine. (In the preferred phosphate
form.) Its a ntitussive action is particularly appreciated by
patients with fractured ribs, and following chest or abdominal
surgery. Its low addiction liability is a bonus. for all patients who
require potent analgesia.

N0.3“for almost all other kinds of lesser pain ^
Most other kinds of lesser pain respond to Empirin Compound
with Codeine No. 3— whether musculoskeletal, neurological,

soft-tissue or visceral. One might say No. 3 is an “all-purpose”

analgesic - not too little, not ^ /Burroughs Wellcome Co.
too much. Just right for your

/ Research Triangle Park
out-patients in these categories. Welcome / North Carolina 27709

1 V Wherever it hurts .

EMPIRIN COMPOUND c CODEIMT
No.3, codeine phosphate*(32.4 mg) gry2 • No.4

,
codeine phosphate*(64.8 mg) gr 1

'Warning— may be habit-forming. Each tablet also contains aspirin gr 3V2 ,
phenacetin gr 2!4 caffeine gr V2 .



fore prescribing, see complete prescribing

formation in SK&F literature or PDR. The
lowing is a brief summary,

dications: Edema associated with congestive

art failure, cirrhosis of the liver, the nephrotic
ndrome; steroid-induced and idiopathic

ema; edema resistant to other diuretic ther-

y. Also, mild to moderate hypertension,

mtraindications: Pre-existing elevated serum
tassium. Hypersensitivity to either com-
ment. Continued use in progressive renal or

paticdysfunctionor developing hyperkalemia,

arnings: Do not use dietary potassium supple-
ents or potassium salts unless hypokalemia
velops or dietary potassium intake is markedly
ipaired. Enteric-coated potassium salts may
use small bowel stenosis with or without

t, ceration. Hyperkalemia ( >5.4 mEq/L) has
en reported in 4% of patients under 60 years,

12% of patients over 60 years, and in less

an 8% of patients overall. Rarely, cases have
en associated with cardiac irregularities.

Accordingly, check serum potassium during
erapy, particularly in patients with suspected
confirmed renal insufficiency (e.g., elderly or
abetics). If hyperkalemia develops, substitute

t ithiazide alone. If spironolactone is used con-
• unitantly with ‘Dyazide’, check serum potas-

um frequently —both can cause potassium re-

ntion and sometimes hyperkalemia. Two
baths have been reported in patients on such
>mbined therapy (in one, recommended dosage
as exceeded; in the other, serum electrolytes

ere not properly monitored). Observe patients

i ‘Dyazide’ regularly for possible blood dys-
asias, liver damage or other idiosyncratic

actions. Blood dyscrasias have been reported
tji patients receiving Dyrenium (triamterene,

> K&F). Rarely, leukopenia, thrombocytopenia,
granulocytosis, and aplastic anemia have been
:ported with the thiazides. Watch for signs of

npending coma in acutely ill cirrhotics. Thia-

des are reported to cross the placental barrier

nd appear in breast milk. This may result in

dal or neonatal hyperbilirubinemia, thrombo-
ytopenia, altered carbohydrate metabolism
nd possibly other adverse reactions that have
Iccurred in the adult. When used during
regnancv or in women who might bear
hildren . weigh potential benefits against
possible hazards to fetus.

’recautions: Do periodic serum electrolyte and
1UN determinations. Do periodic hematologic
Itudies in cirrhotics with splenomegaly. Anti-
liypertensive effects may be enhanced in post-
; ympathectomy patients. The following may
>ccur: hyperuricemia and gout, reversible

litrogen retention, decreasing alkali reserve
vith possible metabolic acidosis, hypergly-
emia and glycosuria (diabetic insulin require-

ments may be altered), digitalis intoxication (in

hypokalemia). Use cautiously in surgical pa-
ients. Concomitant use with antihypertensive
igents may result in an additive hypotensive
ffect.

\dverse Reactions: Muscle cramps, weakness,

-

dizziness, headache, dry mouth; anaphylaxis;
ash, urticaria, photosensitivity, purpura, other
lermatological conditions; nausea and vomiting
may indicate electrolyte imbalance), diarrhea,
ronstipation, other gastrointestinal disturbances,
-tarely, necrotizing vasculitis, paresthesias,
cterus, pancreatitis, and xanthopsia have
occurred with thiazides alone.

Supplied: Bottles of 100 capsules; in Single
Unit Packages of 100 (intended for institutional
use only).

KEEPTHE HYPERTENSIVE
PATIENTON THERAPY
KEEPTHERAPYSIMPLEWITH

DYAZIDE
Each capsule contains 50 mg. of Dyrenium” (brand of

irademark

triamterene) and 25 mg. of hydrochlorothiazide.

Neither inconvenient potassium supplements

nor special K+ rich diets needed as a rule.

Just ‘Dyazide’ once or twice daily for maintenance.

Two prime reasons patients drop out of hypertensive therapy are ( 1

)

the patient failed to understand directions, and (2) the regimen was

overly complicated. Dosage is simple with ‘Dyazide’, easily understood,

once or twice daily, depending on response. There’s no need to com-

plicate the regimen with potassium supplements or unwieldy

potassium-rich diets.

SK&F CO.
Carolina, P.R. 00630
Subsidiary of

SmithKline Corporation
TO KEEP BLOOD PRESSUREDOWN
AND KEEP POTASSIUM LEVELS UP



On land, sea, and inthe air...

Up to 24 hours of effective control with
a single dose. ..in nausea, vomiting and
dizziness associated with motion sickness.

Dosage: 25 to 50 mg. 1 hour before travel.

Available on prescription only.

BRIEF SUMMARY OF PRESCRIBING INFORMATION
CONTRAINDICATIONS. Administration of Antivert

during pregnancy or to women who may become pregnant

is contraindicated in view of the teratogenic effect of the

drug in rats.

The administration of meclizine to pregnant rats during

the 12-15 day of gestation has produced cleft palate in the

offspring. Fimited studies using doses of over 100 mg./kg./

day in rabbits and 10 mg./kg./day in pigs and monkeys did

not show cleft palate. Congeners of meclizine have caud

cleft palate in species other than the rat.

Meclizine HC1 is contraindicated in individuals vo

have shown a previous hypersensitivity to it.

WARNINGS. Since drowsiness may, on occasion, ocir

with use of this drug, patients should be warned of this p;-

sibility and cautioned against driving a car or operatg

dangerous machinery.

Usage in Children: Clinical studies establishing safety ;.c

effectiveness in children have not been done; therefe,

i

usage is not recommended in the pediatric age group.

Usage in Pregnancy: See “Contraindications.”

ADVERSE REACTIONS. Drowsiness,

dry mouth and, on rare occasions,

blurred vision have been reported.

R06RIG <S>
A division of Pfizer Pharmacec tts

New York. New York 10017

Antivert/25 ChewableTablets
(meclizineHC1) 25 mg.

formotion sickness
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Profile
"
20

"

Results in

Lowering Medical Costs

Profile "20" includes the following:

CALCIUM

INORGANIC PHOSPHATE

GLUCOSE

UREA NITROGEN

UREA ACID

CHOLESTEROL

BILIRUBIN

TOTAL PROTEIN

ALBUMIN

GLOBULIN

ALK. PHOSPHATASE

LDH

SGOT

HEMOGLOBIN

HEMATOCRIT

WHITE BLOOD COUNT

RED BLOOD COUNT

MCH
MCV

MCHC

opLin 5nu catJLaLora Ion

j

335 BROADWAY
PROVIDENCE. R. I. 02909 TEL. 421-3100

ANGELO VITICONTE, A. B. M. T.

DIRECTOR
ASCANIO Dl PIPPO DONALD MATTERA

Ph.. D B.S. M.T. (ASCP)

ALL 20 PROCEDURES

$15.00

Malpractice

protection

is serious

business!

Talk only to the experts!

And let them speak for you. By all

means, discuss your treatment with your
patients during treatment. But should a

patient’s lawyer want to speak to you
about your treatment, don’t put yourself

at a disadvantage. Let lawyers talk to

lawyers. Refer him to the legal counsel

for your professional liability insurance

company.

And when it comes to malpractice liabil-

ity insurance, talk to the Man from
Starkweather & Shepley. As a leading

agency for the St. Paul Insurance Com-
pany, he can provide you coverage up to

$1 million. In fact, he can provide you
with a total insurance program covering
all your professional and personal needs.

Yes, talk to your patients about medicine,
let the Man from S & S talk to you about
insurance and let the insurance company
lawyers talk about law.

Contact Gardner C. Borden, C.P.C.U.

Starkweather & Shepley, Inc.

155 South Main Street

Providence, R. I. 421-6900

I ONE SOURCE /TOTAL INSURANCE

559-9
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BUTLER HOSPITAL
ANNUAL SYMPOSIUM

Ik

Shaping the Future: Planning and Funding for Mental Health Care/June 6 • 7, 1975

SYMPOSIUM MODERATOR — Judd Marmot. M D President-Elect.

American Psychiatric Association

FEASIBILITY AND IMPLICATIONS OF INSURANCE FOR MENTAL
HEALTH
Henry A Foley. Ph D

INFLUENCE OF FINANCING ON THE PRIVATE PRACTICE DELIVERY
SYSTEM
Robed W Gibson. M. D

DEVELOPMENT OF AN INTEGRATED MENTAL HEALTH DELIVERY
SYSTEM

William Goldman. M D

THIRD PARTY PAYERS CURRENT STATUS AND FUTURE
ALTERNATIVES
Robed J. Laur. Ph D.

ACCOUNTABILITY IN PSYCHIATRIC PRACTICE. PSRO AND UTILIZA-

TION REVIEW
Scott H. Nelson. MD

COMMUNITY MENTAL HEALTH IN ENGLAND
Norman Rosenzweig. M D

FEDERAL LEGISLATION AND MENTAL HEALTH CARE
Honorable William R Roy. MD LLD

THE MISSING LINK IN MENTAL HEALTH CARE - THE PATIENT

Mike Gorman.

Registration tee ot S30 00 includes all sessions and cotfee breaks Friday

lunch will be an additional S5 00 (Saturday sessions will be completed by

1 00 pm.)

Limited full scholarships lor students and SI 0 00 scholarships tor residents

and interns are available Deadline lor reservations is May 1 0. 1 975.

For registration forms and further information write

Butler Hospital Annual Symposium
333 Grotto Avenue. Providence, Rhode Island 02906 (401 ) 521 -3400

BUTLER HOSPITAL. A Brown University Member Hospital

DeFelice
Realtors

DIAGNOSIS: CUSTOM DESIGNED MEDICAL

AND PROFESSIONAL OFFICES FROM 600 TO

3,200 SQ. FT. IN SUBURBAN CRANSTON ON
SCENIC OAK LAWN AVENUE.

PROGNOSIS: YOUR PRACTICE OR BUSINESS

WILL GROW AND PROSPER IN THIS EXCEL-

LENT LOCATION.

RX: CALL 738-6000 AND HAVE OUR PROP-

ERTY MANAGER COMPOUND A REMEDY FOR

YOUR OFFICE SPACE PROBLEMS.
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Student Health Physician — September opening, full time at Brown

University. Share general medical care of students and emergency care

of faculty and employees.

Prerequisities: Board certificature or eligibility — preferable in

family medicine, internal medicine, or pediatrics. Experience in a col-

lege or University student health service preferred.

to:

Competitive salary and good benefits. Reply with curriculum vitae

ROSWELL D. JOHNSON, M.D., Director

Brown University Health Services

P. O. Box 1928

Providence, R. I. 02912

AN EQUAL OPPORTUNITY AND AFFIRMATIVE ACTION EMPLOYER

FOR SALE

Two Family House in Fine location, Smith

Street , 6 Large Rooms on each floor. Across

Street from Women and Infants Hospital and

near Roger Williams General Hospital. Ideal

for Doctor. Seen by Appointment. Call 421-

3152.

NOTTE & NOTTE
ATTORNEYS AT LAW
I I I Westminster Street

Providence, Rhode Island 02903

Do You Prescribe Modified Diets?

Patients often need help adapting a diet to their

personal needs and preferences. At the Diet Counseling

Service a registered dietitian will make your prescribed

diets more individualized — more effective.

A Physician's Referral is necessary. For more infor-

mation call Diet Counseling Service 728-9660.
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Kefzol
cefazolin sodium
Ampoules, equivalent to 1 Gm. of cefazolin

Additional information available

to the profession on request.

Eli Lilly and Company
Indianapolis, Indiana 46206

400380



Treatment Of End Stage Renal Disease In Rhode

Island: A Status Report

The Treatment of Renal Failure Has
Undergone A Dramatic Change Since

The Advent Of Chronic Hemodialysis

By Serafino Garella, M.D., F.A.C.P., Joseph A.

Chazan, M.D., F.A.C.P. and Sewell I. Kahn,

M.D.

Chronic intermittent hemodialysis has been util-

ized for the treatment of patients with chronic renal

failure since 1960, when Scribner and his coworkers 1

demonstrated its feasibility and efficacy. Although

initially this mode of treatment was reserved for a

few highly selected patients, during the past sev-

eral years the criteria for acceptance of patients in

chronic hemodialysis programs have widened con-

siderably, and it is estimated that at present ap-

proximately 16,000 patients with terminal uremia

are being maintained on chronic hemodialysis in

the United States.

In Rhode Island chronic hemodialysis was first

introduced in 1967 at the Veterans Administration

Hospital. Since only Veterans could be treated at

this institution, chronic hemodialysis became ava'l-

able to all Rhode Island residents only with the

opening of the Rhode Island Hospital Dialysis Unit

in January 1971. Up to that time all non-veteran

residents who required dialysis were referred to out-

of-state units, mostly in the Boston area, and

commuting three times a week was necessary for

maintenance of life. Subsequently two additional

units have opened in the state: The Miriam Hos-

pital Unit began operations in October 1971 and

the Artificial Kidney Center of Rhode Island, an

out-of-hospital Satellite Dialysis Unit (associated

From the Division of Renal Diseases, Rhode Island

Hospital, and the Division of Biological and Medi-
cal Sciences, Brown University.

with the Rhode Island Hospital), opened in April,

1973. At the present time there are 42 individual

beds for chronic hemodialysis in the state, which

are used to treat 107 patients.

Because of the medical and socioeconomic impact

that the availability and rapid expansion of hemo-

dialysis services has had and will continue to have

on the community for the foreseeable future, we

wish to report on our experience for the past three

-

and-a-half years. Particular attention will be de-

voted to our results, to the pattern of referral of

patients with chronic renal failure from various

areas of the state, and to prospects for the future.

PATIENT DATA
The Rhode Island Hospital Dialysis Population.

A total of 115 patients have been accepted for

chronic hemodialysis at the Rhode Island Hospital's

Dialysis Unit from January 1971 to August 1974.

Dialysis is uniformly initiated at the Rhode Island

Hospital: after a 1-6 month period of stabilization,

and as new patients enter the program, the patients

are transferred to the Satellite Unit. Only the data

relative to the 88 patients admitted before Decem-

ber 31, 1973 will be evaluated in this section to

allow a minimum of 8 months follow-up on each

patient.

Table 1 details some pertinent clinical data on

this population of 88 patients. As can be seen, there

are more females than males (ratio 3:2). The

(Continued on next page)
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Table 1

CLINICAL DATA ON RHODE ISLAND HOSPITAL
DIALYSIS POPULATION (Jan. 1971-Dec. 1973)

Total Patients 88
Males 36
Females 52
Mean Age (years) 45.7

Age Range (years) 7-75

Presence of Severe Extrarenal Disease 22

m:an age at admission was 45.7 years and was

approximately equal for males and females. The

age range, from 7 to 75 years, and the presence of

severe extrarenal disease in 22 of the 88 patients

reflect the liberalization of criteria for eligibility.

In previous years hemodialysis might not have

been offered to the 29 patients who were over the

age of 65, the 13 patients who had diabetes mellitus,

the 4 patients who had multiple myeloma, the 3

patients with evidence of severe arteriosclerotic

heart disease or cf previous cerebrovascular acci-

dents, and the 2 patients with previous diagnosis

of psychosis.

The diagnosis of the disease process responsible

for the development of uremia is listed in Table 2.

It will be noted that in 27 patients a precise eti-

ologic diagnosis was not reached, reflecting the fact

that many patients are found at referral to have

evidence of slowly progressive chronic renal dis-

ease and radiologic evidence of bilaterally small,

shrunken, unobstructed kidneys. This combination

of findings rules out the presence of a reversible

or treatable cause, and under these circumstances

a renal biopsy is usually not carried out. It is prob-

able, however, that most of these patients suffer

from common causes of chronic renal failure such

as chronic glomerulonephritis, nephrosclerosis, or

chronic interstitial nephritis. The second most com-

mon entity in our series is that of diabetic nephro-

pathy, followed by the biopsy-proven diagnosis of

chronic glomerulonephritis, either of the mem-
branous, proliferative, membranoproliferative, or

lobular variety. Inherited lesions, mainly poly-

cystic kidney disease and hereditary glomerulo-

nephritis, are responsible for 10 other patients. It

is somewhat surprising to note that at least nine

patients in our series suffered from various forms

of vasculitis, and that obstructive uropathv which

had resulted in end-stage renal disease was respon-

sible for renal failure in only five patients.

An average mortality rate2 of 10 per cent oer year

was observed (Fig. 1). These data were obtained

after excluding six patients who died during the

first several weeks of treatment, since it is gen-

erally accepted that death during this initial period

Table 2

ETIOLOGY OF RENAL DISEASE IN THE
RHODE ISLAND HOSPITAL DIALYSIS

POPULATION
Chronic Undifferentiated Renal Failure 27
Diabetic Nephropathy 13
Chronic Glomerulonephritis 11
Vasculitis (SLE, Henoch Schoenlein,

Wegener’s Granulomatosis) 9
Polycystic Kidney Disease 6
Obstructive Uropathv (Congenital or

Acquired
) 5

Hereditary Glomerulonephritis 4
Myeloma Kidney 4

Various (interstitial nephritis, amyloidosis,
rapidly progressive glomerulonephritis,
oxalosis, malignant hypertension) 9

Table 3

REHABILITATION OF PATIENTS ON CHRONIC
HEMODIALYSIS

Good Fair Poor
Females 24 20 8
Males 17 11 8

Total 41 (47%) 31 (35%) 16 (18%)

reflects the fact that the patients’ condition was

so unstable as to prevent therapy from being ef-

fective, and since in most cases death was caused

by concurrent extrarenal disease.

It is gratifying to observe that our survival rate

is comparable to that reported by the National

Dialysis Registry3
,
and to that of patients on home

dialysis (a preselected population) reported from

the Peter Bent Brigham Hospital in Boston 4
,

despite the liberal criteria for admission described

above.

Rehabilitation and Use of Hospital Facilities.

Although it is virtually impossible to quantitate re-

habilitation satisfactorily, an estimate of the de-

gree of rehabilitation was attempted. Results are

shown in Table 3. Rehabilitation was defined as

“good” (47 per cent of patients) when, after sev-

eral months of treatment, the patients’ subjective

sense of welbbeing and medical condition were

such that they returned, or could have returned,

to perform essentially the same functions as they

had been performing before becoming uremic or

requiring dialysis. In many instances, especially

in the aged, these activities were limited to enjoy-

ing retirement and did not include full-time em-

ployment. In some instances, although patients

were fully rehabilitated medically, they were un-

able to return to gainful employment because of

restrictive employment policies. ‘“Fair” rehabilita-

tion (35 per cent of patients) was defined as the

capacity to perform some, but not all, of the func-

tions performed before the onset of renal disease.
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"Poor " rehabilitation, implying that patients con-

tinued to need assistance even for personal needs,

occurred in a relatively small number (18 per cent

of the patients).

Another criterion which may give an indica-

tion of the adequacy of treatment is the need for

hospitalization while patients are on chronic hemo-

dialysis. In our series it was observed that, after

acceptance into the program, patients spent on

the average 20 days per year in the hospital. These

data, however, should be interpreted with caution,

since, when the data are observed in greater de-

tail it can be shown that approimately 70 per cent

of all in-hospital days were accounted for toy only

17 patients, who had prolonged, repeated hospitali-

zations. By contrast, the remaining 71 patients had

average hospital stays of only seven days per year

while on dialysis. These statistics emphasize not

only that most patients on chronic hemodialysis

can be partially or totally rehabilitated, but also

that they require relatively low rates of hospitali-

zation.

Transplantation. It is not the purpose of this

study to discuss in detail the immediate and long-

range results of transplantation, other than to state

that 29 of the patients in our series were trans-

planted. Of these, 13 received kidneys from living

related donors, and 16 received cadaveric kidneys.

In nine patients (31 per cent) the transplanted

kidney failed between six hours and 17 months

after transplantation. Nine kidneys from living-

related donors and 11 from cadaveric donors are

still functioning. The overall transplantation-

6 12 18 24 30 36

TIME (Months)

Figure 1

Survival rates of patients on chronic intermittent

hemodialysis

O Rhode Island Hospital series

National Dialysis Registry Report, 1972 (Ref. 3)

A Peter Bent Brigham Hospital series for patients

on home dialysis, 1973 (Ref. 4)

related mortality rate in these patients was 14

per cent. Therefore it is apparent that, although

renal transplantation is an accepted mode of ther-

apy, the immediate and long-term results are at

best comparable and in some situations perhaps

worse than those of chronic hemodialysis4
-
5

.

Home Dialysis. The rate of home dialysis train-

ing in the treatment of patients with chronic renal

failure varies from center to center. In those cen-

ters where the feeling is that home dialysis has

specific medical, social, and economic advantages

over in-center dialysis6,

7

,
a high percentage of

patients is trained for home dialysis. It must be

recognized, however, that home dialysis usually

requires the attendance of a family member during

the treatment. In addition to the emotional burden

that this family member (most frequently the

spouse) must share, he or she also must be willing

and able to spend a considerable amount of time

at the bedside, w-ith consequent loss of time avail-

able for work or other duties. In our opinion in-

dividuals can fce convinced to undeitske training

for home dialysis only when they are offered no

alternative means of treatment, wrhen a significant

financial loss attends in-center dialysis, or when

the distance to the dialysis center is prohibitive.

Since Rhode Island is a relatively small state, the

latter condition seldom arises. The availability of

institutional dialysis and of federal funding have

recently removed the other two major practical

considerations in favor of home dialysis. During

our three-and-a-half year experience, 10 patients

have been trained for home dialysis, and, unless

present funding practices change dramatically, we

anticipate that home dialysis wall continue to be

employed by a relatively small number of patients

on hemodialysis.

PATTERNS OF PATIENT REFERRAL

The rate of referral of patients for chronic dialy-

sis therapy depends on several factors, such as the

prevalence of renal disease, the accessibility of

physicians to patients, the readiness with which

patients seek medical advice, the attitude of phy-

sicians themselves regarding the criteria for dialy-

sis, and the awareness of existing dialysis facili-

ties.

The State of Rhode Island, because of its rela-

tively small population and its compact size, lends

itself ideally to a demographic analysis of dialysis

requirements. We have analyzed the number of

patients referred for treatment of uremia accord-

ing to the community of origin of the patients.

(Continued on next page)
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Table 4

TOTAL NUMBER OF RHODE ISLAND RESI-
DENTS BEGUN ON HEMODIALYSIS, AND
RATE OF REFERRAL OF PATIENTS, ACCORD-
ING TO DIFFERENT GEOGRAPHICAL AREAS,
BETWEEN JANUARY, 1971 AND AUGUST,

1974

Area 1* 203,453 45 22.1 60

Area 2 151,796 24 15.8 43
Area 3 140,165 14 10.0 27

Area 4 191,881 25 13.0 36

Area 5 112,424 14 12.5 34

Area 6 85,706 11 12.8 35

Area 7 72,187 10 13.9 38

Total 949,723 143 15.1 41

*Area 1:

Area 2:

Area 3:

Area 4:

Area 5:

Area 6:

Area 7:

Providence, North Providence

Pawtucket, East Providence, Central Falls

Bristol County, Newport County
Cranston, Warwick, West Warwick, East

Greenwich
Woonsocket, Smithfield, North Smith-

field, Lincoln, Cumberland
Washington County
Burrillville, Glocester, Foster, Scituate,

Johnston, Coventry, West Greenwich

In order to obtain a more representative picture,

the data compiled in this section include not only

the patients referred to the Rhode Island Hospital,

but also those referred to The Miriam Hospital

and the Veterans Hospital from January 1971 to

August 1974. Xo Rhode Island resident has been

started on dialysis outside of Rhode Island since

1971. Those Rhode Island residents who prior to

that date were being dialyzed in neighboring states

have since returned to Rhode Island for their

treatment. In addition, 19 patients from south-

eastern Massachusetts and from Connecticut now-

find it more convenient to be dialyzed in Rhode

Island. Therefore the following data can be as-

sumed to reflect the total dialysis experience in

Rhode Island for this three-and-a-half year period.

A total of 143 Rhode Island residents were

started on dialysis between January 1971 and

August 1974. For demographic purposes the state

was broken down into seven areas as follows: 1)

Providence and North Providence: 2) Paw-tucket,

Central Falls, East Providence; 3) Bristol and

Newport counties: 4) Cranston, Warwick, West

Warwick, and East Greenwich; 5) Woonsocket,

Smithfield, North Smithfield, Lincoln, and Cum-

berland; 6) Washington County: and finally 7)

the communities that constitute the western part

Table 5
RATE OF PATIENT REFERRAL FROM DIFFER-
ENT AREAS OF THE STATE OF RHODE ISLAND
DIVIDED IN AGE GROUPS PER 100,000 POPULA-
TION, DURING THE STUDY PERIOD OF 44

MONTHS
Age Ranges

(years) <44 45-64 >65
Area 1* 12.6 41.8 31.6
Area 2 8.9 34.4 21.0

Area 3 3.9 28.6 28.3

Area 4 8.1 23.9 19.5

Area 5 6.7 23.2 24.6

Area 6 7.8 30.0 31.5

Area 7 9.9 25.9 15.8

*See Table 4 for the identification of the various

geographical areas

of the state, including Burrillville, Glocester, Fos-

ter, Scituate, Johnston, Coventry, and West Green-

wich.

This division into groups of communities was

necessary in order to obtain blocks which had a

population large enough (Area 7 with 72,187 popu-

lation being the smallest) to lend themselves to

statistical analysis. In addition, it allowed us to

compare the results observed in urban (.Areas 1

and 2), mixed urban and suburban (Area 3) most-

ly suburban (Area 4), mixed urban and rural

(Area 5), and predominantly rural environments

(Areas 6 and 7). The results are detailed in Table

4. The greatest number of patients, both in abso-

lute and relative terms, was referred from the

Providence-North Providence area; 45 patients,

corresponding to 22.1 patients p>er 100,000 popu-

lation were referred from this area during the study

period of 44 months. This corresponds to a yearly

rate of 60 per million population. The rate of

patient referral from the remainder of the state,

with the exception of Area 3 (Bristol and New-

port Counties), varied from 12.5 to 13.9 per

100,000 population per 44 months. It is apparent

that in general there w-as an inverse relationship

between the distance from the treatment centers

and the frequency of patient referral, with little

effect being attributable to the difference in the

type oif setting. The only obvious exception to this

general rule is Area 3, Bristol and Newport Coun-

ties, whose rate of referral was clearly lower than

that of any other area. In an attempt to determine

whether the lower prevalence of referrals from this

area may have been related to a difference in the

age distribution of the population in the different

areas, we calculated the prevalence of referral of

patients from each area in relation to different

age ranges. It then became apparent that the lower

rate of referral of patients from Bristol and New-
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port Counties was almost entirely attributable to a

very low number oif patients less than 44 years

of age being referred from this area. In this age

group (Table 5) the referral rates from most other

areas in the state were between 6.7 and 9.9 per

100,000 population, and that from the Providence-

North Providence area was 12.6, while the Bristol-

Newport Counties referral rate was only 3.9. Al-

though the reason for this discrepancy remains

obscure, it may be related in part to the presence

in the area of a large population group under 44

years of age which has military status. This mili-

tary population is screened for chronic disease.

If one assumes that the referral rate of patients

from the Providence-North Providence area is truly

reflective oif the prevalence of chronic renal disease

treatable with dialysis, the conclusion must be that

a still fairly large number of patients with renal

disease seen in other parts of the state are not

receiving optimal treatment. In fact, if the referral

rate observed in Providence-North Providence (of

22. 1/100,000 population/44 months) had been ob-

served in the rest of the state, the total input of

patients would have been 210 patients rather than

143.

PROSPECTS FOR THE FUTURE

The rapid growth oif requirements for dialysis

services during the last several years has shown

no tendency to abate, and in fact it appears still

to be rising. In 1971, 21 patients were accepted in

the Rhode Island Hospital program, 25 in 1972,

V)
H
CL 400 -r
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O 2 4 6 8 10

TIME (Years)

Figure 2

Total projected number of patients treated with

chronic intermittent hemodialysis. See text for de-

scription of assumptions used in making the pro-

jections. The asterisk represents the number of

Rhode Island residents presently being treated, after

44 months experience. The three different curves

reflect a different number of new patients entering

the program per year:

x 70 new patients per year
• 55 new patients per year

O 40 new patients per year

43 in 1973, and, during the first eight months of

1974, 35, for a yearly rate of 53 patients.

Previous estimates of the rate of presentation

of new candidates for dialysis have ranged between

18 and 75 new patients per million population

per year s 1()
. Since these estimates were based on

projections made several years ago when the cri-

teria for acceptability into a dialysis program were

more stringent, it is probable that the rates based

on present criteria, will approach the higher figure

of 75 new patients pter million population per year.

On the basis of our experience and of these pre-

dictions we 'constructed a computer program (Fig-

ure 2) to predict the number of patients which

could be expected over the next several years in

the State of Rhode Island (population about one

million). Of course these predictions are valid only

if no major changes occur in either the technology

of treatment oif renal failure or the results of trans-

plantation. These projections were calculated by

assuming that 30 per cent of all patients will be

candidates for transplantation, either from related

living donors or from cadaveric donors, with an

average waiting time of one year between onset

•oif dialysis and transplantation. The transplant

failure rate, which is followed by reentry into the

dialysis program, was estimated at 15 per cent

per year. Survival was estimated for patients on

dialysis at 90 per cent per year, and for trans-

asterisk demonstrates that after 44 months of

operation of the program the observed data fall

within the prediction at 107 patients. By 1980

there may be a minimum of 200 and a maximum
of 360 patients on dialysis, depending on whether

the input will level off at 40 new patients per

year, which is unlikely, or rise to the more realistic

figure of 70 per year.

At this time in-center dialysis costs approxi-

mately $150 per treatment for a total yearly cost

of $23,400 per patient. In addition one should add

expenses for occasional hospitalization. Based on

the projected figure of 70 new patients per year

one would predict that between five and nine

million dollars per year would be expended for the

carte of patients with chronic dialysis in the State

of Rhode Island. These figures multiplied by 250

will give an idea of the expected yearly dialysis

expenses for the United States. It should ’be noted

that, starting in July 1973, 80 per cent of all ex-

penses of chronic hemodialysis are covered by

Medicare. This is the result of federal legislation

which, in recognition of the potential economic

(Continued on page 168)
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Hematuria

Hematuria Is A Sign Of Grave Disease
Unless Proved Otherwise

By Tobias M. Goodman, M.D.

Hematuria that is not associated with pain or

other uncomfortable symptoms may often be over-

looked by a patient or treated lightly by his phy-

sician. The following case demonstrates the sig-

nificance of urinary bleeding in a relatively young

and healthy man.

CASE REPORT

A 43 -year-old Caucasian man took his young

son for a motorcycle ride over a rough road. That

evening the man noticed that his urine was red-

brown. There were no other associated symptoms.

He stated that his general health was excellent,

although he had been hospitalized for tonsillitis

in 1952. Physical examination was entirely un-

remarkable. Routine laboratory studies were all

within normal limits, except for 10 to 12 red cells

per high powered field in the spun urinary sedi-

ment. Three urinary Pap smears were negative. An

intravenous pyelogram demonstrated a filling de-

fect in the right renal pelvis. Following right

nephroureterectomy, the pathology report on the

surgical specimen was transitional cell carcinoma

of right renal pelvis, grade III.

BLOOD IN THE URINE

The term hematuria implies the presence of

blood in the urine, either in gross or microscopic

amounts. In concentrations of up to one part blood

TOBIAS M. GOODMAN, M.D., Department of

Surgery, Westerly Hospital. Westerly, Rhode Is-

land

in 125 parts urine, hematuria may be recognized

on visual inspection. 1 Although some red cells are

present in the urine normally, it is often stated

that over twro red cells per high-powered micro-

scopic field represent significant hematuria.2
-
3

It

should be remembered that lysis of red cells can

occur in urines of low osmolality or high pH.4

Free hemoglobin in urine is detected by a dip-

stick test (Labstix®, Ames) in which ortho toli-

dine and peroxide impregnated on a cellulose strip

develop a blue color when exposed to hemoglobin.

Reportedly, up to one part blood in 50,000 parts

urine may be detected by this method. 5 Both the

microscopic examination of the spun urinary sedi-

ment and the dipstick test should be employed

routinely.

Urine of red color may not contain erythrocytes.

Ingestion of rhodamine-B, an intense food dye,

produces a pink or red color in the urine, particu-

larly in children.6 Beeturia (betacyaninuria) is an

inherited disorder seen in the homozygote. An

orange-red color is produced by phenazopyridine

hydrochloride (Pyridium,® Warner-Chilcott).

Urine discoloration in porphyria is well known.

Urine passed after ingestion of alpha-methyldopa

produces a red color in the toilet bowl after mix-

ture wfith hypochlorite found in commercial cleans-

ing preparations.7 In alkaline urine phenosulfon-

phthalein may cause red-pink discoloration. Rhu-

barb causes red-pink color in alkaline urine. Hemo-

or myoglobinuria may cause a reddish color.

Urine should be collected carefully for labora-
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Table 1

SOME CAUSES OF HEMATURIA
I. Diseases of the Urinary Tract

A. Kidney
tumor lupus erythematosis

cyst A-V fistula

calculus hemangioma

trauma malignant hypertension

tuberculosis anaphylactoid purpura

pyelonephritis Goodpasture’s syndrome

glomerulonephritis Alport’s syndrome

polycystic kidney sickle cell trait

medullary sponge kidney benign familial hematuria

necrotizing papillitis hydatid disease of kidney

renal arterial embolism renal biopsy

renal vein thrombosis renal angiography

acute tubular necrosis renal artery aneurism

radiation nephritis foreign body

polyarteritis nodosa hydronephrosis

B. Ureter

tumor congenital malformation

calculus hydroureter

trauma ureteritis cystica

tuberculosis endometriosis

stricture

C. Bladder

tumor sctistosomiosis

ca' cuius interstitial cystitis

trauma neurogenic bladder

tuberculosis hemangioma
cystitis amyloidosis

foreign body radiation therapy

diverticula endometriosis

D. Prostate

prostatitis tuberculosis

hyperplasia (varices) trauma
carcinoma congenital valves

E. Urethra
tumor caruncle

calculus stricture

trauma diverticulum

urethritis foreign body

II. Other diseases

A. Hematologic
eg: idiopathic thrombocytopenic purpura

polycythemia vera

leukemia
hemophilia

B. Infections

eg : malaria
typhoid

C. Drugs and poisons

eg: heavy metals
cantharides

methicillin

venoms
anticoagulants

D. Gastrointestinal

eg: appendicitis

ileitis

diverticulitis

E. Carcinoma
eg: female genital

colon

F. Others
eg: psychogenic (factitious)

stress

hypervitaminosis C

tory analysis; contamination with red cells from

menstrual flow should be avoided (true hematuria

during the menstrual period implies the presence

of endometriosis somewhere in the urinary sys-

tem).

ETIOLOGY OF HEMATURIA
Red cells in the urine may originate from any-

where in the urinary tract, from the uppermost

calyx to the urethral meatus. Some causes of hema-

turia are listed in Table 1. In the majority of

patients hematuria is due to infection, inflamma-

tion, tumor, obstruction, or calculus. 8 Among pa-

tients with this sign men outnumber women by

two to one. In the older age groups virtually 100

per cent of patients presenting with hematuria

have demonstrable genitourinary disease.
9 In a

series of 163 young men aged 18-<30 years, 26 had

serious disease, 22 required surgery, and four had

bladder neoplasms. 10 Among children the most

common causes of hematuria are glomerulone-

phritis and cystitis.
11

’
12 Hematuria is not an un-

common clinical sign at any age.

Seven to 13 per cent of the American black

population are heterozygous for hemoglobin-S. The

relationship between sickle cell trait and hematuria

is well documented and thought to be due to sick-

ling in the renal papilla under physiological con-

ditions of low oxygen tension, high osmolality, and

acidity. 13 This situation may be suspected in any

black patient with painless hematuria. The diag-

nosis is confirmed by hemoglobin electrophoresis,

since the sickle cell preparation may be negative

in trait disease. 14

Hematuria which occurs during anticoagulant

therapy may still herald urinary tract disease. In

one small series of patients receiving anticoagulant

drugs, 82 per cent had demonstrable genitourinary

disease including carcinoma and calculus. 15 Uro-

logic evaluation is necessary when patients under

such therapy develop hematuria.

Some families are characterized by benign hema-

turia inherited as an autosomal dominant trait.
16

So-called stress hematuria may be documented by

changes following rest and exercise and is thought

to occur in activities such as long distance run-

ning.
17

Careful examination of the urinary sediment

may be helpful. The presence of red cell casts and

proteinuria suggests an inflammatory renal etiology

for hematuria. Pieces of tissue passed may be help-

ful. Fragmented villous fronds stem from transi-

tional. cell tumors. A piece of renal papilla points

to papillary necrosis. White cells without casts do

not aid in localization.

(Continued on next page)
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Figure 1.

CLINICAL FINDINGS

There is often little relationship between the

duration, frequency, or degree of hematuria and

the nature of the causative disease process. A blad-

der tumor may bleed only once or on multiple

occasions, in small or in large amounts. Neverthe-

less, some clinical inferences are possible. Massive

hemorrhage may often derive from benign pros-

tatic hyperplasia, bladder neoplasm, or trauma.

Very large clots also suggest a vesical origin, while

worm-like clots may indicate a renal or ureteral

source. In males, if blood is present in the urine

stream from beginning to end (total hematuria),

complete mixing of urine and blood from kidney,

ureter, or bladder has taken place. Bleeding noted

during the final expulsion of urine (terminal hema-

turia) may have originated in the prostatic urethra

or bladder neck. Initial hematuria implies a ure-

thral lesion. Bleeding from the urethral meatus,

independent of urination, is from a source distal

to the external urinary sphincter.

Pain in the flank with radiation to the groin

may occur with a renal or ureteral etiology. Irri-

tative or obstructive symptoms during voiding may
give some indication of lower tract disease. Pain-

less hematuria should always be taken to mean

neoplasm unless proved otherwise. However, pros-

tatic carcinoma, in contradistinction to benign

Figure 2.

prostatic disease, is an uncommon cause. Similarly,

40 per cent of patients with renal cell carcinoma do

not have blood in their urine. 18
It should always

be kept in mind that in a very large proportion of

cases of renal tuberculosis painless hematuria is

the presenting sign.

Hematuria is not a reliable index of the pres-

ence. absence, or severity of renal injury in blunt

abdominal trauma. A serious cortical laceration

with a large perirenal hematoma and unstable vital

signs may not connect with the calyoes so that no

blood is present in the urine (Fig. 1). However,

a small injury to the lining of the collecting sys-

tem may cause dramatic gross hematuria (Fig. 2).

Hematuria following minimal injury to the flank

suggests pre-existing pathology or congenital mal-

formation.

EVALUATION OF PATIENTS WITH HEMATURIA

A careful history annd physical examination

often provide substantial clues to the diagnosis.

Historical investigation should include inquiry

into previous active tuberculosis, exposure to drugs

or toxins, gout, diet, familial history of Penal dis-

orders. previous systemic illness, and daily ac-

tivities. as well as genitourinary symptoms. De-

tailed general and urologic physical examination

should include auscultation of both flanks, pal-

( Continued on page 169)
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Psycho-Active Medication And

Learning Problems In Children

Psychostimulant Medication Has A Defi-

nite Place In The Management Of Chil-

dren With Attentional Control Problems

By An Ad Hoc Committee of the Rhode Island

Medical Society on Psycho-Active Medication

in Children*.

Learning disorders and behavioral difficulties

affect a significant number of school children in

most communities.

Physicians caring for children have a responsi-

bility in this matter. Families can be referred to a

psychiatric resource if the presenting problem is

behavioral. If a learning disorder is evident, it

deserves the same response as any other diagnostic

problem. Physicians should also be willing to act

as an advocate for the child in a school situation,

so that the pupil receives all the educational as-

sistance available, while the physician is attempt-

ing to remedy the other contributing factors.

Some children with learning disorders are handi-

capped primarily by distractibility and overactiv-

ity. This may be their only problem, but in most

cases there are accompanying disturbances in

processing information. Distractibility affects

learning by limiting the amount and quality of

information which can be incorporated by the

child’s cognitive capacity.

Distractibility can stem from many sources rang-

ing from chronic illness, cultural disparity, poor

teaching, to a host of emotional factors. Some chil-

"“Committee Members:

John E. Farley, Jr., M.D., Maurice Laufer, M.D.
Chairman Herman Marks, M.D.

Joseph Barrett, M.D. William O’Neil, M.D.
Eric Denhoff, M.D.
Hector Jaso, M.D.

Wilson Utter, M.D.

dren have evidence of central nervous system fac-

tors as a background for attentional control prob-

lems.

Psychoactive stimulants are a useful and ac-

cepted treatment in certain of these children. Some

physicians prefer to use environmental manipula-

tion alone however.

When properly administered these medications

have few important side effects. Recently there

have been studies suggesting that psychostimu-

lants have a transient retarding effect on growth.

Many authorities question the methodology of the

study.

Children on psychoactive medication should have

their height and weight closely monitored. If a

slowing of growth is observed, this fact must be

balanced against whatever positive responses have

been demonstrated in any decision to continue

the medication. This declaration, if observed, is

usually transient and is followed by a ‘catch-up'

in growth according to most clinicians who have

had long experience in observing children on these

medications. There has been some concern based on

animal research about the potential effects on cen-

tral nervous system development in long-term ad-

ministration of psychostimulants. There has as yet

been no substantiation of this in human subjects.

Most authorities believe that this type of ther-

apy should always involve concern for the child's

educational program, while efforts should be made to

(Continued on next page)
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provide parents with more understanding of their

child's functioning. Also an attempt at remediation

of any existing physical or emotional problem is

necessary.

DIAGNOSTIC APPRAISAL

The child with a learning disorder or behavioral

problem deserves an expert diagnostic appraisal.

This may be accomplished best by a physician

whose main interest is in the care of children,

whose formal training included a considerable seg-

ment devoted to pediatric neurology and psychia-

try. and who has a specific interest in this subject.

Much practical information and research data are

easily availble to the interested physicin. but help-

ing these children requires sufficient time and defi-

nite involvement. Continuing experience in this

clinical field is also essential.

A social and developmental history is a require-

ment for understanding overactivity and distracti-

bility. This history should contain information

about the child's home environment and relation-

ship with parents and siblings and stresses affect-

ing the family.

The child's educational history and achievement

levels as well as performance on intelligence tests

2 re necessary for a diagnostic assessment. These

tests should be repeated regularly to assess prog-

ress.

There is some disagreement concerning the mini-

mal evaluation needed for children with problems

involved in distractibility. An ‘‘expanded" pedia-

tric neurological examination is indicated both to

aid in prognosis and suggest to what degree im-

pulsiveness and distractibility interfere with per-

formance. The traditional neurological examina-

tion does not seem as fruitful as a more specific

pediatric neurologic technique such as suggested

by Rabe. 1 Goldfarb,2 Ozer.3 and Twitched.4 These

methods suggest prognosis and at times educa-

tional clues, besides enabling the observer to as-

sess the degree to which impulsivity may be a

factor in the child's dysfunction.

The "expanded" pediatric neurological evalua-

tion is not intended primarily to delineate evidence

of classical central nervous system damage, but

instead attempts to profile present function. This

is compared with established norms, and the de-

gree o<f divergence appears to have correlation with

the concept of developmental or transient learn-

ing problems. The greater the number of signs of

divergence, the more likely is the problem to be

persistent.

.An electroencephalogram (EEG) as performed

and interpreted in the usual setting is usually not

too helpful, and is not necessary for all children

with these problems. Recent studies of evoked

potential EEGs suggest that this procedure may
eventually be of help in evaluating some of these

children. The equipment for this type of study

is not at present locally available.

There is much disagreement concerning the con-

tribution of psychological testing procedures other

than that of intellectual functioning in the evalua-

tion of a child with a learning disorder. Certainly

projective testing performed by a clinical psycholo-

gist is in order if an emotional problem is sug-

gested by other assessments.

Because psychiatric aspects of distractibility and

learning disorders in general are sometimes of cru-

cial importance, some authorities believe that a

psychiatrist could be the primary physician for

the child with a problem, whereas others suggest

that a psychiatric investigation is ancillary. Most
believe, however, that the practitioner should al-

ways be aware that anxiety or depression can

cause distractibility, overactivity, or other specific

varieties of learning disorders.

The diagnostic appraisal outlined above can be

carried out by a physician with the help of the

school psychologist. If the situation is compli-

cated or the physician lacks time or interest to

complete the necessary time-consuming studies,

referral to a multidisciplinary team should be con-

sidered. This team should consist of a pediatric-

neurologist, a child-psychiatrist, an educational

psychologist, and a social worker. A special edu-

cator with training and interest in learning dis-

abilities may be included.

LACK OF FACILITIES

Currently there are very few facilities providing

this kind of sendee available in Rhode Island.

The medical community should encourage the es-

tablishment of contemporary multidisciplinary

learning centers in our hospitals and educational

training centers. To illustrate the magnitude of

this problem, over 90 per cent of the admissions

to a pediatric diagnostic clinic in a large local

hospital involved school-related complaints. There

is an urgent need for an adequate number of these

model diagnostic clinics.

It is quite important if medication is used as a

treatment that it be fully explained to the parents

and in a simple way to the child. Points to be in-

cluded are: 1) Side effects are usually limited to

(Continued on page 170)
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A Survey Of Physicians In Rhode Island And

An Evaluation Of Needs

Particular Attention Should Be Paid To
Raising Substantially The Number Of
Primary Care Physicians

By a RIHSEC Subcommittee* on Physicians in

Rhode Island

Assuming no major change in the Rhode Island

health delivery system and the demands made upon

it, the state will need 383 new physicians during

the next five years. According to criteria of need

adopted by the authors who served as Subcom-

mittee on Physicians of the Rhode Island Health

Science Education Council (RIHSEC), Rhode Is-

land should have 256 more primary care physi-

cians and 127 more physicians in the specialties

of anesthesiology, dermatology, neurology, ob-

stetrics/gynecology, opthalmology, otolaryngology,

physical medicine, psychiatry, radiology, and

urology. The other specialties are in ample or pos-

sibly excess supply.

Based on recent experience, nearly 400 new phy-

sicians might decide to establish practice in Rhode

Island by 1980. However, because the majority

of them are likely to be oriented toward specialty

practice, the influx of new physicians is unlikely

to meet the need for more primary care physi-

cians.

^Robert V. Lewis, m.d., Chairman

Pierre M. Galletti, m.d., Ph.D.

Martin J. O’Brien, m.d.

Ann Pagliarini, r.n.

Robert P. Lawton, Secretary

Ronald R. Belair, Research Associate

This report of the subcommittee on physicians and
the criteria of need for physicians has been approved

and released by the Rhode Island Health Science

Education Council.

1974 INVENTORY OF PHYSICIANS

A 1974 inventory indicates that there are 1,476

doctors of medicine and osteopathy licensed and

in active clinical practice in the state. 1 In addition

there are 22 physicians who limit their activities

to public health, full-time teaching or administra-

tive medicine. Furthermore, 309 of Rhode Island’s

licensed physicians who are technically in an ac-

tive status, are over 65 years of age, and 148 of

these are already past 70 1
. While some of these

older doctors still maintain a full and active prac-

tice, others do not or are actually retired. There-

fore, if the number of active physicians is adjusted

to allow for the inactivity or limited practice oif

the group over 65, the inventory of active physi-

cians is reduced to 1,167.

With regard to the future, the members of the

Subcommittee felt that the report’s classification

of physicians over 65 as inactive, while arbitrary,

might prove to be conservative, since the com-

plexities of malpractice insurance, professional

standards review, and relicensure will unquestion-

ably induce many physicians to retire before age

65. Compared to the adjusted inventory of 1,167,

the estimated need for 383 new practitioners thus

translates into an increase in the supply of phy-

sicians in the state of about 33 per cent.

ASSUMPTIONS OF THE STUDY

This study is based on an inventory of Rhode

(Continued on next page)
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Island physicians as of the start of 1974. In the

minds of its authors it represents an approxima-

tion of physician manpower needs in the light of

information available at a specific point in time.

Its conclusions will undoubtedly be refined as more

accurate statistical instruments become available.

The findings of the study are predicated upon

the present system for the delivery of health serv-

ices in Rhode Island. They are not adjusted to

recognize the possibility of the enactment of na-

tional health insurance or other major changes in

the method of providing health care in the future.

The study does take into consideration the

state's demographic characteristics, most particu-

larly the fact that the population is not increasing

but is growing older. Rhode Island has apparently

reached zero population growth. Over 13 per cent

of its population will be past 65 by 1980, corn-

red to 1
1
per cent in the nation as a whole.3

The Subcommittee’s survey addresses itself to

the supply and need lor physicians in the entire

state. It does not mean to imply that there are

no actual or potential imbalances in certain spe-

cialties in individual communities throughout the

state. Local ratios in primary care and in several

df the specialties, such as obstetrics/gynecology,

orthopedics, psychiatry, surgery and the hospital

based specialties of anesthesiology, pathology and

radiology will be examined more closely in a sub-

sequent study. However, Rhode Island’s small size

and the fact that it has centralized most of its ter-

tiary health services in Providence justifies the

initial statewide approach.

The inventory of active physicians came from

licensure data collected by the Bureau of Pro-

fessional Regulation of the Rhode Island Depart-

ment of Health. The gross total of 1,476 physi-

cians was classified as to type of practice accord-

ing to the information entered by the physicians

on their original Rhode Island licenses and which

continued to be recorded in 1974. Those conduct-

ing the study found it necessary, to some degree,

to regroup the specialists into the classifications

which are in common usage today and which are

used in this report. This was done through a cross-

check of directories and rosters and by individual

conversations with many physicians as to their

type of practice. Starting with the 1975 licenses,

physicians are required to identify their practices

more precisely according to the specialty classifi-

cations in current use. When these data become

available it will be possible to update the current

study. However, the findings which are published

at this time are felt to represent a sufficient ap-

proximation of the type of practice of the active

physician population in Rhode Island in 1974.

There were 379 interns, residents, fellows, and

other holders of a special license in Rhode Island

at the time of the inventory. 1 These individuals

are not included in the inventory of practicing

physicians because they are still in training and

most of them do not treat a significant number

of patients not already under the care of private

physicians.

CRITERIA OF NEED
There are no universally accepted criteria of

need of the population for the services of physi-

cians and other health professionals which can be

applied to the present health system or to its hypo-

thetical future modifications. Thus a prospective

evaluation of needs must rely on the numbers of

physicians who actually practice in ratio to the

population, and a few criteria which have been

developed as baselines.

Therefore, the Subcommittee first considered

for each type of practice the ratio of physicians

to population in Rhode Island as compared with

the nation. These actual ratios were then placed

in parallel with the few recommended ratios which

have been developed to date. Having compared

and studied these statistics and these ratios, the

investigators have proposed ratios for physicians

in Rhode Island, based on their joint opinion re-

garding the particular needs in our state, and their

perception of the adequacy or inadequacy of phy-

sicians services as they are provided under the

system of health care which exists in Rhode Island

at this time.

COMPARATIVE RATIOS

If one counts all fully licensed physicians, Rhode

Island has nearly 153 per 100,000 population,

compared to a comparable national ratio, includ-

ing inactive physicians, of 156.2 However, as in-

dicated in Table A, if one adjusts the inventory

to deduct those already over 65 in Rhode Island,

the Rhode Island ratio drops to 120 per 100,000,

compared to a national ratio of active physicians

in clinical practice of 145. 2 The national ratio of

145 contains all non-federal physicians, including

osteopaths and also including Veterans Admini-

stration physicians, who are active in patient care,

and it also contains the resident physicians in

training. The Rhode Island ratio of 120 includes

all of the same physicians who are 65 or under,

162 Rhode Island Medical Journal



RHODE ISLAND HEALTH SCIENCE EDUCATION COUNCIL
TABLE A

Comparisons of Selected Criteria and the Actual Numbers of Physicians in Practice by Specialty

—

per 100,000 Population

Average of 5

Group Health
Plans 1970

J. G.
Steinle

1971

“Medical
Economics”

1973

Florida

Baseline

Ratios—R. P.

Lawton 1973

Section of

Surgery—Brown
Med. Ed. Prog.

1971-1972

United
States

Average
1973*

Rhode
Island
1974**

Rhode Island
1974—Age 65

and Under**

Primary Care 59.0 55.9 76.0“ 80.0 64.0 77.1 56.1

Dermatology 2.1 2.5 2.0 1.9 2.1 1.5

Neurology .7 1.7 1.0 1.5 .7 .7

Neurosurgery 1.1 1.0 1.0 1.0 1.3 1.4 1.3

OB/GYN 9.7 8.3 9.0 10.0 7.0 8.9 10.0 8.0

Ophthalmology 2.5 4.0 5.0 5.0 4.0 4.7 3.4 2.8

Orthopedics 3.3 4.6 4.0 5.0 4.0 4.6 6.7 5.4

Otolaryngology 2.4 2.0 4.0 3.0 4.0— 2.4 2.6 2.1

Pediatrics

(In Primary Care) .. (16.9) (8.3) (10.0) (10.0) (8.3) (11.7) (10.5)

Physical Medicine 1.0 1.0 .7 .5 .5

Psychiatry 2.1“ 8.3b 10.0 10.0 10.3 10.4 9.4

Surgery 7.8 12.5 13.0 15.0 16.0d 15.0 18.7 15.1

Urology 1.7 4.0 3.3 3.0 3.0+ 2.8 2.0 1.5

Anesthesiology 3.3 7.0 7.0+ 5.5 6.3 5.5

Pathology 3.3 5.0 4.3 4.3 4.0

Radiology 3.3 6.7 6.7 6.6 6.3

Anesthesiology, Pathology and
Radiology Combined 5.8 15.0

Specialty Unknown 10.6

TOTAL 99.2 109.5 148.2 151.0 145.2 125.8° 120.

2

f

PRIMARY CARE includes: General and Family Practice, Internal Medicine and its sub-specialties, Pediatrics

and the Osteopaths.

SURGERY includes: General Surgery and its sub-specialties—Colon and Rectal, Plastic and Thoracic.

NOTATIONS: a—Adjusted to eliminate overlap of family practitioners and internists,

b—Restricted psychiatric services,

c—Includes neurology.

d—Includes one plastic, one thoracic surgeon,

e—Based on 1476 physicians in patient care,

f—Based on 1167 physicians, age 65 and under, in patient care.

*Based on an estimated U.S. civilian population of 208,820,000 as of July 1973, U.S. Bureau of the Census.

**Based on an estimated population of 970,000 as of January 1974. R. I. Office of Statewide Planning.

except the residents. If the residents were included,

the Rhode Island ratio would be 144.

Table A also displays the ratios developed by

various investigators and agencies. It includes the

average staffing of five large group health plans4
,

some ratios developed by Steinle5 and some pub-

lished by Medical Economics.6 Also cited are

the Florida Baseline Physician Ratios7 and the

ratios in a report from the Section of Surgery of the

Brown Medical Education Program. 8 Table A also

shows the numbers of physicians in practice at the

present time, for the United States2 and for Rhode

Island. 1 The ratios of physicians in Rhode Island

in 1974 are displayed in the two righthand col-

umns. The first of these contains all licensed phy-

sicians classified as being in ‘‘active’’ practice. The

second column contains the active clinicians who

are 65 or younger. The same information relative

to Rhode Island is displayed in Table B in abso-

lute numbers rather than as ratios, for the pur-

pose of comparison with the recommended criteria

of need. These data, modified by the investigators'

perception of Rhode Island’s particular require-

ments for medical care, were used to develop the

ratios for the Rhode Island Health Science Edu-

cation Council (RIHSEC) and they have been

labelled the RIHSEC Ratios.

RIHSEC RATIOS FOR RHODE ISLAND

The recommended RIHSEC ratios for physi-

cians in primary care and the specialties in Rhode

Island are the essence of this study. They are

exhibited in Table B, as are the numbers of phy-

sicians required to fill these ratios. This table also

shows the number of active practitioners 65 or

younger in each category and indicates whether

there is currently a shortage or excess, based on

the recommended ratios.

According to the recommended criteria, there

is a major shortage in primary care, and a numeri-

cally less important shortfall of dermatologists,

neurologists, obstetrician/gynecologists, opthal-

mologists, otolaryngologists, physiatrists, psychia-

trists, urologists, anesthesiologists, and radiolo-

gists. Some of these shortages are small and pos-

sibly not significant. General surgeons are thought

(Continued on next page)
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RHODE ISLAND HEALTH SCIENCE
EDUCATION COUNCIL

TABLE B
Rhode Island’s Needs for Physicians by RIHSEC
Ratios in 1980—Estimated Population = 970,000*

o
a «im .0

Specialty zS.

Primary Care .. 80.0 776 715 520 —256
Dermatology .... 2.0 19 20 15 — 4

Neurology 1.5 15 7 7 — 8

Neurosurgery .. 1.2 12 14 13+1
Ob/Gyn 9.5 92 91 78 — 14

Ophthalmology .. 4.5 44 33 27 — 17

Orthopedics 5.0 49 65 52 +3
Otolaryngology 3.5 34 25 20 — 14

(Pediatrics) .... (10.0) (97) (114) (102) (+ 5)
In Primary7 Care

Physical

Medicine 1.2 12 5 5 —7
Psychiatry 12.0 116 101 91 — 25

Surgery 15.0 146 173 140 — 6

Urology7 3.0 29 19 15 — 14

Anesthesiology 7.0 68 61 53 — 15

Pathology 4.0 39 42 39
Radiology 7.0 68 64 61 — 7

TOTAL 156.4 1519 1435 1 11362 383

^Estimated Rhode Island population, adjusted, for

1980 is 973,800 per Rhode Island Office of State-

wide Planning.
1

—

Forty-one physicians in the sub-specialties of In-

ternal Medicine, Plastic Surgery and Thoracic

Surgery are not included.
2

—

Thirty-one physicians (under 66) in the sub-

specialties of Internal Medicine, Plastic Surgery
and Thoracic Surgery7 are not included.

to be in sufficient number to match the popula-

tion's needs. There is thought to be an adequate

or slightly excessive numbers of neurosurgeons,

orthopedists, pediatricians and pathologists.

The report anticipates a need for 776 physi-

cians in primary care in 1980, compared with the

520 physicians under 66 who are active in this

type of practice at the present time. In this study,

primary care includes physicians in general prac-

tice, family practice, general internal medicine,

pediatrics and most of the osteopaths. Internists

engaged in specialty care such as cardiology, neph-

rology, etc. are not included under primary7 care.

The study also suggests that, in the primary care

group, pediatricians already exceed the recom-

mended ratio of physicians to population. There-

fore the shortage in primary care is among those

who are engaged in general practice, family prac-

tice, internal medicine and osteopathy.

The study suggests that the number of derma-

tologists in active practice should be raised from

15 to 19 to meet the national average of derma-

tologists per 100,000 population. Some feel this

ratio might in itself be insufficient.

The recommendation to increase to slightly more

than double the current population of seven neu-

rologists not only reflects the study’s findings that

neurologists are in shorter supply than in the na-

tion at large but the fact that the aging of the

population and the increasing incidence of stroke

might call for more consulting neurologists.

An increase of 14 in the number of obstetricians/

gynecologists (OB/GYN) is recommended in spite

of the decline in births in Rhode Island. The study

group noted that the number of OB/GYN physi-

cians presently in practice was below the national

average and below the ratios recommended by

others.

Opthalmologists practice in Rhode Island in

lesser numbers in proportion to the population than

they do nationally and the study recognizes the

need for 17 additional ones. The greater need is

also influenced by the increase in the average age

of the population and their need for a greater

amount of eye care.

The committee found a deficit in otolaryngolo-

gists and recommended they be increased by 14

which would bring the total substantially above

the national average, but still below the ratios

proposed in other studies cited in Table A.

The large and growing number of Rhode Is-

landers in long term care facilities accentuates the

need for a significantly expanded program of re-

habilitation. This is an aspect of medicine which

generally is not practiced to its potential in this

state or nationally. Therefore the study group

recognizes a need for the relatively high increase

of seven physiatrists or other specialists in re-

habilitation medicine.

While psychiatrists practice in Rhode Island in

nearly the same ratio to population as prevails in

the nation, the study recommends 25 additional

psychiatrists to provide more mental health serv-

ices throughout the state. As is the case in the

United States generally, the need for psychiatrists

is particularly great in community mental health

facilities.

The growing number of Rhode Islanders of older

age who are likely to develop urological problems

led to the recommendation for 14 additional urolo-

gists. raising the total number in the state to 29.
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This increasing need has also been expressed by

other consultants and manpower specialists.

In the hospital based specialties, the number

of anesthesiologists was thought to be inadequate,

and the shortage was attributed in part to the

termination of the graduate training program in

anesthesiology at the Rhode Island Hospital. The

investigators felt that there is a heavy admin-

istrative, as well as clinical, load on the anes-

thesiologists now in practice and that the num-

bers of these specialists should be increased by 15

to meet the patient care needs.

The inventory of pathologists does not include

non-physicians who are in fact actively engaged in

clinical pathology in several institutions in the

state. The ratios, moreover, are limited to phy-

sicians engaged in anatomical, clinical, and foren-

sic pathology. Although the current supply seems

to meet present needs, the emergence ol specialty

practice in pathology may call for some future ad-

justment of the recommended ratio.

Radiologists seem to be in fairly adequate sup-

ply when compared with the national statistics

and an increase of only seven is recommended at

this time. However, it is no longer realistic to con-

sider the specialties of diagnostic radiology, nu-

clear medicine and radiation therapy as a single

group. Radiation therapists need to concentrate

in a certain number of specialized facilities. So,

to a lesser extent, do specialists in nuclear medi-

cine. The need for diagnostic radiologists is lkely

to be influenced by the emergence of specialty prac-

tices in neuroradiology, cardiovascular radiology,

pediatric radiology, etc. The recommended ratio

for all radiologists may well need to be increased

in the future.

While ratios for thoracic, cardiovascular, and

plastic surgeons are not specified in this study,

these specialties are thought to be in adequate

supply at the present time.

No numerical criteria are recommended for the

sub-specialties of internal medicine because of the

absence of adequate baseline information.

NEW LICENSEES

Against a projected shortage of 383 physicians,

it should be noted that 95 physicians, of whom 61

had a Rhode Island address, were licensed in 1974

after the inventory used in this study. It cannot

yet be accurately determined how many of them

are actually in active practice in Rhode Island

or in what specialties. The number of newcomers

may or may not exceed the number of those who

move away or terminate their practices. They may
or may not initiate practice in the field thought

to be in short supply. Trends in choice of specialty

for new licensees could not be determined accur-

ately for recent years because of the shortcomings

of the available licensure data, as indicated earlier

in this report. The quality of this information

should improve markedly under the system which

has been recently implemented, and more reliable

conclusions can be expected from the next

RIHSEC study. It remains, however, that in

Rhode Island, as in the rest of the nation, that

there has been a much greater growth of man-

power in the specialties than in primary care. The

demographic factors which currently govern phy-

sicians’ loss trends versus gain trends are likely

to further enhance the physician maldistribution

problem since losses by retirement affect primarily

the family physician group whereas gains seem to

be primarily among specialists.

CONCLUSION
The study identifies current and impending

shortages in the supply and distribution of Rhode

Island physicians in primary care and in some

specialties. Action should be considered by the

"ppropriate institutions and agencies in the state

to overcome or prevent such deficiencies. Particu-

lar attention should be paid to raising substantially

the number of primary care physicians. To take

into account changes in the health care system,

and in. perceived needs of patients, and to monitor

progress in meeting Rhode Island's requirement

for physicians, this type of study should be re-

peated at least every two years.
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Editorial

THE NEW ORAL DIURETICS

The thousands of patients with congestive heart

failure and other edematous conditions who are

alive and comparatively well attest to the value

of the new oral diuretics. The development of a

variety of such diuretics is one of the most sig-

nificant advances in the past several decades in

the therapy of congestive heart failure and other

edematous conditions. Other disorders in which

the development of modern diuretics has proved

of particular value of course include cirrhosis with

ascites, and edema due to the nephrotic syndrome.

Their value in hypertension represents another

chapter. A recent Symposium on Edema held at

the UCLA School of Medicine titled The Patient

with Edema. Xew Concepts, Approaches, Problems

was the first major meeting on the subject in

more than a decade.

Paul A. Cannon of Columbia University pointed

out that investigation into the manner and sites

of action of diuretic compounds has yielded funda-

mental information about the mechanisms respon-

sible for edema formation. The drugs can be

grouped into several classes: 1. The long-estab-

lished diuretics, such as the carbonic anhydrase

inhibitors, the organomercurials, and the thiazides;

2. The potassium-sparing diuretics, such as spiro-

nolactone and triamterene; and 3. The newer oral

drugs, such as furosemide and ethacrynic acid, that

exert their major activity on that area of the kid-

ney called the Loop of Henle, where an important

part of the kidney action takes place.

By selectively combining agents that may act

upon different processes in different areas of the

kidney, edematous conditions can often be treated

more effectively, and the edema in previously re-

fractory patients mobilized. With attention to the

mechanism of action of the various compounds,

the electrolyte and acid-base disturbances that

may otherwise occur can be anticipated and fore-

stalled. Cannon observed that thiazides tend to

depress glomerular filtration rate but do not in-

terfere with urinary concentrating ability. He

added: “They act to impede the reabsorption of

chloride and sodium in that portion of the Loop

of Henle which exists in the renal cortex, and

hence tend to reduce the ability of the kidney to

dilute the urine. During the action of the thiazide

diuretics, reabsorption of sodium in exchange for

potassium continues in the distal nephron. Hence,

during the diuresis, potassium excretion may in-

crease, and the patient may develop hypokalemia

and run the risk of digitalis toxicity.

”

He warned, however, that the potassium-sparing

diuretics such as spironolactone and triamterene

may lead to hyperkalemia, particularly when ad-

ministered to patients with renal disease or those

receiving potassium supplements. Both drugs may
also tend to produce a slight metabolic acidosis

as a consequence of the reduced excretion of hy-

drogen ions, and may also impede the capacity

Of the kidney to dilute the urine.

The “enormous benefits” when edema is re-

lieved in a patient with congestive heart failure

were emphasized. In many cases a patient is able

to breathe better, he is able to oxygenate his blood

more readily, and his heart has less work to do.

In a number of patients with the so-called heart

failure of acute myocardial infarction, true heart

failure is not present at all. In such patients, diu-

retics or time, rather than digitalis, is the proper

treatment.

H. J. C. Swan of UCLA suggested that diuretics

should be the basic therapy for uncomplicated

congestive heart failure, with digitalis reserved for

special situations such as arrhythmias or refrac-

tory conditions. Swran stated: “I would believe

that if a patient with systemic congestion, or pul-

monary congestion for that matter, can be ade-

quately managed with diuretics alone, that might

be the wav to go. Diuretics are drugs that have a

relatively limited toxicity, and they are rather pre-

dictable in terms of dosage relation to toxicity.

Digitalis, on the other hand, regrettably is a drug

in which we are very close to the toxic level at

the time we get a true therapeutic effect.” He fur-

ther indicated that with the diuretics currently

available he would resort to diuretics first and then

add digitalis only ilf necessary.

Jan Koch-Weser, a pharmacologist at Harvard

Medical School, noted that each agent has a char-

acteristic dose response curve. The question of

potency of diuretics is often confused since po-

tency can in fact be defined only in terms of dose.

Thus, wThile furosemide can produce a greater

166 Rhode Island Medical Journal



maximum urinary excretion of sodium than a

thiazide drug, it is quite possible with a lower

dode of furosemide to produce exactly the same

sodium excretion that is produced with a maxi-

mally effective dose of hydrochlorothiazide or some

other thiazide.

Stressing this point, Morton Maxwell of UCLA,
emphasized that there was no reason to switch

patients from furosemide to a so-called “milder”

drug for maintenance therapy. As long as it is pos-

sible to go down the dose response curve, such as

40 mg every other day, or 20 mg, within a few

weeks oif therapy, there really is no reason to

switch from one drug to another. He keeps his pa-

tients on long-term furosemide without switching

to other diuretics at all. It was further pointed

out by Donald W. Seldin of the University of

Texas Southwestern Medical School that the dose

response curve of furosemide makes it easier to

control its activity and avoid potassium loss. Sel-

din noted that longer acting diuretics which act

continuously are particularly likely to generate

potassium deficiency, since there is never an op-

portunity to replenish the potassium deficits under

circumstances where distal delivery of sodium is

dampened.

Seldin also emphasized that potassium defi-

ciency rarely occurs in patients receiving diuretics

if they are eating well. Patients generally become

potassium deficient with diuretics, not only be-

cause they lose potassium, but because they're poor

and hungry and starved, and sometimes nauseated

or poisoned. “It’s unreasonable,” he states, “to

give potassium leads unless it can be demonstrated

that the patient is vulnerable to potassium defi-

ciency or one suspects a background of starvation

or something of the sort that is apt to render the

patient potassium deficient if there is only a slight

increase in potassium losses.”

These are but a few elf the many points brought

out at this valuable symposium. The development

of the modern diuretics has prolonged the life of

scores of thousands of victims of the ancient

scourge of dropsy and given them untold comfort.

Isaac Ray Symposium
HUMAN RIGHTS, THE LAW, AND PSYCHIATRIC TREATMENT

MAY 24-23, 1975

Speakers will

THE HONORABLE DAVID L. BAZELON
Chief Judge, U. S. District Court of Appeals for the

District of Columbia Circuit
"Is the Adversary Process Essential to Due Process in

Psychiatry?"

ALAN M. DERSHOWITZ, LL.B.

Professor of Law, Harvard Law School
"Dangerousness as a Criterion for Confinement"

BRUCE J. ENNIS, J.D.
Director, Civil Liberties and Mental Illness Project,

New York Civil Liberties Union
Emerging Legal Rights for the Mentally Handicapped"

A. LOUIS McGARRY, M.D.
Director of Legal Medicine, Massachusetts Department

of Mental Health
The Empirical Approach: The Voice of the Supreme

Court"

include

JACQUES QUEN, M.D.
Clinical Professor, Cornell University Medial Center

"Isaac Ray: Have We Learned His Lessons?"

JONAS R. RAPPEPORT, M.D.
Chief Medical Officer, Supreme Bench of Baltimore

"Enforced Treatment — Is It Treatment?"

ALAN A. STONE, M.D.
Professor of Law and Psychiatry, Harvard University

Faculty of Law and Faculty of Medicine

"The Right to Treatment and the Medical Establishment"

THE HONORABLE JOSEPH R. WEISBERGER
Presiding Justice of the R. I. Superior Court

Panelist and Discussant

Butler Hospital, 333 Grotto Avenue, Providence, Rhode Island

(A Brown University Teaching Hospital)

In affiliation with the R. I. District Branch,

American Psychiatric Association

and the R. I. Bar Association

Registration Fee — $25.00 Student Scholarships Available

Advance registration required. Send name, address and check to:

Isaac Ray Symposium, Butler Hospital, 333 Grotto Avenue, Providence, Rhode Island 02906.

Deadline May I, 1974. Make checks payable to Butler Hospital — Isaac Ray Symposium.
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TREATMENT OF END STAGE
RENAL DISEASE

(Continued from page 155)

disaster that may be the consequence of a diag-

nosis of chronic uremia, extended Medicare cover-

age to all persons who are directly or indirectly

Social Security beneficiaries. Although this legis-

lation has alleviated markedly the financial prob-

lems of the individual patients or of other state

and private agencies which previously supported

the cost of chronic hemodialysis, the projections

indicate that society at large will have to bear a

very considerable financial burden.

What can be done to decrease this expenditure

while at the same time preserving adequate medi-

cal care? In view of our inability to prevent the

development of chronic renal failure, three main

avenues seem to be open for consideration. The

first relates to the number of patients accepted

for treatment. In the first several years after the

levelopment of chronic hemodialysis, criteria for

acceptance were fairly rigid. In 1967 the Report

of the Committee on Chronic Kidney Disease8

depicted the ideal candidate as "between 15 and

45 years of age, free of irremediable disease such

as cancer. " He must further ‘ not suffer from severe

arteriosclerotic heart disease or severe hyperten-

sion, be psychologically motivated, live sufficiently

close to a dialysis center if he cannot be put on

?, home dialysis program, and possess adequate

financial resources”. Since then it has become

clear that frequently it is not possible to predict

which patients will do well on dialysis, even among
those patients with advanced age or with severe

coexisting extrarenal disease, and consequently

the criteria have been greatly expanded. Although

it is recognized that the acceptance of such pa-

tients will decrease the average survival rates and

increase the likelihood of pcor results and inade-

quate rehabilitation, it appears ethically unjusti-

fiable to return to stricter criteria.

The second possibility relates to technical or

organizational changes in the provision of hemo-

dialysis. It is conceivable that, with the advent

cf newer dialyzers with greater efficiency, the dura-

tion and frequency of dialysis may be substan-

tially decreased and costs may be reduced. An
alternative would be the advent of some financial

incentive for heme dialysis. Since the present cost

of home dialysis is approximately S5.000 per year,

even supplementing this with the salary of the

dialysis helper would not raise it to the present

S20-25.COO per year cost level for in-center dialysis.

The final avenue rests on increasing the rate of

transplantation. It has become clear in recent years

that proportionally fewer dialysis patients are can-

didates for transplantation. This is due to many
factors, including the fact that the mean age of

patients accepted for dialysis is increasing, and

that older people tend to develop more frequent

and severe complications when treated with the

powerful immunosuppressive drugs employed to

prevent or minimize rejection. Xo major advances

have been made in this area in the last several

years, and the prospects do not appear too bright.

CONCLUSION
The treatment of renal failure has undergone

a dramatic change in recent years, which has

been brought about primarily by the advent of

chronic hemodialysis and renal transplantation.

These methods of treatment have become pro-

gressively more available and are being employed

with increasing frequency. Chronic hemodialysis

especially is likely to be used for an ever-expanding

population, since patients even of advanced age

or those who suffer frem serious concomitant non-

renal diseases can be effectively treated.

Chronic hemodialysis however is not a com-

pletely satisfactory approach to the treatment of

renal failure. The technique suffers from many
cf the disadvantages of a "halfway technology',” 11

being expensive, time-consuming, and from the

medical viewpoint only partially effective. In-

deed, it shouid be recognized that the continued

growth of hemodialysis services is desirable only'

because of the lack cf more satisfactory' means of

therapy. In view of these considerations, it is likely'

that society will have to continue to devote an

increasing amount of resources to treat a relatively

small number of patients. This trend can be re-

versed only by the development of new approaches

capable of preventing renal disease, or reversing

it when it has become established, or of making

transplantation more acceptable by' developing

more effective and less dangerous methods of im-

munosuppression .

Despite these limitations the results of chronic

intermittent hemodialysis appear acceptable even

when nonrestrictive criteria are employed in the

selection of patients, since many patients with end-

stage renal failure are partially' or completely re-

habilitated and with a yearly mortality of approxi-

mately 10 per cent. The impact of hemodialysis

upon the prognosis and upon the quality' of life

of most patients with renal failure need not be
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emphasized for those physicians formerly faced

with the hopeless task of relieving the prolonged

agony of the uremic patient.
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HEMATURIA
(Continued from page 158)

pation of the urethra and perineum, and palpation

of the vas deferens on both sides. After basic lab-

oratory tests evaluation usually proceeds to intra-

venous pyelography, urethroscopy, and cysto-

socpy. Urinary Pap smears and cultures may be

helpful. In a majority of patients these techniques

will produce a firm diagnosis. In about eight per

cent of cases, however, the diagnosis remains elu-

sive. A more exhaustive approach to these patients

including a battery of laboratory tests, repeated

cystoscopy, retrograde pyelograms, nephrotomogra-

phy, selective renal angiography, and renal biopsy

has been described, but may provide little new

information and is probably indicated only in

those patients in whom bleeding or symptomatology

are severe or who warrant a high degree of clinical

suspicion. 19 However, patients with unexplained

hematuria should be followed carefully and re-

studied at interval.

MANAGEMENT
Hematuria usually requires little management

beyond the steps necessary for diagnosis. Occa-

sionally heavy upper tract bleeding will cause colic

and will require bed rest and hydration. Hematuria

(Concluded on next page)
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following blunt renal trauma necessitates such

therapy. Marked vesical hemorrhage may be tem-

porarily managed by evacuation of clots through

a relatively large catheter and, if necessary', a three

lumen Foley catheter with continuous saline irri-

gation to prevent further clot formation. Signifi-

cant exsanguination requiring transfusions is un-

common with hematuria not following trauma. The

use of epsilon amino-caproic acid may be hazard-

ous, especially with severe renal bleeding.20 Re-

cently the use of intravesical formalin has been

suggested in special situations such as for treat-

ment of hematuria secondary' to radiation cys-

titis.
21

SUMMARY
Hematuria is a sign of grave disease unless

proved otherwise. More than 20 per cent of pa-

tients with this sign will have cancer somewhere

in the genitourinary tract.
8 Complete urological

evaluation is usually essential.
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PSYCHO-ACTIVE MEDICATION AND
LEARNING PROBLEMS IN

CHILDREN
(Continued from page 160)

anorexia and sleeplessness, Loss of appetite usually

wears off with a continued use of medication, If

it does not, it can be counteracted by one of thfe

newer appetite stimulants. Sleeplessness can be

obviated usually by therapeutic adjustment. 2)

Therapeutic trial or initial dosage determination

requires close and frequent monitoring by the phy-

sician. Close cooperation on the part of the mother

is important. 3) Since the parent must know that

the medication is helping the child concentrate,

if in fact it does, it is important that, as part of

the trial, medication be administered at a time

when the child can be observed by the parent,

such as during a weekend, because the result if

positive as observed by the parent makes con-

tinued administration reasonable. 4) Habituation

to the psyxhoactive stimulants has not been dem-

onstrated; in fact a long-term study has shown

that patients who were treated with this type of

medication seemed less vulnerable to drug abuse

in later life.
5

OBSERVATION OF RESULTS

Some consultants believe that the child’s teacher

should be intimately' involved with assessment as

to the response and its continued effect because

of the teacher's prolonged contact with and ex-

pertise in child observation, and also because of

the fact that the effects of the medications are

usually not observable away from school. Other

consultants are concerned with issues such as bias

concerning the medication's affecting validity of

observations, ‘‘labeling’’ of children known to be

on medication, and news media charges concerning

teachers’ involvement in deciding that children

should be on medication. These consultants argue

that it is the child and education interface effi-

ciency that should be the primary concern of the

school, not the clinical means which might have

brought about improvement. They would try to

keep shools as uninvolved as possible in this pri-

marily physician-patient decision. They believe
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that it is the parent who should be most inti-

mately involved and who obviously must be thor-

oughly aware of the benefits of medication if they

occur. Utilizing the parents as the primary re-

porters seems to them to accomplish all of these

things. Certainly, in cases where there is a dis-

parity in information the opinion of the teacher

would be requested. In any case the parents should,

if possible, remain the main source of information

to the physician, in order to relieve the school of

involvement in medication issues and to encour-

age the continued involvement of the parents in

helping their child.

The purpose of these medications is primarily

to help the child concentrate and thus learn bet-

ter, not to make him more acceptable in the class-

room. The medication does not change him into

a different personality, but helps him to be as he

would like to be, but temporarily is unable to be

through no fault of his own.

There is disagreement as to whether a child

responding to treatment should continue his medi-

cation on weekends and vacations. Since these are

usually school-centered problems exclusively, some

believe that the medication should be eliminated

during such periods because of the possible effects

on growth or possible unforeseen side effects.

Others are of the opinion that the medication af-

fects overall adaptation and that discontinuity

would affect the child’s image of himself.

Certainly the medications should be adminis-

tered at the lowest dose compatible with a satis-

factory response, and there should be frequent

assessments of need by trial discontinuance.

CONCLUSIONS
Most consultants conclude that psychostimulant

medication has a definite place in the management

of children with attentional control problems. In

any situation involving long-term administration

of medications attempts should always be made

to remedy the situation by environmental manipu-

lation, i.e., teaching techniques and parental un-

derstanding, before psychostimulants are insti-

tuted. Frequent reassessment of their continued

need should then be made.

School functioning represents a major portion

of the child’s adaptation during this stage in his

life. Failure affects the individual's view of self-

worth to a significant degree. Children with learn-

ing problems deserve the concern and advocacy of

their physicians.
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The Doctor As A Revolutionary: The Next Twenty

Five Years

Annual Message Of The President Of
The Providence Medical Association

By Peter L. Mathieu, Jr., M.D., FAAP

This is a democratic nation. Freedom of choice

in every aspect of life is man’s inalienable right.

My fervent hope is that this country will make

its own free creative choice of health care policy

in the future. To make a valid decision the aver-

age American must be aware of the many faces

of our Health Care System. Individuals possessing

differing knowledge and differing views constitute

the soul of thought. Most Americans are aware

of the private doctor as the source of primary

care. Let us explore some alternatives.

The discrepancy between planning and results

becomes greater as one proceeds from the simple

problems in the life of a family to larger groups

of people in cities, states, and the country as a

whole. Planning for health care is a good example.

In planning for health care for larger groups of

people there is less agreement as to the approach,

and eventually it appears to be necessary to rely

on government with its power to use coercion to

force the issue.

HMOs
What is an HMO? Between now and July 1,

1978, the United States Government has earmarked

$375,000,000 for Health Maintenance Organiza-

tion projects and development as an option to the

PETER L. MATHIEU, JR., M.D., Director,

Pediatrics, St. Joseph’s Hospital; Medical Direc-

tor
,
Catholic Social Services, St. Vincent’s Center,

St. Aloysius Home, Rhode Island School for the

Deaf.

Read at the 128th annual meeting of the Providence

Medical Association, January 17, 1975.

The Doctor As A Revolutionary: Next Twenty

private practice of medicine. There is nothing new

in the HMO concept. An HMO provides compre-

hensive health service for a specific group. In

return, the HMO subscriber must pay a fixed

periodic sum in advance. The rhetoric of HMO
focuses on keeping subscribers healthy as weil as

curing illnesses after they start. Now that we have

practically eliminated such diseases as small-pox,

diphtheria, measles, poliomyelitis, dysentery, ma-

laria, and tuberculosis, and made infectious disease

control a matter of one simple visit to the doctor’s

office, some ivory-tower administrators are sup-

porting the concept of HMOs. Why? Because

they can control the dollars and cents cost of the

medical package fringe benefit for the employee

or insured on a cost benefit basis. Should they

analyze the problem more realistically, the actu-

aries would recognize that patient demands and

the cost of these demands will continue to escalate

as the Government becomes Uncle Sam for Na-

tional Health Care. Kaiser Foundation officers

have announced rate increases of 15.8 per cent

for the California group effective January 1, 1975,

and the Rhode Island Group Health Association

has requested an even larger increase in the capi-

tation rates for their plan. Rising operational costs

are given as the reason for the rate increases.

Physicians in the Providence County area of

Rhode Island through their medical association

have endorsed the principle of offering capitation

to their patients. On the basis of the projected

start-up costs the sum of $5,000,000 has been

suggested as the minimum reserve needed to make

(Continued on next page)
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such a plan operational. The insurance industry

has the capital to move into this area of health

financing. This industry has at the same time

been moving out of the malpractice health insur-

ance business. The insurance industry is opposed

to no-fault auto insurance and is vacillating in

the fire, theft, and casualty insurance businesses.

Why does the insurance industry wish to abandon

malpractice insurance and enter into the HMO
insurance business?

Surely no big money can be made with the doc-

tor's $10 office visit. With the advent of Na-

tional Health Insurance will the $10 and $20

office visits go the way of the five cent cigar?

The Providence Medical Association is prepared

to offer its own program of an HMO without walls,

provided by the physicians in the state at a cost

consistent with sound cost-benefit analysis and

good patient care. An HMO without walls con-

tinues the policy of the free choice of physician

by the patient. This contrasts with the policy of

HMOs presently operating in Rhode Island, which

limit the choice of physician to those employed

by the HMO.
Progress for Providence and the Providence

Health Centers were considered model antipoverty

programs when they wTere formed in the ‘‘Great

Society’" days of the 1960s. They aimed at wide

participation of the poor they were intended to

serve. Today they are no longer models of suc-

cess. There are 10 Providence Health Centers

(termed HMOs). Other HMOs in Rhode Island

operate in Bristol and North Providence, and Blue

Cross has plans for developing seven to nine more

HMOs throughout the state. There are 947,000

people living in Rhode Island. The Rhode Island

Group Health Association, a North Providence

based HMO with about 13,000 members after five

years of operation, states that it needs approxi-

mately 20,000 members to break even.

NEEDS OF THE POOR
If Rhode Island Group Health Association needs

20.000 subscribers to be economically solvent and

if the Health Centers promise the same quality

and quantity of health care, should not each of

the Health Centers need the same number of sub-

scribers to break even? If this premise is valid,

there is not a sufficient number of people in

Providence (population 170,000) to supply the

200.000 subscribers needed to reach the break-

even figure.

As a physician long active in community af-

fairs and stili greatly interested in the welfare

of our population, I propose that the state and

federal agencies take a long hard look at these

Health Centers and their cost-benefit status. The
administrative offices of the Providence Health

Centers (for the poor) have been moved to the

more affluent East Side Wavland Square area.

The Health Centers have recently formulated plans

to provide health services on a capitation basis

to the general population. Are the poor to be

denied again?

Poverty engenders peer health. National priori-

ties do not seem to be much directed to the poor

and non-white. I recommend creating public serv-

ice jobs with a minimum of strings attached. I

recommend wherever possible education to the

level attainable without penalizing qualifications.

They need our compassion and help and a chance

to earn the food they eat by working quietly.

The physician must be knowledgeable concern-

ing costs in the delivery of his primary care serv-

ices. The physician is given credit for providing

benefits to his patients. He incurs costs when

these services are provided. As costs in general

have risen, the physician's costs have escalated. A
physician's medical fees should be based on time

and effort and not on some supposed relative value

basis or other vague determination.

One role of the physician is to give professional

advice to a troubled family. The doctor must worry

about his patient. Does he worry just for the short

time he spends professionally with the family?

The doctor's costs constantly increase in relation

to the benefits he delivers. His hours are irregular,

and he spreads himself too thin. Professional ad-

ministrators who are not really cognizant of the

practical problems of medical practice step into

the gap. They are not suited to provide some of

the services needed by the patient. The service

is usually much more costly to the patient than

if it were provided by the physician himself.

FEES AND MEDICAL COSTS

The fees for medical services have increased

just as have the fees for non-medical services. A
selective analysis of fees wTas made by a group

of French doctors in Paris who found the com-

parisons odious.

A record total of $480,000,000 was spent

for health care in Rhode Island in 1973. This

was well above the national per capita average.

The Rhode Island per person expenditure for the

services of doctors was the only one markedly
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below the national average, $71.06 for this state

as compared to $81.59 for the nation. By far the

largest proportion of health care expenditures went

for hospitaliation. This came to 42.5 per cent of

the total, or $204,100,000. Payments to phy-

sicians and osteopaths amounted to 5 per cent

($72,000,000). Drugs account for nine per cent

($54,000,000), nursing home care for six per oent

(-3,700,000), and dental services for seven per

cent ($33,600,000).

Hospital costs in Rhode Island have more

than tripled in the last 10 years, soaring at a rate

of more than four times that of the overall cost

of living. The magnitude of these hospital in-

creases actually is poorly understood and has little

immediate impact on the great majority of Rhode

Islanders. The reason is that about 85 per cent

of the states eligible population (excluding wel-

fare recipients) are covered by Blue Cross and

have to meet only a small part, if any, of the bill

when they are hospitalied. The largest public

source of funds was the federal government with

outlays of $104,000,000. State and local expendi-

ture for Medicaid amounted to $50,300,000.

About 80 per cent of the Blue Cross subscrib-

ers in Rhode Island are enrolled in groups through

their places of employment. About 90 per cent

of these group subscribers have their premiums

paid wholly or in part by their employers.

Many persons confuse Medicaid with Medicare.

In Rhode Island the Medicaid program is run by

Doctor P. Joseph Pesare with the cooperation

and participation of over 90 per cent of the phy-

sicians practicing medicine. Medicaid in Rhode

Island is recognized as being one of the best

Medicaid programs in the country. Medicaid

serves the poor. The physicians in Rhode Island

have since its inception provided continued service

for this program at a less than usual charge. From

the beginning there has been a large physician

contribution to the favorable cost-benefit ratio

in this program, and it continues. I propose that

the state give serious consideration to extending

and strengthening the present Medicaid program

in Rhode Island. I further propose that the state

offer greater incentives for physicians to insure

their continued participation in this program. I

propose that the state restudy its whole social

structure for the poor.

Ir. discussing Health Care I further propose

that we concern ourselves with measuring both

the benefit and cost side of the ratio. We should

attempt to make the result understandable to all.

We might, for example, measure and express costs

and benefits in a common unit, such as dollars,

so as to determine whether the benefits of a par-

ticular approach or treatment modality are likely

to exceed the cost, or which of several alternative

systems is likely to yield the best cost-benefit

ratio. Cost effectiveness studies are sometimes di-

rected at identifying the less costly of two or more

ways of achieving the same objective — health

care for all — while they leave unanswered the

question of whether the benefits exceed the cost.

Some planners conclude using a purely economic

approach that some sacrifices in benefits are nec-

essary to get health care for all.

Far too often recommendations are based on

assertions that A is cheaper than B without ade-

quate consideration of the relative benefits, or

that A is more effective than B without adequate

consideration of the relative costs. Planners have

a tendency to indulge in the former fantasy, while

physicians are prone to accept the latter. Both

sides of the equation must be taken into account.

When planners place a money value on human
life or on pain, they are not discarding human
values. When physicians opt to continue the preva-

lent fee-for-service system of providing health care

through the private patient-physician relationship,

they are not discarding human values.

NEED FOR MORE INFORMATION
I propose that the health care system, made up

of administrators and physicians, take a long hard

look at the health accounting system. I propose

that, government, industry, doctors, administrators,

planners, and consumers use better information,

so that they can make better informed judg-

ments. It is foolish to spend huge sums of money

on a new health care system. Enforced shorter hos-

pital stays, cook book therapy, control of drug

usage, administrative types performing medical

duties, and doctors delaying surgery all in the

name of cost effectiveness should be avoided. It

is still feasible and not too late to work toward

improving the efficiency of the present health care

system.

Can the private physician who charges up to

$10 for his services survive in his primary care

function over the long term, while secondary and

tertiary level institutions are charging the same

patient for the identical service from $22 (in Provi-

dence Health Centers) to $40 (in one hospital

(Continued on next page)
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out-patient department). I propose that hospitals

continue to render secondary and tertiary patient

care for. which they were established. I propose

that hospitals reduce primary care facilities to a

minimum and encourage patients to obtain such

care in the doctor's office, where it is best ren-

dered. Their competition with the doctor for the

primary care patient, treated more adequately and

economically in the doctor’s office, would cease.

I further propose that hospitals should improve the

quality of their services. They should submit item-

ized bills specifying the services rendered at a

charge level consistent with that of other providers

(physicians in their offices). This would be fair

to the patient, to the provider of the service, and

to the employer or third party payor who may
be a partner in reimbursement.

In 1974 Rhode Island adopted a state-sponsored

Catastrophic Health Insurance Plan. Physicians

supported the concept of catastrophic health in-

surance coverage and worked for the passage of

this bill. To be truly effective catastrophic health

insurance must tie into a fixed base of coverage

with a dollar amount specified. We as physicians

support catastrophic health insurance on a national

as well as on a state level.

ROLE OF THE STATE

The employer who is footing the bill for many

of these health programs is now becoming increas-

ingly aware of the necessity to develop more ra-

tional ways of deciding what and how much the

government should do in the health care system.

I propose that the state government join with the

Rhode Island Public Expenditures Council and

the Rhode Island Medical Society in asking some

important questions. Why is it that a multitude

of health programs created with good intentions

overlap and compete with each other for years

never ending? Why are more and more taxpayers’

dollars spent every year in an ever-increasing spiral

of administrative largess, while at the same time

fewer and fewer of the dollars authorized are re-

turned to the consuming taxpayers in the form

of personal health services.

The annual cost of prescriptions per family has

risen considerably. This cost escalation is com-

parable to the price of a complete, self-contained

m ;ni-commputer system. I propose that, as com-

puters become cheaper and more readily available,

the practicing physician have access to them in

his daily practice. There is a place for these exotic

calculating machines, and the patient stands to

benefit from their use. I propose that the govern-

ment help the private practicing physician in re-

freshing his memory for therapeutic agents by pro-

viding him with such a comuter to relay to him

the latest drug information. Other benefits could

accrue from the use of a computer, such as in re-

porting the incidence of adverse drug reactions

and the overall effectiveness of one drug as com-

pared to another. The hysteria over generic and

brand name drugs might then evaporate as the

cost-benefit of such an arrangement became ob-

vious.

In his daily practice the doctor skillfully ex-

tracts from the patient those items which are of

medical importance. He translates this history,

often subconsciously, into planning and practice.

Computer technologists who underrate the doctor-

patient relationship are overlooking the dangers

of a mechanistic approach. The doctor writes:

‘Out of sight, out of mind.” The computer print-

out reads. ‘‘Invisible, therefore insane.” No amount

of medical linguistics or other theologisms can

displace the physician from his privileged position

as one to whom his fellows turn when ill, and from

whom they expect both medicine and advice.

The family physician is the best preventative

medicine a patient can have. The family doctor

must watch out for family crises and step in be-

fore trouble starts. Over the last 25 years there

has been a plethora of family problems. Yesterday

we spoke to each other, today at each other, and

in the future about each other. The family doctor

and the clergyman both can help by working to-

gether in giving to the changing family system

a reinforcement of man’s basic need to feel good.

PEER REVIEW

Peer Review is the latest fad in the health care

regulatory system. In the field of PSRO (Profes-

sional Standards Review Organization), PAS-MAP
(Professional Activity Study-Medical Audit Pro-

gram), QAP (Quality Assurance Program, and

PEP (Performance Evaluation Program), and

other hospital audit programs the emphasis is on

a. statistical approach. The length of stay in the

hospital, and other such norms are measured and

compared.

The emphasis is on the physician and his ac-

countability. Equally important and ultimately

more beneficial, emphasis must be placed on the

administrative structure of the institution and its

effectiveness in bringing about a balance for the

patient as between cost and benefits. Good ad-
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ministration does not manifest itself in the form

of multiple levels of administrative authority, but

rather in maximizing the numbers of persons di-

rectly involved in care.

PUBLIC RELATIONS

Public relations is all the things that a medical

association is doing in the community. Publicity

without sound public relations is not worth very

much. Relations between the Rhode Island press

and the Providence Medical Association must be

a cooperative one. People want to know how medi-

cine affects people. These stories should be brought

to the attention of the public. The Association

might in its wisdom invite the press to some of

its meetings, and the media might reciprocate by

inviting the Association’s officers to some meet-

ings, especially when copy concerning medicine

is under consideration. This approach of good rela-

tions and good news balances out the bad news

and builds professional understanding. After 25

years of community involvement, I have come to

respect the Rhode Island press and the media.

Medical Association relations with legislators

should be straightforward. Membership in the

Chamber of Commerce, the press club, and civic

organizations, and participation in radio and TV
programs require sacrifice but build friends. The

Providence Medical Association took the step this

year of preparing a booklet for all new members

advising them of the many organizations in the

county oriented to health and giving them pointers

on entering the health care system locally. A posi-

tive community attitude will help physicians main-

tain their personal and professional image and

improve their public image.

Physicians rate very highly with individual pa-

tients and with individual families. Should not the

physician then be delegated to the role of the plan-

ner for man’s ideal of justice? How can the physi-

cian help a man with psychosomatic complaints

who has been told he has a freedom of choice — a

choice to be laid off from his job or to go from

one bad job to another. Those who are ever ready

to ride roughshod over the rights Of people in the

name of self-advancement mold public opinion with

rhetoric. Politics makes free use of the patient as

a pawn in a war of power and for big stakes in

the largest industry in the United States —
namely, the health care industry.

THE FUTURE

Government wisely used may indeed help solve

some of the most difficult problems in the health

care industry. But an overly precipitous attempt

to enact National Health Insurance may produce

poor results. I predict that National Health In-

surance, which may well become law, wiil result

in the government, despite its wisdom, gradually

losing its ability to fulfill its pledges. There could

indeed be an increasing struggle between com-

peting interests. Non-medical professionals in in-

dustry, non-medical professionals in management,

non-medical professionals in insurance, non-medical

professionals in control systems yet to be born

will, in the new system mandated to provide im-

proved health care for all, eat up the doctor, a

medically trained medical care specialist.

I predict costs will skyrocket beyond present

day imagining. Benefits to the consumer will grad-

ually diminish after first seeming to improve. Em-

ployers will pay more for health care fringe bene-

fits than for Social Security and other taxes yet

to be conceived. The employee, the consumer, and

the patient wiil experience increased delays in the

delivery of medical services and perhaps even

poor service. The government in the 21st century,

after adding to and patching the health care de-

livery system, will be forced to curtail the profits

of the insurance industry and even cut back on

some medical services as being not truly neces-

sary. In the end. there will be a beginning and the

physician — in the '80s and ’90s clobbered, moni-

tored, computerized, and discarded to the rear of

the health care system — will be rediscovered, not

by government, but by the people whose ancestors

in the ’70s merely wanted an appointment in the

doctor's office.

All of this can happen. Doctors can keep it from

happening by perceiving the beauty of their pro-

fession, and what the costs will be to them and

their patients. Physicians must band together and

let the community hear that physicians do take

care of the health needs of the community to the

best of their ability, that physicians are available

for medical care, and that physicians do worry

aJbout. their patients and the quality of their serv-

ice. This effort must be constant, for physicians

and patients are equally desirous of a successful

health care system.
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^ ill \ ou Support The Rhode Island Professional

Standards Review Organization, Inc.?

OVER 900 PHYSICIANS HAVE JOINED!!
The officers and the Board of Directors of R.I.P.S.R.O., Inc. have ap-

plied to the Secretary of Health, Education and Welfare for designation as
the PSRO for the Rhode Island area and have received a planning grant to
Qualify as a conditionally designated PSRO. Under the law, a “substantial
portion” of all physicians in the area must be members of R.I.P.S.R.O.

It is our hope that you will agree with the approach of the officers and
directors of R.I.P.S.R.O., a peer review organization controlled and directed
by a committee of licensed physicians. Even though you may not agree with
the basic concept of PSRO itself, we hope that you will give your support by
requesting membership in R.I.P.S.R.O. There are no dues, fees or other mone-
tary obligations involved.

Dr. Alton M. Pauli

President — R.I.P.S.R.O., Inc.

Dr. Alton M. Pauli, President

R.I.P.S.R.O., Inc.

106 Francis Street

Providence, Rhode Island 02903

Dear Doctor Pauli

:

I agree with the general approach of the officers and Board of Di-

rectors of R.I.P.S.R.O., Inc., a physician controlled and directed organiza-

tion, and wish to support that organization as long as it shall be controlled

by the physicians of Rhode Island.

I hereby accept membership in R.I.P.S.R.O., Inc.

Signature Address

Name Printed Date

PREPARATION OF A MANUSCRIPT
Manuscripts for publication and correspondence

relating to them should be sent to:

Editor, Rhode Island Medical Journal

106 Francis Street

Providence, Rhode Island 02903

Manuscripts should be typewritten on one side

ot the paper only, double-spaced, and with liberal

margins. References should be placed at the end

of the article and should be listed according to the

order in which they are cited in the text.

References should be based on the form used in

INDEX MEDICUS giving author (co-authors up

to three; et al. for more than three) with initials,

title of article omitting all but first capital, title

of journal, volume, first and last pages, month

(week), year (e.g.. Doe T, Blank RS: New ap

proaches to . . . Rhode Island Med J 92: 1C 0-1 1C,

Feb 80). Journal titles should be listed ae- they

existed at the time of publication.

References to books, monographs, and pam-

phlets should indicate the author(s). title, pub-

lisher’s name, place and date of publication, edi-

tion. and page number of the reference.
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A high assurance ofclinical efficacy

in cystitis, pyelonephritis and pyelitis diagnosed as chronic

agai nst suscepti ble strai ns of the common uri nary tract pathogens,

usually E. coli, Klebsiella-Enterobacter, Proteus mirabilis, and,

less frequently, indole-positive proteus species.

I fore prescribing, please consult complete product

i ormation, a summary of which follows:

Hications: Chronic urinary tract infections (primarily

[
elonephritis, pyelitis and cystitis) due to susceptible

iganisms (usually E. coli, Klebsiella-Enterobacter,

ifOteus mirabilis, and, less frequently, indole-positive

poteus species).

I )te: The increasing frequency of resistant organisms

hits the usefulness of antibacterials, especially in

ronic and recurrent urinary tract infections,

ontraindications: Hypersensitivity to trimethoprim

i sulfonamides; pregnancy; nursing mothers,

arnings: Deaths from hypersensitivity reactions,

ranulocytosis, aplastic anemia and other blood dys-

lasias have been associated with sulfonamides. Expe-

?nce with trimethoprim is much more limited but

xasional interference with hematopoiesis has been
ported as well as an increased incidence of throm-

)penia in elderly patients on diuretics, primarily

iazides. Sore throat, fever, pallor or jaundice may be
irly signs of serious blood disorders. Frequent CBC's
e recommended; therapy should be discontinued

a significantly reduced count of any formed blood
ement is noted. Data are insufficient to recommend
;e in infants and children under 12.

recautions: Use cautiously in patients with impaired

:nal or hepatic function, possible folate deficiency,

lergy or bronchial asthma; and in those with glucose-

phosphate dehydrogenase deficiency, where he-

lolysis may occur. During therapy, maintain adequate
uid intake and perform frequent urinalyses, with

ireful microscopic examination, and renal function

ists, particularly where there is impaired renal

inction.

dverse Reactions: All major reactions to sulfona-

lides and trimethoprim are included, even if not

^ported with Bactrim. Blood dyscrasias: Agranulocy-
>sis, aplastic anemia, megaloblastic anemia, throm-
apenia, leukopenia, hemolytic anemia, purpura,

/poprothrombinemia and methemoglobinemia.
Ilergic reactions: Erythema multiforme, Stevens-

>hnson syndrome, generalized skin eruptions, epider-

al necrolysis, urticaria, serum sickness, pruritus,

exfoliative dermatitis, anaphylactoid reactions, peri-

orbital edema, conjunctival and scleral injection,

photosensitization, arthralgia and allergic myocarditis.

Gastrointestinal reactions: Glossitis, stomatitis, nausea,

emesis, abdominal pains, hepatitis, diarrhea and pan-

creatitis. CNS reactions: Headache, peripheral neuritis,

mental depression, convulsions, ataxia, hallucinations,

tinnitus, vertigo, insomnia, apathy, fatigue, muscle

weakness and nervousness. Miscellaneous reactions:

Drug fever, chills, toxic nephrosis with oliguria and
anuria, periarteritis nodosa and L.E. phenomenon. Due
to certain chemical similarities to some goitrogens,

diuretics (acetazolamide, thiazides) and oral hypogly-

cemic agents, sulfonamides have caused rare instances

of goiter production, diuresis and hypoglycemia in

patients; cross-sensitivity with these agents may exist.

In rats, long-term therapy with sulfonamides has pro-

duced thyroid malignancies.

Dosage: Not recommended for children under 12.

Usual adult dosage: Two tablets b.i.d. for 10 to 14 days.

For patients with renal impairment:

Creatinine Recommended
Clearance (ml/min) Dosage Regimen

Above 30 Usual standard regimen

15-30 2 tablets every 24 hours

Below 15 Use not recommended

Supplied: Tablets, each containing 80 mg trimetho-

prim and 400 mg sulfamethoxazole—bottles of 100

and 500; Tel-E-Dose® packages of 1000; Prescription

Paksof40, available singly and in trays of 10.

Each tablet contains 80 mg trimethoprim

and 400 mg sulfamethoxazole.



A high assurance of antibacterial activity

in cystitis, pyelonephritis and pyelitis diagnosed
as chronic and due to susceptible organisms.

Before prescribing, please consult complete product information,

a summary of which appears on preceding page.
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Predominant
psychoneurotic
anxiety

Associated

depressive

symptoms

Before prescribing, please consult com-
plete product information, a summary of

which follows:

Indications: Tension and anxiety states;

somatic complaints which are concomi-
tants of emotional factors; psychoneurotic

states manifested by tension, anxiety, ap-

prehension, fatigue, depressive symptoms
or agitation; symptomatic relief of acute
agitation, tremor, delirium tremens and
hallucinosis due to acute alcohol with-

drawal; adjunctively in skeletal muscle
spasm due to reflex spasm to local pathol-

ogy, spasticity caused by upper motor

neuron disorders, athetosis, stiff-man syn-

drome, convulsive disorders (not for sole

therapy).

Contraindicated: Known hypersensitivity

to the drug. Children under 6 months of

age. Acute narrow angle glaucoma; may
be used in patients with open angle glau-

coma who are receiving appropriate

therapy.

Warnings: Not of value in psychotic pa-

tients. Caution against hazardous occupa-

tions requiring complete mental alertness.

When used adjunctively in convulsive dis-

orders, possibility of increase in freqi qf

and/ or severity of grand mal seizures ay

require increased dosage of standard tr

convulsant medication; abrupt withdral

may be associated with temporary in-

crease in frequency and/or severity oi

seizures. Advise against simultaneou; •

gestion of alcohol and other CNS dep r

sants. Withdrawal symptoms (similar
j

those with barbiturates and alcohol) he

occurred following abrupt discontinu :e

(convulsions, tremor, abdominal and Jfr

cle cramps, vomiting and sweating), i ip

addiction-prone individuals under car Jl



\ccording to her major

i itoms, she is a psychoneu-

i patient with severe

i ety. But according to the

:: ription she gives of her

£ ngs, part of the problem

i sound like depression.
- is because her problem,

t iugh primarily one of ex-

« ve anxiety, is often accom-

i ed by depressive symptom-
; )gy. Valium (diazepam)

; irovide relief for both—as

: xcessive anxiety is re-

•d, the depressive symp-
associated with it are also

h relieved.

There are other advan-

s in using Valium for the

agement of psychoneu-

: anxiety with secondary

essive symptoms: the

hotherapeutic effect of

urn is pronounced and
d. This means that im-

minent is usually apparent

in the patient within a few
days rather than in a week or

two, although it may take

longer in some patients. In ad-

dition, Valium (diazepam) is

generally well tolerated; as

with most CNS-acting agents,

caution patients against haz-

ardous occupations requiring

complete mental alertness.

Also, because the psycho-

neurotic patient’s symptoms
are often intensified at bed-

time, Valium can offer an addi-

tional benefit. An h.s. dose

added to the b.i.d. or t.i.d.

treatment regimen can relieve

the excessive anxiety and asso-

ciated depressive symptoms
and thus encourage a more
restful night’s sleep.

(diazepam)
2-mg,5-mg, 10-mg tablets

in psychoneurotic

anxiety states

with associated

depressive symptoms

eillance because of their predisposi-

to habituation and dependence. In

nancy, lactation or women of child-

ing age, weigh potential benefit

ist possible hazard,

autions: If combined with other psy-
ropics or anticonvulsants, consider
fully pharmacology of agents em-
id; drugs such as phenothiazines,
otics, barbiturates, MAO inhibitors

ither antidepressants may potentiate

:tion. Usual precautions indicated in

:nts severely depressed, or with latent

ession, or with suicidal tendencies.

Observe usual precautions in impaired
renal or hepatic function. Limit dosage to

smallest effective amount in elderly and
debilitated to preclude ataxia or over-

sedation.

Side Effects: Drowsiness, confusion, diplo-

pia, hypotension, changes in libido, nausea,
fatigue, depression, dysarthria, jaundice,

skin rash, ataxia, constipation, headache,
incontinence, changes in salivation,

slurred speech, tremor, vertigo, urinary

retention, blurred vision. Paradoxical re-

actions such as acute hyperexcited states,

anxiety, hallucinations, increased muscle

spasticity, insomnia, rage, sleep disturb-

ances, stimulation have been reported;

should these occur, discontinue drug. Iso-

lated reports of neutropenia, jaundice;

periodic blood counts and liver function

tests advisable during long-term therapy.

Roche Laboratories
Division of Hoffmann-La Roche Inc.

Nutley. New Jersey 07110
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Sanford I. Cohen, M.D.

Superintendent of Dr. S. C. Fuller Mental Health

Center, Professor and Chairman, Department of

Psychiatry, Boston University Medical School

Butler Hospital
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Friday, June 13, 1975

HEPATITIS IN CHILDHOOD AND ADOLESCENCE
Richard J. Grand, M.D.
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Introduction

Early in June, Brown University will confer the

degree of Doctor of Medicine for the first time

since 1827.

In honor of Brown’s maturation as a medical

school, the Rhode Island Medical Journal is

devoting the contents of this issue to the graduat-

ing medical students, their endeavors and recollec-

tions, their achievements and aspirations. It is

dedicated by the class to the memory of a former

classmate, Chong M. Kong, who died in an acci-

dent last summer.

We feel that this issue is unique. The contents

have been composed and designed entirely by the

students themselves, and include articles on a num-

ber of current issues in medicine, biographical

material and postgraduate training plans of the

t

seniors, and candid photographs of students and

faculty members.

The issue was conceived, compiled, edited, and

designed by Anthony Caldamone ’75, Arthur Hor-

wich '75, Peter LeWitt ’75, and Jeanne Elaine

Maguire, Coordinator for Medical Alumni Affairs.

Photographs by Carl Boudreau, Christy Bow-

man, Uosis Juodvalkis, Peter LeWitt ’75, Glenn

Mitchell ’75, and Hugh Smyser.

Cartoons by Willette Senter.

The articles herein were written primarily by

individuals in the senior class of the Brown Uni-

versity Program in Medicine. The opinions ex-

pressed are not necessarily those of the editors,

the administration of the medical program, or the

Rhode Island Medical Journal.

. . . Guest Editors

*
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Letter From The Dean

To the Class of 1975:

We have shared in the birth of a new medical

school founded in the belief that competency in

the fundamental sciences, humane behavior, and

skill in the arts of health care delivery are not

antagonistic goals; and as a class you are indeed

unique in both aiding the gestation of our medical

program as well as being its first conception.

In the years ahead I hope that each of you will

achieve a personal covenant with medicine, prac-

ticing your profession in a climate of commit-

ment and responsibility, giving to your patients

your most authentic abilities. The beauty of our

profession is not so much that it classifies and

records, or even predicts, but that it cherishes this

commitment while encouraging insight and height-

ened sensitivity in both its practitioners and

patients.

Buber tells the story of Susya who lamented

shortly before his death, saying, “When I get to

heaven they will not ask me, ‘Why were you not

Moses?’ but they will ask, ‘Why were you not

Susya? Why did you not become that which only

you could become?’ ” I pray that each of you

will reach your genuine destiny. Be well and go

well.

Stanley M. Aronson, m.d.

Dean of Medi-al Affairs

184
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Now being admitted to the high calling of

the physician, I solemnly pledge to conse-

crate my life to the care of the sick, the

promotion of health and the service of hu-

manity.

In the spirit of those who have inspired

and taught me, I will seek constantly to grow

in knowledge, understanding and skill and

will work with my colleagues to promote

all that is worthy in the ancient and honor-

able profession of medicine.

The health and dignity of my patient will

ever be my first concern. I will hold in con-

fidence all that my patient relates to me. I

will not permit considerations of race, re-

ligion, nationality, or social standing to come

between me and my duty to anyone in need

of my services.

This pledge I make freely and upon my
honor.

This oath was composed by a committee of fac-

ulty and students of the Program in Medicine,

chaired by Doctor George E. Erikson, and will be

used for the first time on June 2, 1975, when

Brown confers the M.D. degree upon members

of its charter class of medical students .



Chong M. Kong: Recollections

By Robert E. Parks, Jr., M.D., Ph.D., Professor

of Medical Sciences

To many of us who knew him well Chong M.
Kong epitomized the Scholar-Scientist-Physician

that we hoped to develop when Brown's Medical

Program first began about a dozen years ago.

Chong would have been awarded both the M.D.

and Ph.D. degrees at graduation in the Spring of

1975. Actually, he could have received his Ph.D.

degree several years ago since he had completed

all of the academic requirements and had per-

formed sufficient original research for the presen-

tation of a more-than-adequate Ph.D. thesis. How-

ever, Chong decided to enroll in the Medical Pro-

gram at advanced standing and to devote his free

time to refining and extending his laboratory find-

ings. Rather than write the Ph.D. thesis imme-

diately, he decided first to prepare two excep-

tionally fine research manuscripts. Ironically, the

first of these appeared in the July, 1974 issue of

Molecular Pharmacology which was actually

in the mails at the time of his death. The second

manuscript had been sent to Biochemical Phar-

macology a few weeks earlier and was accepted

for publication after only a few minor revisions.

These manuscripts, as well as other data, will be

submitted to the Graduate School at Brown Uni-

versity for consideration for the awarding of a

posthumous Ph.D. degree. I regard these two pub-

lications as among the most significant to have

originated from my laboratory group.

Chong came to Brown by an unusually circuitous

route. He was born in mainland China prior to the

Communist revolution, which forced his father

to flee to Hong Kong. When he was a very small

boy, Chong himself escaped to Hong Kong in the

middle of the night clinging to the back of a swim-

mer hired by his father. Chong had described this

episode to me several times, and since the tragic

sailing accident of last July, I have often wondered

whether memories of that frightening incident from

his childhood played a role in his death. After

completing his early schooling in Hong Kong,

Chong M. Kong

Chong decided to study Pharmacy in the United

States. Since he had relatives in New England,

he came to visit schools in the Northeast. I recall

his telling me that on first sight he fell in love

with South County and the beautiful campus of

our State University and enrolled immediately.

He was a brilliant student and during his studies

in the School of Pharmacy first became interested

in the field of Pharmacology. On the basis of un-

usually strong recommendations from our friends

and colleagues, Dean Heber Youngken and Pro-

fessor Joseph Turcotte, as well as his academic

record, he was admitted to the Graduate School

of Brown University and chose to study Biochem-

ical Pharmacology under my direction.

It has been my privilege over the past 20 years

to have guided the development of many excellent

graduate students and postdoctoral fellows, most

of whom are now highly productive scientists and

several of whom have achieved international recog-

nition and hold positions of major responsibility
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in the academic and scientific community. I am
convinced that, had he been permitted the oppor-

tunity, Chong would quickly have ranked among

the most accomplished of these former students,

all of whom I am very proud. Chong had a com-

bination of talents that were in many ways unique.

In the few years spent in my laboratory in gradu-

ate study he had developed from an insecure

novice into a mature professional scientist in full

command of the scientific literature of his field

and with a complete mastery of the laboratory

bench. In addition, several of my clinical col-

leagues have told me that they considered him

among the most promising of the young clinicians

in Brown’s Medical Program.

An illustration of the degree to which he had

developed as a scientist and beginning clinician

may be seen in his review article on Cystinosis

published in the January, 1975 issue of thisJouR-

nal. This review was actually a paper that Chong

had prepared for Doctor Serafino Garella in an

elective course in Nephrology. We found it lying

on his desk the morning after his death and for-

warded it to Doctor Garella. The fact that his

“classroom exercise” was considered publishable

with very little change demonstrates the remark-

ably high standards that characterized all of

Chong's endeavors.

As a result of numerous discussions and long

consideration, Chong had decided to take further

clinical training, first in Medicine and then in

Cancer Chemotherapy. There is a desperate need

in our Profession for people with this type of

training and ability; and there is no question in

my mind that, with his combination of talents,

his charming personality, absolute integrity, and

total commitment, Chong would have made major

contributions to this crucial field. Thus, his death

is much more than a deep personal loss to those

of us who loved him as a dear friend or, in my
case, as a younger brother — the loss to our Pro-

fession is incalculable.

There seems little point in dwelling further on

the details of the tragic and, in many ways in-

explicable, event of last summer. However, I would

be remiss if I did not take this opportunity to

express our gratitude to two very brave young men,

Steven Senft and William O’Connor, who at con-

siderable personal jeopardy did all that was hu-

manly possible to save Chong’s life.

Attracti ve & function al Offices

Division of National Office Supply Co.

Designers & Suppliers of Offices

36 Branch Avenue Providence, R. I. 02904

(Jet. No. Main St.) GAspee 1-5228

FOR SALE
(Physician Retired)

One (1) examining table with side table and

stool to match (tan color with black trim)

Two Welch-Alien combination Oto and Oph-

thalmoscope

One Sphygmo-Oscillometer (Collens)

One Birtcher Co Megason Ultra Sound Ther-

apy Unit Model 105 F

Four Cystoscopes:

One Brown-Buerger No. 24 F

One Brown-Buerger No. 16 F

One Pan endoscope No. 20 F Fore Obliq

One complete National No. 24 F

EDMUND A. SAYER, M.D.

P.O. Box 312, Wakefield, R.l.

02880
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Books Received For

Review

The Editor acknowledges the receipt of the fol-

lowing bcoks and thanks the publishers for sending

then1
. We shall have as many as possible reviewed.

The volumes are greatly appreciated and will be

added to the Library's collection wThere they will

be available to readers.

THE RIGHTS OF HOSPITAL PATIENTS. The

basic ACLL* Guide to a Hospital Patient’s Rights

by George J. Annas. New York, Discus Books/

Published by Avon, 1975. $1.50 plus 25? per

copy for mailing.

CREATIVE AGGRESSION by George R. Bach

and Herb Goldberg. New York, Doubleday &
Company, Inc., 1974. $8.95

THE STORY OF MEDICINE by Petros De Baz.

New York, Philosophical Library, 1075. $6.00

HANDBOOK OF OBSTETRICS AND GYNE-
COLOGY by Ralph C. Benson. Fifth Edition.

Los Altos, Lange Medical Publications, 1974.

$8.00

MEDICARE and SOCIAL SECURITY. What
You've Got Coming by Bruce Biossat. Fourth

Edition. New York, Doubleday & Company. Inc.

(Dolphin Paperback), 1973. $1.95

I THINK I CAN by William Breisky. New York.

Doubleday & Company, Inc., 1974. $6.95

PSYCHIATRY IN PRIMARY CARE by Remi J.

Cadoret and Lucy J. King. Saint Louis. The C.

Y. Mosby Company, 1974. $12.95

HANDBOOK OF MEDICAL TREATMENT by

Milton J. Chatton. Fourteenth Edition. Los Altos.

Lange Medical Publications 1974. $7.50

CORRELATIVE NEUROANATOMY AND
FUNCTIONAL NEUROLOGY by Joseph G.

Chusid. Fifteenth Edition. Los Altos, Lange

Medical Publications, 1973. $8.50

Ciba Foundation Symposium 25 (n.s.) PARA-
SITES IN THE IMMUNIZED HOST: MECH-
ANISMS OF SURVIVAL. Amsterdam, Associ-

ated Scientific Publishers, 1974

Ciba Foundation Symposium 26 (n.s.) THE POI-

SONED PATIENT: The Role of the Labora-

( Continued on page 195)

POOLS BY AQUA FUN
BUILDERS IN THE ART OF

CUSTOM POOLS

Specializing In

ONE PIECE FIBERGLASS POOLS -

NO SEAMS

WITH SELF CLEANING POOL SYSTEMS

FREE FORMS -

DESIGN YOUR OWN POOL

VISIT OUR INDOOR DISPLAY POOL

384 Atwood Ave., Rt. 5

Cranston, R.l.

Tel.: 944-2010

HEALTH HAVENS
A SKILLED NURSING HOME
MEDICARE PARTICIPATING

Registered Professional Nurses On All Shifts

Dietician Physiotherapist

Organized But Open Medical Staff

Ethically Managed

100 Wampanoag Trail East Providence

Tel. 438-4275

JCAH Accredited
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We deal

exclusively

in the investment

opportunities

of tax free

state and
municipal

bonds.

w CAROLAN&CO. INC.
L i 2401 HOSPITAL TRUST TOWER

PROVIDENCE, R. I. 02903 (401) 331-1932

Do You Prescribe Modified Diels?

Patients often need help adapting a diet to their

personal needs and preferences. At the Diet Counseling

Service a registered dietitian will make your prescribed

diets more individualized — more effective.

A Physician's Referral is necessary. For more infor-

mation call Diet Counseling Service 728-9660.

Half a

Century of

Service to
/

the Medical

Profession

eastern scientific company
267 PLAIN STREET

PROVIDENCE, RHODE ISLAND 02905

ONE CALL!

Your complete
source of all

medical, surgical

laboratory
needs

YOU'RE INVITED TO VISIT OUR
NEWLY EXPANDED MEDICAL &
SURGICAL SUPPLY DEPARTMENT

WOULD YOU LIKE OUR NEW
MEDICAL SUPPLY CATALOG?

May, 1975

Call 421-4600
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Fy for OVERWORKED DOCTORS

It would be rare indeed to find a physi-
cian who doesn’t put in long, tiring hours,
working in the area of death vs. life. Add
to that, the years spent in earning your
M.D., the untold hours of post-graduate
study and the nights perusing medical
literature to keep abreast of the latest

developments in your fast-changing pro-

fession.

Surely, you deserve something beyond
the satisfaction of doing your job well.

Suggestion: investigate the pleasures of

owning “The Perfect Car". We, too, have
spent years in perfecting our techniques
of delivering to our customers cars that

have been gone over with a fine-tooth

comb. We “fit" it. Every "bug’’ has been

taken out, and we test-drive the car for

200 miles before delivery, thus guaran-
teeing you’ll avoid the aggravation of

squeaks, rattles, leaks, mechanical prob-
lems and just about anything which could
create dissatisfaction. We call it the

Tasca ABC Plan. It’s a major develop-
ment in satisfying customers.

Combine the Tasca ABC Plan with

great cars to start with, — Lincoln Con-
tinental, Mark IV, or the new Mercury
Monarch, and you’re well on your way
to relief from the tension which comes
from doing your job so conscientiously.

You deserve The Perfect Car, — from
Tasca. No appointment necessary.
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nakes sense
n edema:

® Each capsule contains 50 m#. of

Dyrenium® | brand of triamterene! and

25 mg. of hydrochlorothiazide.

Either inconvenient,

Lipalatable, expensive

[tassium supplements nor

serial K+ rich diets are

: eded as a rule. Just

lyazide' once or twice

lily for control of edema.
:ore prescribing, see complete prescribing infor-

i ion in SK&F literature or PDR. The following
! brief summary.

nations: Edema associated with congestive heart
rre. cirrhosis of the liver, the nephrotic syndrome;
«oid-induced and idiopathic edema; edema re-

i mt toother diuretic therapy. Also, mild to moder-
i hypertension.

itraindications: Pre-existing elevated serum po-
lum. Hypersensitivity to either component. Con-

' ied use in progressive renal or hepatic dysfunction
: eveloping hyperkalemia.

i rnings: Do not use dietary potassium supplements
iotassium salts unless hypokalemia develops or
ary potassium intake is markedly impaired.

: eric-coated potassium salts may cause small
I

. el stenosis with or without ulceration. Hyper-
•mia ( >5.4 mEq/L) has been reported in 4% of
ients under 60 years, in 12% of patients over

;
years, and in less than 8% of patients overall,
ely, cases have been associated with cardiac ir-

ularities. Accordingly, check serum potassium
ing therapy, particularly in patients with sus-
ted or confirmed renal insufficiency (e.g., elderly
liabetics). If hyperkalemia develops, substitute a

thiazide alone. If spironolactone is used concomi-
tantly with ‘Dyazide’, check serum potassium
frequently— both can cause potassium retention and
sometimes hyperkalemia. Two deaths have been
reported in patients on such combined therapy (in

one, recommended dosage was exceeded; in the

other, serum electrolytes were not properly moni-
tored). Observe patients on Dyazide’ regularly for

possible blood dyscrasias, liver damage or other
idiosyncratic reactions. Blood dyscrasias have been
reported in patients receiving Dyrenium (triam-

terene, SK&F). Rarely, leukopenia, thrombocyto-
penia, agranulocytosis, and aplastic anemia have
been reported with the thiazides. Watch for signs of

impending coma in acutely ill cirrhotics. Thiazides

are reported to cross the placental barrier and appear
in breast milk. This may result in fetal or neonatal

hyperbilirubinemia, thrombocytopenia, altered
carbohydrate metabolism and possibly other adverse

reactions that have occurred in the adult. When used
during pregnancy or in women who might bear
children , weigh potential benefits against possible

hazards to fetus.

Precautions: Do periodic serum electrolyte and BUN
determinations. Do periodic hematologic studies in

cirrhotics with splenomegaly. Antihypertensive ef-

fects may be enhanced in postsympathectomy pa-

tients. The following may occur: hyperuricemia and
gout, reversible nitrogen retention, decreasing alkali

reserve with possible metabolic acidosis, hyper-
glycemia and glycosuria (diabetic insulin require-

ments may be altered), digitalis intoxication (in

hypokalemia). Use cautiously in surgical patients.

Concomitant use with antihypertensive agents may
result in an additive hypotensive effect.

Adverse Reactions: Muscle cramps, weakness, dizzi-

ness, headache, dry mouth; anaphylaxis; rash,
urticaria, photosensitivity, purpura, other derma-
tological conditions; nausea and vomiting (may
indicate electrolyte imbalance), diarrhea, constipa-
tion, other gastrointestinal disturbances. Rarely,

necrotizing vasculitis, paresthesias, icterus, pancrea-
titis, and xanthopsia have occurred with thiazides

alone.

Supplied: Bottles of 100 capsules; in Single Unit
Packages of 100 ( intended for institutional use only).

SK&F Co., Carolina. P.R. 00630
Subsidiary of SmithKhne Corporation

)yazide’ gets excess waterand salt out
md helps keep essential potassium in.
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ulfamethoxazole)

.I.D.

ur tablets (0.5Gm each) STAT-

?n 2 tablets D.I.D. for 10-14 days

asic therapywith
wenience for

:ute nonobstructed
ostitis

Before prescribing, please consult complete
product information, a summary of which follows:

Indications: Acute, recurrent or chronic non-
obstructed urinary tract infections (primarily pyelo-
nephritis, pyelitis, and cystitis), due to susceptible
organisms. Note: Carefully coordinate in vitro sulfon-

amide sensitivity tests with bacteriologic and clinical

response; add aminobenzoic acid to follow-up cul-

ture media. The increasing frequency of resistant

organisms limits the usefulness of antibacterials,

including sulfonamides, especially in chronic or re-

current urinary tract infections. Measure sulfon-

amide blood levels as variations may occur; 20 mg/
100 ml should be maximum total level.

Contraindications: Sulfonamide hypersensi-
tivity; pregnancy at term and during nursing period;

infants less than two months of age.
Warnings: Safety during pregnancy has not been

established. Sulfonamides should not be used for

group A beta-hemolytic streptococcal infections and
will not eradicate or prevent sequelae (rheumatic
fever, glomerulonephritis) of such infections. Deaths
from hypersensitivity reactions, agranulocytosis,

aplastic anemia and other blood dyscrasias have been
reported and early clinical signs (sore throat, fever,

pallor, purpura or jaundice) may indicate serious

blood disorders. Frequent CBC and urinalysis with

microscopic examination are recommended during
sulfonamide therapy. Insufficient data on children

under six with chronic renal disease.
Precautions: Use cautiously in patients with

impaired renal or hepatic function, severe allergy,

bronchial asthma; in glucose-6-phosphate dehydro-
genase-deficient individuals in whom dose-related

hemolysis may occur. Maintain adequate fluid intake

to prevent crystalluria and stone formation.
Adverse Reactions: Blood dyscrasias (agran-

ulocytosis, aplastic anemia, thrombocytopenia,
leukopenia, hemolytic anemia, purpura, hypopro-
thrombinemia and methemoglobinemia); allergic

reactions (erythema multiforme, skin eruptions, epi-

dermal necrolysis, urticaria, serum sickness, pruritus,

exfoliative dermatitis, anaphylactoid reactions, peri-

orbital edema, conjunctival and scleral injection,

photosensitization, arthralgia and allergic myocardi-
tis); gastrointestinal reactions (nausea, emesis,
abdominal pains, hepatitis, diarrhea, anorexia, pan-
creatitis and stomatitis); CNS reactions (headache,
peripheral neuritis, mental depression, convulsions,

ataxia, hallucinations, tinnitus, vertigoand insomnia);

miscellaneous reactions (drug fever, chills, toxic

nephrosis with oliguria and anuria, periarteritis no-

dosa and L.E. phenomenon) . Due to certain chemical
similarities with some goitrogens, diuretics (aceta-

zolamide, thiazides) and oral hypoglycemic agents,

sulfonamides have caused rare instances of goiter

production, diuresis and hypoglycemia as well as

thyroid malignancies in rats following long-term

administration. Cross-sensitivity with these agents
may exist.

Dosage: Systemic sulfonamides are contrain-

dicated in infants under 2 months of age (except

adjunctively with pyrimethamine in congenital toxo-

plasmosis).
Usual adult dosage: 2 Gm (4 tabs or teasp.)

initially, then 1 Gm b.i.d. or t.i.d. depending on sever-

ity of infection.

Usual child's dosage: 0.5 Gm (1 tab or teasp.)/

20 lbs of body weight initially, then 0.25 Gm/20 lbs

b.i.d. Maximum dose should not exceed 75 mg/ kg/
24 hrs.

Supplied: Tablets, 0.5 Gm sulfamethoxazole;

Suspension, 0.5 Gm sulfamethoxazole/teaspoonful.

/ \ Roche Laboratories

\ ROCHE / Division ot Hoffmann-La Roche Inc.

\ / Nutley, New Jersey 07110

• Effective against susceptible E. coli ,

Klebsiella -Aerobacter , Staph. aureus ,

Proteus mirabilis and, less frequently,

Proteus vulgaris
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A_
half-ounce
prevention

Use it to prevent a topical infection. Or to treat one that’s already started.

In either case, it’sgood medicine. Whetherfor lacerations,

burns, open wounds, IV catheter or surgical aftercare.

Neosporin* Ointment provides broad antibacterial coverage against common
susceptible pathogens. And since it containsthree antibioticsthatare

rarely used systemically, the risk of sensitization is reduced.

Neosporin Ointment. A half-ounce of prevention. Also available in a

full ounce of prevention and in convenient foil packets.

Neosporin Ointment carried on Apollo and Skylab missions.

Neosporin Ointment
(polymyxin B-bacitracin-neomycin)

Each gram contains: Aerosporin® brand Polymyxin B Sulfate 5,000 units; zinc bacitracin 400 units;

neomycin sulfate 5 mg (equivalent to 3.5 mg neomycin base); special white petrolatum qs.

In tubes of 1 oz and 1/2 oz and 1/32 oz (approx.) foil packets.

INDICATIONS: Therapeutically, used as an adjunct to appropriate systemic
therapy for topical infections, primary or secondary, due to susceptible organ-

isms, as in: • infected burns, skin grafts, surgical incisions, otitis externa

• primary pyodermas (impetigo, ecthyma, sycosis vulgaris, paronychia) • second-
arily infected dermatoses (eczema, herpes, and seborrheic dermatitis)

• traumatic lesions, inflamed or suppurating as a result of bacterial infection.

Prophylactically. the ointment may be used to prevent bacterial contamination
in burns, skin grafts, incisions, and other clean lesions. For abrasions, minor cuts
and wounds accidentally incurred, its use may prevent the development of

infection and permit wound healing.

CONTRAINDICATIONS: Not for use in the eyes or external ear canal if the eardrum
is perforated. This product is contraindicated in those individuals who have
shown hypersensitivity to any of the components.

WARNING: Because of the potential hazard of nephrotoxicity and ototoxicity

due to neomycin, care should be exercised when using this product in treating

extensive burns, trophic ulceration and other extensive conditions where

absorption of neomycin is possible. In burns where more than 20 percent™
body surface is affected, especially if the patient has impaired renal func n )

or is receiving other aminoglycoside antibiotics concurrently, not more tl
]

one application a day is recommended.

PRECAUTIONS: As with other antibacterial preparations, prolonged use m. I

result in overgrowth of nonsusceptible organisms, including fungi. Appro ite

measures should be taken if this occurs.

ADVERSE REACTIONS: Neomycin is a not uncommon cutaneous sensitizer

Articles in the current literature indicate an increase in the prevalence of jrsoi

allergic to neomycin. Ototoxicity and nephrotoxicity have been reported

(see Warning section).

Complete literature available on request from Professional Services De PW»

Burroughs Wellcome Co.
Research Triangle Park
North Carolina 27709



Whenyournumber
:omes up,willyoube ready?

There are lots of ways to

ike $ 1 ,000,000. Unfortunately,

u can’t count on any of them.

But if you should ever find

urself looking for more

iable ways to help your invest-

mts grow, we can help.

First, because we bring

ars of professional experience

your investment situation, we
n help you do a betterjob of

fining your investment

objectives.

And secondly,

if our record of mak-

ing money grow is

any indication, we’re

almost sure to be a

help in attaining those

objectives. In fact,

we’ll gladly match

our performance

record against anybody else’s.

Call Mr. Evans at 278-6607.

You can count on him to show

you how easy it is to make the nec-

essary arrangements. And you’ll

probably find that the service

costs much less than you think.

Trust & Investment Divi-

sion, Industrial National Bank,

100 Westminster Street, Provi-

dence, Rhode Island 02903.

iHBABK
Industrial National Bank

Something extra in Investment Management.
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ROITMAN & SON, INC.
Fine Furniture and Accessories

161 South Main Street. Providence, Rhode Island 02903

Telephone (401) 861-6010

Open Monday and Thursday evenings until 9.

Convenient terms • Free parking

Delivery arranged beyond local area.

We have a
specialty too.

We plan and furnish professional offices of any size, from
the carpet up. Our professional interior designers work
with you or with your architect.

Our people are not only highly talented, they are
experienced.

Furnishing your office can be one thing you don’t have to

worry about. Just call us. 861-6010.

Office
interiors.

Introducing

NUVEEN
TAX-EXEMPT
BOND FUND
Check-a-Month Plan
Series 60
The coupon below will bring information on
how to obtain income which is entirely exempt
from Federal income taxes, in the opinion of

counsel. This new series consists of 200,000

units— each of which offers you a share in a

$20,000,000 par value portfolio of profession-

ally selected municipal bonds. The Fund’s

chief objectives are conservation of capital and
tax-free return. Participants receive a monthly
check for their proportionate share of the tax-

free interest. For a free prospectus, call or

write your nearest Nuveen office or:

WAYNE E. CROSS

1349 West Shore Rood, Warwick, R. 1.-738-4574
representing

INVESTORS DIVERSIFIED SERVICES
Please send me information of the Nuveen

1 Check-a-Month Plan.

Name

NUVEEN
TAX-EXEMPT
BOND FUND

Addrett

CStjr State Zip

Telephone = rrr^^sWI

Cx pa# i of iht Prospectus may U obtained in any Stale anlr from a dealer which may offer them L’oils ia such State.

ATTENTION:

Doctors and Nurses

Here's a way to preserve any picture, di-

ploma, certificate, etc. forever. Just by calling

or writing to:

LAMINATING UNLIMITED

1 492 Park Avenue

Cranston, R. I. 02920

(401) 943-1884



RIPSRO, Inc.

Soon expects conditional designation

by

DHEW
Join with almost 1,000 physicians

who are RIPSRO members — become

a part of the review process.

NOTICE

MEMBERS OF A.C.S.

MEMBERS OF A.M.A.

Can get the "right answers"

about recent changes, and

how they may be affected,

by writing or 'phoning to:

R. A. DEROSIER AGENCY

215 Waterman Avenue

East Providence, Rhode Island

Tel. 438-0660

Wherever you go,

forget your telephone

calls. We ll take them

for you, day or night.

MEDICAL BUREAU

of the

Providence Medical Association
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Profile "20"

Results in

Lowering Medical Costs

Profile "20" includes the following:

CALCIUM

INORGANIC PHOSPHATE

GLUCOSE

UREA NITROGEN

UREA ACID

CHOLESTEROL

BILIRUBIN

TOTAL PROTEIN

ALBUMIN

GLOBULIN

ALK. PHOSPHATASE

LDH

SGOT

HEMOGLOBIN

HEMATOCRIT

WHITE BLOOD COUNT

RED BLOOD COUNT

MCH
MCV

MCHC

ALL 20 PROCEDURES

$15.00

UopLin 3 WeekcaIJLa Lorci Lori)

335 BROADWAY
PROVIDENCE, R. I. 02909 TEL. 421-3100

ANGELO VITICONTE, A. B. M. T.

DIRECTOR

aSCANIO Dl PIPPO DONALD MATTERA
Ph.. D B.S. M.T. ( ASCP)

K

Pro-Banthir
brand of

propantheline bromic

Indications: Pro-BanthTne is effective as

adjunctive therapy in the treatment of pef

ulcer. Dosage must be adjusted to the

individual.

Contraindications: Glaucoma, obstructive

disease of the gastrointestinal tract,

obstructive uropathy, intestinal atony, tox

megacolon, hiatal hernia associated with

reflux esophagitis, or unstable cardiovasc

adjustment in acute hemorrhage.

Warnings: Patients with severe cardiac

disease should be given this medication

with caution. Fever and possibly heat stre

may occur due to anhidrosis.

Overdosage may cause a curare-like acti<

with loss of voluntary muscle control.

For such patients prompt and continuing

artificial respiration should be applied un

the drug effect has been exhausted.

Diarrhea in an ileostomy patient may indie

obstruction, and this possibility should be

sidered before administering Pro-BanthTn

Precautions: Since varying degrees of uri

hesitancy may be evidenced by elderly m
with prostatic hypertrophy, such patients

should be advised to micturate at the time

of taking the medication.

Overdosage should be avoided in patient:

severely ill with ulcerative colitis.

Adverse Reactions: Varying degrees of

drying of salivary secretions may occur a:

well as mydriasis and blurred vision. In

addition the following adverse reactions f

been reported: nervousness, drowsiness,

dizziness, insomnia, headache, loss of tht

sense of taste, nausea, vomiting, constipa

impotence and allergic dermatitis.

Dosage and Administration: The
recommended daily dosage for adult oral

therapy is one 15-mg. tablet with meals a

two at bedtime. Subsequent adjustment t

the patient’s requirements and tolerance

must be made.

How Supplied: Pro-Banthine is supplied :

tablets of 15 and 7.5 mg., as prolonged-

acting tablets of 30 mg. and, for parentera

use, as serum-type vials of 30 mg.

SEARLE Searle & Co.
San Juan, Puerto Rico 00936

Address medical inquiries to: G. D. Searle & Co.
Medical Department, Box 5110, Chicago, III. 60680
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’Antiacid”action
for ulcer patients...

one of the many thingsyou
need in an anticholinergic.

Pro-BanthTne is considered adjunctive

in total peptic ulcer therapy that may
include diet, conventional antacids,

bed rest, and other supportive measures.

Pro-BanthTne is provided in several

different dosage forms which will meet
virtually any clinical need. It is just as

versatile in filling patient needs, among
which are:

"Antiacid" action— Pro-BanthTne®

(propantheline bromide) reduces gastric

secretory volume and resting total and
free acid.

"Analgesic" action— Pro-BanthTne helps

to control the acid-spasm-pain complex.

Vigorous anticholinergic action —
Pro-BanthTne® Vials, 30 mg., are for

intramuscular or intravenous use when
prompt and vigorous anticholinergic

action is required.

Mild anticholinergic action —
Pro-BanthTne® Half Strength, 7.5 mg.
tablets, for more exact adjustment of

maintenance dosage in mild to

moderate gastrointestinal disorders.

Pro-Banthine
(propantheline bromide)

agood
option

pepticin

u cer

I

|

!



In most cases of

sustained moderate hypertension,

ALDOMETmethyldopa MSD)

usually offers more
than effective lowering
of blood pressure...

With ALDOMET
(Methyldopa, MSD),
existing renal function

is usually unchanged
ALDOMET has no direct effect on renal

function. When used in effective doses,

ALDOMET usually does not reduce glo-

merular filtration rate, renal blood flow,

or filtration fraction.

With ALDOMET
(Methyldopa, MSD),

cardiac output is

generally unchanged
ALDOMET has no direct effect on cardiac

function. When ALDOMET is used in effec-

tive doses cardiac output is usually

maintained with no cardiac acceleration;

in some patients the heart rate is slowed.



i/ith ALDOMET
Vlethyldopa, MSD),
ymptomatic postural

lypotension is infrequent
CLDOMET reduces both supine and standing blood pressure.
' 3ss frequent symptomatic postural hypotension is experienced
ith ALDOMET than with many other antihypertensive agents,
xercise hypotension and diurnal blood pressure variations

jrely occur.

simplify therapy

for many patients

now available

ALDOMEr500mg
(METHYLDOPAIMSD)

• often more practical to prescribe

• easier for patients to remember

Now offered in addition to the standard

250-mg tablet, the new ALDOMET 500 mg
tablet is a patient convenience. An especially

important one, since in hypertension con-

venience of the dosage schedule is one factor

that can make the difference in compliance

of the patient. The minimum daily dose of

ALDOMET is 250 mg b.i.d. The usual starting

dose is 250 mg t.i.d. Dosage is adjusted as

necessary by adding or deleting 250 mg or

500 mg at intervals of not less than two
days. The maximum dose is 3.0 g per day.

Examples of b.i.d. or t.i.d. dosage convenience

provided by ALDOMET 500 mg within the

usual daily dosage range of 500 mg to 2.0 g:

or sustained

noderate hypertension
ABLETS, 250 mg and 500 mg

ALDOMET
METHYLDOPAIMSD)
i unique antihypertensive agent
Contraindications include active hepatic disease and known
ensitivity to the drug. Use with caution in patients with a history

f liver disease or dysfunction. Not recommended in phe-

chromocytoma or pregnancy.
: is important to recognize that a positive Coombs test,

emolytic anemia, and liver disorders may occur with methyl-
opa therapy. The rare occurrences of hemolytic anemia
r liver disorders could lead to potentially fatal complications
inless properly recognized and managed. For more details see
ne brief summary of prescribing information.

MSD
1ERCK

)HME

or a brief summary of prescribing information, please see following page.

l.O-g

daily

dose

1.5-g

daily

dose

2.0-g

daily

dose

NOTE: Tablets shown are not actual size.



in sustained moderate hypertension

ALDOMET(methyldopaimsd)
usually lowers blood

pressure effectively

Contraindications: Active hepatic disease, such as

acute hepatitis and active cirrhosis. Known sensi-

tivity. Not recommended in pheochromocytoma.

Unsuitable in mild or labile hypertension respon-

sive to mild sedation or thiazide therapy. Use cau-

tiously in patients with history of previous liver

disease or dysfunction.

Warnings: It is important to recognize that a posi-

tive Coombs test, hemolytic anemia, and liver dis-

orders may occur with methyldopa therapy. The

rare occurrences of hemolytic anemia or liver dis-

orders could lead to potentially fatal complications

unless properly recognized and managed. Read this

section carefully to understand these reactions.

With prolonged methyldopa therapy, 10% to 20%
of patients develop a positive direct Coombs test,

usually between six and twelve months of therapy.

Lowest incidence is at daily dosage of 1 g or less.

This on rare occasions may be associated with

hemolytic anemia, which could lead to potentially

fatal complications. One cannot predict which
patients with a positive direct Coombs test may de-

velop hemolytic anemia. Prior existence or devel-

opment of a positive direct Coombs test is not in

itself a contraindication to use of methyldopa. If a

positive Coombs test develops during methyldopa

therapy, determine whether hemolytic anemia ex-

ists and whether the positive Coombs test may be

a problem. For example, in addition to a positive

direct Coombs test there is less often a positive

indirect Coombs test which may interfere with

cross matching of blood.

At the start of methyldopa therapy, it is desirable

to do a blood count (hematocrit, hemoglobin, or

red cell count) for a baseline or to establish

whether there is anemia. Periodic blood counts
should be done during therapy to detect hemolytic

anemia. It may be useful to do a direct Coombs
test before therapy and at six and twelve months
after the start of therapy. If Coombs-positive hemo-
lytic anemia occurs, the cause may be methyldopa
and the drug should be discontinued. Usually the

anemia remits promptly. If not, corticosteroids

may be given and other causes of anemia should
be considered. If the hemolytic anemia is related

to methyldopa, the drug should not be reinstituted.

When methyldopa causes Coombs positivity alone
or with hemolytic anemia, the red cell is usually

coated with gamma globulin of the IgG (gamma G)

class only. The positive Coombs test may not re-

vert to normal until weeks to months after meth-
yldopa is stopped.

Should the need for transfusion arise in a patient

receiving methyldopa, both a direct and an indirect

Coombs test should be performed on his blood. In

the absence of hemolytic anemia, usually only the

direct Coombs test will be positive. A positive di-

rect Coombs test alone will not interfere with

typing or cross matching. If the indirect Coombs
test is also positive, problems may arise in the

major cross match and the assistance of a hema-
tologist or transfusion expert will be needed.

Fever has occurred within first three weeks of

therapy, sometimes with eosinophilia or abnor-

malities in liver function tests, such as serum al-

kaline phosphatase, serum transaminases (SGOT,

SGPT), bilirubin, cephalin cholesterol flocculation,

prothrombin time, and bromsulphalein retention.

Jaundice, with or without fever, may occur, with

onset usually in the first two to three months of

therapy. In some patients the findings are con-

sistent with those of cholestasis. Rarely fatal

hepatic necrosis has been reported. These hepatic

changes may represent hypersensitivity reactions;

periodic determination of hepatic function should

be done particularly during the first six to twelve

weeks of therapy or whenever an unexplained fever

occurs. If fever, abnormalities in liver function

tests, or jaundice appear, stop therapy with methyl-

dopa. If caused by methyldopa, the temperature

and abnormalities in liver function characteris-

tically have reverted to normal when the drug was

discontinued. Methyldopa should not be reinstituted

in such patients.

Adverse Reactions: Sedation, usually transient

be seen during initial therapy or when dosa

increased. Headache, asthenia, or weakness

be noted as early, transient symptoms. Symf
associated with effective lowering of blood

sure are occasionally seen and include dizzi

lightheadedness, and symptoms of cerebrovas

insufficiency. Angina pectoris may be aggrav

Symptoms of orthostatic hypotension may c

if symptoms occur, reduction of dosage is

gested. Bradycardia, nasal stuffiness, mild dr

of mouth, and gastrointestinal symptoms incl

distention, constipation, flatus, and diarrhea

occasionally; these generally can be relievi

reducing dosage. Nausea and vomiting have

reported in only a few patients. Sore tong

"black tongue," pancreatitis, and inflammati

salivary glands may occur.

HA

1

r

TR

Weight gain and edema occur infrequently an

relieved by administering a thiazide diuret

edema progresses or signs of pulmonary co

tion appear, discontinue drug. A rise in BU!f

been observed. Other rare reactions include t

enlargement, lactation, impotence, deem
libido, skin rash, mild arthralgia, myalgia,

||

thesias, Bell's palsy, parkinsonism, psychic

turbances including nightmares, reversible i

psychoses or depression. Urine exposed 1

after voiding may darken because of breakdoi

methyldopa or its metabolites.

Rarely, reversible reduction in leukocyte count

with primary effect on granulocytes has been seen.

Reversible thrombocytopenia has occurred rarely.

When used with other antihypertensive drugs, po-

tentiation of antihypertensive effect may occur.

Use in Pregnancy and ChiIdbearing /t^e-Not rec-

ommended in pregnancy. In women of childbearing

age, weigh potential benefits against possible

fetal hazards.

Precautions: Methyldopa may interfere with mea-

surement of: uric acid by the phosphotungstate

method, creatinine by the alkaline picrate method,

and SGOT by colorimetric methods. Since methyl-

dopa causes fluorescence in urine samples at the

same wavelengths as catecholamines, spuriously

high levels of urinary catecholamines may be re-

ported. This will interfere with the diagnosis of

pheochromocytoma. Stop drug if involuntary cho-

reoathetotic movements occur in patients with

severe bilateral cerebrovascular disease. Patients

may require reduced doses of anesthetics; hypo-

tension occurring during anesthesia usually can be

controlled with vasopressors. Hypertension has oc-

curred after dialysis in patients on methyldopa

because the drug is removed by this procedure.

Note: Dosage should be limited initially to 5( i

daily when following previous antihyperte ;i

agents other than thiazides. Maximal recomm-d

daily dose is 3.0 g. Patients with impaired i

function may respond to smaller doses than

tients with normal kidney function. Synco

older patients has been related to increased n

tivity in those with advanced arterioscleroti /

cular disease; this may be avoided by lower (Si

Tolerance occasionally seen either early ota

but more likely between second and third nr

after initiation of therapy; increased dosa

combined therapy with a thiazide frequent i

stores effective control.

How Supplied: Tablets, containing 250 mg mh
dopa each, in single-unit packages of 100 an b(

ties of 100 and 1000; Tablets, containing 5( r

methyldopa each, in single-unit packages oli

and bottles of 100.

in

CT

a

K

For more detailed information, consult your f “

representative or see full prescribing inforn ir

Merck Sharp & Dohme, Division of Merck & CoM
West Point, Pa. 19486

MSD MERCK SHARP & DOHME



BOOKS RECEIVED FOR REVIEW
(Continued from page 188)

tory. Amsterdam, Associated Scientific Publishers,

1974.

Ciba Foundation Symposium 27 (n.s.) SIZE AT
BIRTH. Amsterdam, Associated Scientific Pub-

lishers, 1974.

(Ciba Symposia may be purchased from: Ame-

rican Elsevier Publishing Company, Inc., 52

Vanderbilt Avenue, New York, New York 10017.

A list of prices may be obtained from: Medical

Education Division, CIBA Pharmaceutical Com-

pany, Division of CIBA-GEIGY Corporation,

Summit, New Jersey 07901)

HANDBOOK OF POISONING by Robert H.

Dreisbach. Eighth Edition. Los Altos, Lange

Medical Publications, 1974. $6.50

CURRENT SURGICAL DIAGNOSIS AND
TREATMENT by b. Englebert Dunphy, Law-

rence W. Way, and Associate Authors. Second

Edition. Los Altos, Lange Medical Publications,

1975. $15.00

TREATMENT OF CARDIAC EMERGENCIES
by Emanuel Goldberger. Saint Louis, The C. V.

Mosby Company, 1974. $14.00

if
RENAL DISEASE IN CHILDHOOD by John A.

. James. Second Edition. Saint Louis, The C. V.

|
Mosby Company, 1972. $23.50

I

HEROIN ADDICTION IN BRITIAN. What
Americans Can Learn from the English Experi-

ence by Horace Freeland Judson. New York and

London, Harcourt Brace Jovanovich, 1973-1974.

$6.95
1

URINARY TRACT INFECTION AND ITS

MANAGEMENT. Edited by Donald Kaye. Saint

Louis, The C. V. Mosby Company, 1972. $22.50

CURRENT MEDICAL DIAGNOSIS & TREAT-
MENT by Marcus A. Krupp, Milton J. Chatton,

and Associate Authors. Los Altos, Lange Medical

Publications, 1975. $13.50

IN DEFENSE OF THE BODY. An Introduction

to the New Immunology by Roger Lewin. New
York, Doubleday & Company, Inc., (Anchor

Paperback), 1974. $2.50

STROKE AND ITS REHABILITATION. Edited

by Sidney Licht. Volume Twelve of the Physical

Medicine Library. New Haven, Elizabeth Licht,

Publisher, 1975. $20.00

REVIEW OF MEDICAL PHARMACOLOGY by

Fredericg H. Meyers, Ernest Jawetz, and Alan

Goldfien. Fourth Edition. Los Altos, Lange Med-
ical Publications, 1974. $10.50

HANDBOOK OF LEGAL MEDICINE by Alan

R. Moritz and R. Crawford Morris. With the

Assistance of Charles S. Hirsch. Fourth Edition.

Saint Louis, The C. V. Mosby Company, 1975.

$10.25

AWAKENINGS by Oliver Sacks, New York,

Doubleday & Company, Inc., 1974., $7.95

CANCER DIAGNOSIS IN CHILDREN by L. D.

Samuels. Cleveland, CRC Press, Inc., 1973.

$26.00

STRESS WITHOUT DISTRESS by Hans Selye.

Philadelphia & New York, J. B. Lippincott Com-
pany, 1974. $6.95

PEDIATRIC THERAPY. Edited by Harry C.

Shirkey. Fourth Edition. Saint Lcuis, The C. V.

Mosby Company, 1972. $34.50

THE MALNOURISHED MIND by Elie A. Shne-

our. New York, Doubleday & Company, Inc.,

(Anchor Paperback), 1974. $6.95

HANDBOOK OF PEDIATRICS by Henry K.

Silver, C. Henry Kempe, and Henry B. Bruyn.

Eleventh Edition. Los Altos, Lange Medical

Publications, 1975. $7.50

EPILEPSY by Alvin Silverstein and Virginia B.

Silverstein. New York, J. B. Lippincott Com-

pany, 1975. $5.50 hardcover: $1.95 Paperback

GENERAL UROLOGY by Donald R. Smith. Sev-

enth Edition. Los Altos, Lange Medical Publica-

tions, 1972. $8.50

HANDBOOK OF PSYCHIATRY. Edited by Phil-

ip Solomon and Vernon D. Patch. Third Edition.

Los Altos, Lange Medical Publications, 197-!.

$8.00

EMERGENCY CARE. Assessment and Interven-

tion. Edited by Carmen Warner Sproul and Pat-

rick J. Mullanney. Saint Lcuis, The C. V. Mosby

Company, 1974. $12.50

(Concluded on next page)
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CARDIAC ARREST & RESUSCITATION by
Hugh E. Stephenson. Jr. Fcurth Edition. Saint

Louis, The C. V. Mosby Company, 1974. S45.50

ALLERGY MANAGEMENT IN CLINICAL
PRACTICE by Louis Tuft. Saint Louis, The C.

Y. Mosby Company, 1973. $29.75

IMMEDIATE CARE OF THE ACUTELY ILL
AND INJURED. Edited by Hugh E. Stephen-

son. Saint Louis, The C. V. Mosby Company,
1974. $6.95

DIAGNOSIS AND TREATMENT OF THY-
ROID DISEASES by Kenneth Sterling. Cleve-

land, CRC Press, Inc., 1975. $26.95

IS IT WELL WITH THE CHILD? A Parent's

Guide to Raising Mentally Handicapped Child-

ren by Susan S.rauss. New York. Dcubledav &
Company, Inc., 1975. $7.95

Medical Department, United States Army. NEU-
ROPSYCHIATRY IN WORLD WAR II. Over-

seas Theaters. Office of the Surgeon General. De-
partment of the Army, Washington. D.C.. 1973.

Superintendent of Documents, U.S. Government
Printing Office, Washington, D.C. 20402. $16.20

SOCIOLOGICAL ASPECTS OF DRUG DE-
PENDENCE. Edited by Charles Winick. Cleve-

land, CRC Press, Inc., 1974. S39.95

ALPHAGENICS by .Anthony A. Zaffuio with Mary
Q. Zaffuto. New York, Dcubledav & Company,
Inc., 1974. $6.95

t t

E. P. Anthony, Inc. 3 HOME CARE

'D'luyytdtd PHYSICIANS

W1LLBUR E. JOHNSTON. Plnnr. D. Full time, private practice in metropolitan Providence

RAYMOND E. JOHNSTON. B.S. private homes, senior citizen homes, nursing homes, other

home care facilities. $50,000 to $70,000 salary agreements

178 ANGELL STREET or guarantees. Write:

PROVIDENCE, R. 1.

WILLIAM E. REEVES, M.D.

GAspee 1-2512 P. O. Box 2346

Pharmacy License No. 225 Providence, R. 1. 02906

Curran 8c Burton
DIVISION OF TEXACO. INC.

1120 Eddy Street

Providence. Rhode Island

HOpkins 7-8050

PHYSICIAN'S OFFICE FOR RENT

RUMFORD - RESIDENTIAL SECTION

FIRST FLOOR - 5 OR 6 ROOMS

FORMER FAMILY PHYSICIAN'S 19 YEARS

Call Evenings 521-6738
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Big Balanced Rock, Chiricahua Mountains, Arizona (approx 1,000 tons)

ind useful in the management of vertigo* associated with

;es affecting the vestibular system.

i relieve nausea and vomiting often associated with vertigo*

aal adult dosage for Antivert/25 for vertigo:* one tablet t.i.d.

o available as Antivert (meclizine HC1) 12.5 mg. scored

s, for dosage convenience and flexibility.

tivert/25 (meclizine HC1) 25 mg. Cheiuable Tablets for

a, vomiting and dizziness associated with motion sickness.

SUMMARY OF PRESCRIBING INFORMATION

^ICATIONS. Based on a review of this drug by the National Academy of
ices—National Research Council and/or other information, FDA has classified

rdications as follows:

ective: Management of nausea and vomiting and dizziness associated with
on sickness.

ssibly Effective: Management of vertigo associated with diseases affecting the

bular system.

ial classification of the less than effective indications requires further

stigation.

CONTRAINDICATIONS. Administration of Antivert (meclizine HC1) during preg-

nancy or to women who may become pregnant is contraindicated in view of the

teratogenic effect of the drug in rats.

The administration of meclizine to pregnant rats during the 12-15 day of gestation

has produced cleft palate in the offspring. Limited studies using doses of over 100 mg./

kg./day in rabbits and 10 mg./kg./day in pigs and monkeys did not show cleft palate.

Congeners of meclizine have caused cleft palate in species other than the rat.

Meclizine HC1 is contraindicated in individuals who have shown a previous hyper-

sensitivity to it.

WARNINGS. Since drowsiness may, on occasion, occur with use of this drug, patients

should be warned of this possibility and cautioned against driving a car or operating

dangerous machinery.

Usage in Children: Clinical studies establishing safety and effectiveness in children

have not been done; therefore, usage is not recommended in the pediatric age group.

Usage in Pregnancy: See “Contraindications!

ADVERSE REACTIONS. Drowsiness, dry mouth and, on rare occasions, blurred

vision have been reported DAODIP
More detailed professional information available on nwClilO
request. A division of Pfizer Pharmaceuticals

Antivert 25
(meclizine HC1) 25 mg.Tablets

for vertigo*

New York, New York 10017



Would sleep wii

fewer nighttime

awakenings
benefit your
patients with

insomnia? I

Highly predictable result'
j

for your patients with troub

staying asleep...

. . .can be obtained with Dalnpej

(flurazepam HC1). As shown
below, Dalmane significantly

j

reduces nighttime awakenings

Average Number of Nighttime Awakenin.
(Four Geographically Separated Sleep Re- 1

Laboratory Clinical Studies, 16Subjec

3
placebo
baseline
nights

Dalmane
(flurazepam HCI)
30 mg nights



/id for those with trouble

Ijig asleep or sleeping

i enough...

Dalmane (flurazepam HC1)

delivers excellent results,

lically proven in sleep research

> atory studies: on average,

t within 17 minutes that lasts

i hours.5

lalmane (flurazepam HC1)

datively safe, seldom

i es morning “hang-over 11.

. and is well tolerated. The

I I adult dosage is 30 mg h.s.,

with elderly and debilitated

i nts, limit the initial dose to

g to preclude oversedation,

mess or ataxia. Evaluation of

: ible risks is advised before

Scribing.

1 RENCES:
; acan I, Williams RL, Smith JR: The
laboratory in the investigation of sleep

1 eep disturbances. Scientific exhibit at

|4th annual meeting of the American
> latric Association, Washington DC,

jp-7, 1971

1st JD Jr: A system for automatically

i zing sleep. Scientific exhibit at the

(innual Clinical Convention of the

lican Medical Association, Boston.

1 9-Dec 2, 1970; and at the 42nd annual
ific meeting of the Aerospace Medical

: lation, Houston, Apr 26-29, 1971

t’;el GW: Data on file, Medical Depart -

Hoffmann-La Roche Inc. ,
Nutley NJ

fment WC: Data on file, Medical Depart
Hoffmann-La Roche Inc , Nutley NJ

jta on file, Medical Department,
mann-La Roche Inc., Nutley NJ

e prescribing Dalmane ( flurazepam

please consult complete product

nation, a summary of which follows:

ations: Effective in all types of insomnia

icterized by difficulty in falling asleep,

ent nocturnal awakenings and/or early

ing awakening; in patients with recurring

hnia or poor sleeping habits; and in

or chronic medical situations requiring

tl sleep. Since insomnia is often transient

ntermittent, prolonged administration is

ally not necessary or recommended,

raindications: Known hypersensitivity

irazepam HC1.

Warnings: Caution patients about possible

combined effects with alcohol and other

CNS depressants. Caution against hazardous
occupations requiring complete mental alert-

ness (e g., operating machinery, driving).

Use in women who are or may become preg-

nant only when potential benefits have been

weighed against possible hazards. Not
recommended for use in persons under 15

years of age. Though physical and psycho-

logical dependence have not been reported

on recommended doses, use caution in

administering to addiction-prone individuals

or those who might increase dosage.

Precautions: In elderly and debilitated, initial

dosage should be limited to 15 mg to preclude

oversedation, dizziness and/or ataxia. If

combined with other drugs having hypnotic

or CNS-depressant effects, consider potential

additive effects. Employ usual precautions

in patients who are severely depressed, or

with latent depression or suicidal tendencies.

Periodic blood counts and liver and kidney

function tests are advised during repeated

therapy. Observe usual precautions in

presence of impaired renal or hepatic function.

Adverse Reactions: Dizziness, drowsiness,

lightheadedness, staggering, ataxia and
falling have occurred, particularly in elderly

or debilitated patients. Severe sedation,

lethargy, disorientation and coma, probably

indicative of drug intolerance or overdosage,

have been reported. Also reported were
headache, heartburn, upset stomach, nausea,

vomiting, diarrhea, constipation, GI pain,

nervousness, talkativeness, apprehension,

irritability, weakness, palpitations, chest

pains, body and joint pains and GU com-
plaints. There have also been rare occurrences

of sweating, flushes, difficulty in focusing,

blurred vision, burning eyes, faintness,

hypotension, shortness of breath, pruritus,

skin rash, dry mouth, bitter taste, excessive

salivation, anorexia, euphoria, depression,

slurred speech, confusion, restlessness,

hallucinations, and elevated SGOT, SGPT,
total and direct bilirubins and alkaline

phosphatase. Paradoxical reactions, e.g.,

excitement, stimulation and hyperactivity,

have also been reported in rare instances.

Dosage: Individualize for maximum beneficial

effect. Adults: 30 mg usual dosage; 15 mg
may suffice in some patients. Elderly or

debilitated patients: 15 mg initially until

response is determined.

Supplied: Capsules containing 15 mg or

30 mg flurazepam HC1.

Depend on highly
predictable results

with

Dalmane
(flurazepam HCI

)

One 30-mg capsule h.s.— usual adult dosage
( 1 5 mg may suffice in some patients).

One 15-mg capsule h.s.— initial dosage for

elderly or debilitated patients.

specifically indicated

for insomnia
Objectively proved in the sleep research laboratory:

sleep with fewer nighttime awakenings

sleep within 17 minutes, on average

sleep for 7 to 8 hours, on average,

with a single h.s. dose.

ROCHE LABORATORIES
Division of Hoffmann-La Roche Inc

Nutley, New Jersey 07110
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;weightofscientific opinion
f the pharmacist substituted a

nr rally equivalent drug for the

y
a have specified for your

e could you be certain of that

d 't’s safety and effectiveness

p
because the chemical content

u same?

)efinitely not, unless bio-

i' lence tests and other quality

u ice checks had been conducted.

• larmaceutical industry and

scientists have maintained this

it n for years, but others have

snned it. Now the Office of

hfiogy Assessment of the

ess of the United States has

y?d on the issue in its Drug
* livalence Study.*

fere are a few definitive state-

jin the O.T.A. report:

. . . the problem of bioinequiva-

jn chemically equivalent prod-

. real one. Since the studies in

I lack of bioequivalence was

listrated involved marketed

:ts that met current compen-
indards, these documented in-

; constitute unequivocal

J.ce that neither the present

jrds for testing the finished

:t nor the specifications for

[als, manufacturing process,

Introls are adequate to ensure

that ostensibly equivalent drug prod-

ucts are, in fact, equivalent in bio-

availability.

DRUG
| BIOEQUIVALENCE

“While these therapeutic fail-

ures resulting from problems of bio-

availability were recognized and

well documented, it is entirely possi-

ble that other therapeutic failures

and/or instances of toxicity that had

a similar basis have escaped

attention.”

The Pharmaceutical Manufac-

turers Association supports federal

legislative amendments that would

require manufacturers of duplicate

prescription pharmaceutical prod-

ucts, subject to new drug procedures,

to document:

(a) chemical equivalence; and

(b) biological equivalence, where
bioavailability test methods have

been validated as a reliable means
of assuring clinical equivalence; or

(c) where such validation is not

possible, therapeutic equivalence.

In addition, the PMA supports

federal legislation that would require

certification of all manufacturers of

prescription products before they

could start in business, annual in-

spections and certification thereafter,

and strict adherence to FDA regula-

tions on good manufacturing

practices.

The overall quality of the

United States drug supply is excel-

lent. But only a total quality assur-

ance program, envisaged in these and

other policy positions adopted by the

PMA Board of Directors in 1974,

can bring about acceptable levels of

performance by all prescription drug

manufacturers and thereby assure the

integrity of your prescription . .

.

Pharmaceutical Manufacturers

Association

1155 Fifteenth Street, N.W
Washington, D.C. 20005

^Copies of the complete report on Drug
Bioequivalence may be obtained from the

Superintendent of Documents, U.S.

Government Printing Office, Washington,

D.C. 20402.
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Doctor. Are you deriving the

most benefit from all your effort?

Get ourThoroughThree-Part Financial Checkup.

Let us analyze your

OVERHEAD

Examine and/or Design your

RETIREMENT PLAN

Review and Provide Full & Continuing

FINANCIAL PLANNING

We are New England Physicians Advisory Services, Inc.

We are the only one-stop full financial service for Physicians in New England

We are the servicing agent for The Council of the New England State Medical

Societies members retirement plan.

No charge for initial survey. For further information contact:

New England Physicians Advisory Services,Inc.

One Wells Avenue, Newton, Mass. 021 59 (61 7) 965-51 00
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One contains aspirin.

One doesn’t.

Darvocet-N lOO
100 mg. propoxyphene napsylate

and 650 mg. acetaminophen

Darvon
Compound-65
65 mg. propoxyphene hydrochloride,

227 mg. aspirin, 162 mg. phenacetin,

and 32.4 mg. caffeine

Additional information available to the profession on request.

Eli Lilly and Company, Inc., Indianapolis, Indiana 46206



Traditions

Francis Wayland

This oath was transmitted to us through the

ages by the curricula of the medieval universities,

no doubt because its tenets were so nearly in agree-

ment with scholastic philosophy. But the Pytha-

gorean God, who forbade suicide, fostered purity,

dispensed justice, and counseled forbearance, was

and still is the same God of the Jew and the Chris-

tian. This oath was embraced through the ages

by the Arabian mystic, the medieval doctor, the

independent thinker of the Renaissance, the scien-

tist of the Enlightenment, the rationalist of the

last century, and the experimentalist of our time.

We are joining them in this pledge to a private

humanitarian ideal in the conduct of our profes-

sional affairs.

After taking the oath, our class will march to

the quadrangle to join the other Brown graduates.

White-spired Puritan churches will sound their

bells, and carillon strains will mark the pace as

the procession assumes a time-honored order, as

observed in ancient universities: first comes the

banner of the University, then the B.A. candi-

(Continued on next page)

Asa Messer

After 148 years, Brown University medical stu-

dents will once again vow “ .... in purity and

holiness to enter the house of the sick; . . . .

with joy and .espect to practice our art.”

Their voices will join with those of 1827, the

echo whispering back to a medieval time, the

sound reaching far into a Periclean Age.

'No matter how the wording of the Hippocratic

Oath is changed to suit our time, it will still serve

to bind us to all other physicians who have pledged

themselves to a program of medical ethics. Though

it is admittedly a very ancient statement composed

by an unknown physician who was impressed with

Pythagorean ideals, surprisingly enough it still

continues to hold meaning for us.

The oath is a private statement of an obliga-

tion freely accepted. It is the acceptance of a self-

imposed discipline to continence, privacy, and obli-

gation to our fellow man. Because so much clinical

teaching is done on a one-to-one basis, it is sym-

bolic of a covenant between the novice and the

practitioner. It is a statement of voluntary rule

and voluntary obedience.

Once Again Brown University Trained
Physicians Will Emerge To Practice The
Art And Science Of Medicine

By Horace Martin, Ph.D.
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dates, followed by the Masters’ Candidates, and

finally the doctors of medicine, philosophy, and

theology. The position of greatest honor is the

last.

As we march into the quadrangle, some will

think of those who sat here 148 years ago, and

they may wonder about the tradition that led to

the conjunction of universities and schools of

medicine.

In Providence around 1810, practitioners of the

art. of medicine asked the already-thriving Uni-

versity to confer upon them and some of their

students a symbol of knowledge and humanitarian

commitment. Brown University responded by

awarding 95 medical degrees between 1816 and

1828. The University contributed courses in

anatomy, material medica, chemistry, and ethics,

but the practical skills were taught outside of the

University’s walls. The link was tenuous, and broke

easily under an administrative ruling that all fac-

ulty should become full-time teachers, and in ef-

fect relinquish their private practices.

The scene in Providence was a deja vu of the

evolutionary process that led to a marriage of

medical associations and universities in the middle

ages. This joining evolved in two different modes.

In one there first existed a medical association,

end to it was added the studium generate. In

o.her instances, a newly formed medical association

petitioned a school where the studia was in exist-

ence, seeking to have its students of medicine

granted university status. The first procedure was

attempted at Montpellier, where a medical cor-

poration existed in definite form from 1220 to

1240. It was a Rotulus of students and practition-

ers of medicine. However, it did not enjoy an

established curriculum until 1309, when Pope

Clement V prescribed one in great detail together

with the rights and privileges of the faculty. As

might be expected, this school was less interested

in scholastic methods than in the practical arts,

and in modern terminology it might be said to

have been scientifically oriented. It produced a

physician Pope John XXI, but it also produced

Arnold of Viilanova, who, although declared ana-

thema, will forever be blessed for introducing

potable gold (brandy) into the pha vmacopoeia. Al-

chemy was taught and pursued by Montpellier

graduates, who sought potable gold as a sovereign

elixir against disease.

For an example of the second route, wherein a

medical group requested association with an

existing school of studia generate, we note that at

the University of Paris, the group of teachers and

practitioners working at the Hotel Dieu and St.

Julian le Pauvre had a working arrangement that

was formalized in 1281, and the acts and deeds

of the faculty of medicine became the deeds of

the university. The character of the University

of Paris was more scholastic and more concerned

with theoretical arguments of a theological nature

than with clinical facts. This was the forerunner

of our internal medicine. Incidentally, no surgeons

were allowed to teach here until the arrival of

Renaudot, who was a graduate of Montpellier in

the 17th Century. Even then a royal edict was

required to grant him teaching privileges.

Paris was strictly a clerical school, and its grad-

uates followed the rules of celibacy until 1451. By
contrast, the faculty and graduates of Montpellier

were more liberal and set much store in the Arabian

phsrmacopoeiae and clinical observation. They

had a habit at Montpellier of deriding the scho-

lastic traditions at Paris. In turn, it was said in

Paris that the Montpellier degrees were sold for

cash. The schools had scarcely begun when these

creative tensions arose.

Other schools had similar developments, and the

corporation in Bologna finally evolved a definite

working arrangement in 1306. Furthermore, it

appears that the University of Paris conferred the

first true medical degrees, and the events in Provi-

dence in. 1815 followed closely the evolutionary

pattern of the University of Paris.

The surgeons, however, fared badly in their at-

tempts to have the universities officially recog-

nize them as learned men. At Paris, even as re-

cently as 100 years ago, the law and the physician

looked upon the surgeon as a manual laborer. In

1371 the University of Paris started to examine

surgeons for licensure. But of course the exam-

ining was done by physicians, a practice that

lasted until 1577. The training in surgery at Paris

consisted of a master surgeon engaging a barber-

surgeon as his apprentice. The education was car-

ried out at surgical headquarters at St. Come.

The University of Paris did not recognize the cor-

poration at St. Come, but the surgeons imitated the

Paris faculty of medicine. They spoke only Latin

and wore robes and bonnets. Degrees were awarded

in spite of the unconcealed anger of the physicians.

A medical colleague said of a surgical fellow: “Hair

oil sellers, miserable rascals, toothdrawers ....

they talk of giving licentiates, which is positively
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indecent in the case of these lackeys .... con-

ceited trash.” In their attempt to imitate the

physicians at Paris the faculty at St. Come com-

mitted the ultimate absurdity. They refused to

perform any operations at all, declaring this to be

manual work and beneath their dignity. Instead,

the St. Come surgeon took a barber-surgeon with

him to perform the ‘‘manual labor” when he visited

a patient. Surgery was forbidden unless supervised

by a Paris physician, so the St. Come doctor would

then direct the barber-surgeon in the procedure.

It was inevitable that the barber-surgeon would

become the master of the system, and indeed the

school was taken over by the barbers in 1655.

After much intrigue, deception, and lobbying, this

sad state of affairs was brought to an end by royal

intercession. The King’s surgeon had surgery de-

clared a part of the studia generate in 1699. From

this point on the surgeon was considered to be a

physician, with the full rights of the M.D. degree.

The right to practice has always been a preroga-

tive granted by society. The members of the cor-

poration at Montpellier had the right to practice

from 1180, when William the Count gave the

school approbation, although degrees were not con-

ferred until 1309. It is interesting to note that

some of the men who received the first Brown

medical degrees between 1816 and 1827 had been

licensed to practice medicine by the Rhode Island

General Assembly years prior to their participa-

tion in formal courses at Brown.

All of the members of our Commencement pro-

cession will be in costume. Academic costume, the

“haberdashery of success,” though no longer worn

except on the occasion of scholarly conclave, was

the daily form of attire for the physician until

the 17th Century. The regalia consisted of the

cap, the hood, and the gown. There were three

types of caps: the round bonnet, the biretta, and

the bonnet cane. The round bonnet looked like

a round velvet cap without a visor and was the

ordinary headwear of the laity. The rigid and

somewhat square headgear with a tump was called

the biretta. The square cap seems to have orig-

inated in Italy. It was known as the bonnet cane,

or pileus quadratus, and our present-day square

cap is derived from it.

The dress worn by the clergy in the early middle

ages was no different from that of the laity. Every-

one from the highest to the lowest class, as well

as the clergy, wore a loose cape with a hole for

the head to pass through, a hood to protect the

head in bad weather, and a slit in front for the

passage of the arms. The hood had a long tail,

called the liripipe, which was sometimes wound
turban-like around the head, or worn as a scarf

about the shoulders. The hood had at least three

uses: as a head covering, as a cape, and as a bag

into which alms were placed.

The closed cape, the forerunner of the academic

gown, was the only part of the regalia that was de-

rived formally from clerical garb. At Bologna and

Paris it came to be regarded as the academic dress

for formal occasions for Doctors of Tneology and

for holders of the Master’s degree. The lay minori-

ties in law and medicine wore the same dignified

costume of the day, the Cappa Manicata. This was

a closed dress, shorter than the cassock, with full

elbow-length sleeves.

No exact code of color was observed at all uni-

versities, but there were certain tendencies. Black

was usually the color associated with theology,

and green, yellow, and sanguine red symbolized

medicine, while blue was reserved for philosophy,

and scarlet represented Canon Law. As both noble-

men and commoners could be found in an academic

procession, a touch of fur bordering the gown,

cap, or hood was used as a sign of nobility.

Originally, “doctor,” “master,” and “professor”

were equivalent terms and merely designated a

learned man, but during the 14th Century the title

of doctor began to be used instead of master for

the highest degree at the Faculty of Canon Law
and Medicine. The Bachelor of Arts degree was

awarded after the first viva voce public examina-

tion, and the Master of Arts was awarded after

two further years’ study of philosophy. In Italy

the doctorate was earned after an additional two

years and became a necessary requirement for

academic success.

As we gaze about the quadrangle and admire

the vivid colors of the academic regalia of various

universities, our thoughts may wander back to the

assorted steps that were undertaken prior to ad-

mission as candidates for the M.D. degree. The

process has changed surprisingly little in form. In

the medieval university the student of medicine

presented himself for a preliminary examination

at the end of his second year, which lasted for

three days and has been described as covering

natural things, unnatural things, and those caused

by nature (the basic sciences). After this examina-

tion, one was expected to deliver an impromptu

dissertation on an axiom of Hippocrates. After

passing this basic science examination, the candi-

( Continued on next page)
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date studied for two more years, during which time

he witnessed dissections and was called on to de-

fend a thesis on a weekly basis.

The final examinations were again viva voce.

They were personal ordeals, beginning at 6 a.m.

and continuing until mid-day. From 6 to 8 a.m.,

the candidate studied and prepared the answers

to such questions as ‘‘Should a decoctum of onion

be administered to a drunken man?” From 8 to

11 a.m. he had to refute all objections to his an-

swer, which were put forth by the board of nine

examiners. The last hour was reserved for the

interrogation of the student on some subject out-

side of his thesis. The candidate also had to pro-

vide in an adjoining room a cold buffet, with wine

and beer, to which the examiners could from time

to time repair for refreshments, although the can-

didate himself could not partake of it. Finally,

having proven himself in the clinical sciences, the

fledgling Bachelor in Medicine paid a ceremonial

call on the parliament, the courts, and the provost

of the University of Paris. Upon visiting the arch-

bishop, he received the license to practice medi-

cine. But before beginning practice most bachelors

took the doctorate degree by undergoing still an-

other examination and defending still another

thesis.

In the medieval university the conferring of the

medical degree wras a curious affair. There was

music, usually by violinists, while the candidate

walked up and sat in a chair next to the dean

or rector. After sitting for a few moments he then

rose and walked down from the platform. Simi-

larly, after we receive our degrees we shall walk

away frcm the president, deans, and faculty and

leave the University through the gates of the

quadrangle, which will be opened, symbolically,

towards the city. Thus once again Brown Univer-

sity-trained physicians will emerge to practice the

art and science of medicine among our fellow men

and women.

Dr. Pierre Galletti

Dr. Elizabeth Leduc

Dr. Stanley M. Aronson
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The Flexible Curriculum At Work

Many Unique Options Are Made Pos-

sible By Brown’s Flexible Medical Cur-

riculum

By Anthony Caldamone

In recent years planners of medical school cur-

ricula have wrestled with the trend toward more

flexible programs, more individualized curricula,

and a greater freedom of choice on the part of the

student. Brown has what I consider to be a mod-

erately flexible program. This has been a strong

publicity factor for the Medical Education Pro-

gram, and has also raised many an eyebrow. In

this paper I shall examine some of the subjects

which students from the Class of 1975 have ex-

plored in their elective time, particularly during

the two clinical years of the program (the final two

years).

From the start the reader should be aware of

the “clinical requirements” at Brown. The mini-

mum required exposure can be broken down as

follows:

General Medicine Clerkship 12 weeks

General Surgical Clerkship 12 weeks

General Pediatric Clerkship 5 weeks

Obstetrics and Gynecology Clerkship 5 weeks

Psychiatry Clerkship 6 weeks

Community Health Clerkship 6 weeks

Further Clinical Work 10 weeks

This would allow approximately 18 weeks of

purely elective work. As one would expect, the

majority of students have spent the 18 weeks in

further clinical electives at both affiliated and non-

affiliated hospitals.

The Curriculum Committee allows three months

of clinical elective work to be taken at hospitals

not affiliated with Brown. This three-month guide-

line can be negotiated with the proper authorities,

and there have been special cases in which stu-

dents were aliowred to take additional time away

from the campus for a variety of good reasons.

Many students have used this time to become ac-

quainted with hospitals where they were consider-

ing applying for residency programs. Others sim-

ply wanted to enjoy a new and different experience

in some exotic health care system. There have been

28 students of the 58 in the Class of 1975 who

have done clinical clerkships away from Brown

for a total of 74 months, averaging 2.7 months per

student. Five students have taken clinical work

outside of the continental United States. These

include a hematology clerkship at the Avicenna

Hospital, Kabul, Afghanistan; an ophthalmology

elective at St. Jude’s Hospital, St. Lucia, British

West Indies; a general pediatrics experience at

the University of Hawaii; both neurology and pul-

monary electives at McGill University, Montreal,

Canada; and a medical elective at the Kendu Mis-

sion Hospital, Kendu Bay, Kenya. In several cases

these extra-continental electives were directly su-

pervised by Brown faculty members, while in other

instances students arranged the electives on an

(Continued on next page)
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ad hoc basis, and assurance was made for satis-

factory direct clinical supervision. More recent

exceptional offerings which have become available

for Brown students on a formal basis include an

unusually intensive family practice exposure at

the Vinalhaven Medical Center, Vinalhaven,

Maine; a medical experience in the depressed

area of the Appalachians, entitled The Frontier

Nursing Service in Leslie County, Kentucky; and

a tropical medical experience at the Federal Uni-

versity of Sergipe, Sergipe. Brazil

Coming back to the United States and, more

specifically, to the greater Biown campus, 53

per cent of the Class used their elective time in

experiences at the affiliated hospitals only. It

would be an arduous task to list all the elective

offerings here at Brown, but suffice it to say that

there is rarely a Curriculum Committee meeting

that goes by without a number of elective pro-

posals being discussed and approved. Some of the

more popular electives have been pulmonary dis-

ease, cardiology, dermatology, ophthalmology,

nephrology, infectious disease, radiology, and gas-

troenterology. Furthermore, a number of students

(12) have chosen to spend part of their elective

time as “sub-interns’’ either in medicine or [pedia-

trics.

A great portion of elective time has also been

devoted to active research. From an historical point

of view, research is certainly at the very core of

the Brown curriculum. The medical program began

as a Master of Medical Science program in which

students were required to do original research

work, either clinical or in the basic sciences, and

then submit a research thesis in partial fulfillment

of the M.M.S. stipulations. I believe that time

will prove the students in the Class of 1975 to be

unique in that so many of them haw spent so

many hours of elective time in the laboratories.

Rather than have the reader believe that this was

completely by choice or predilection, it should be

noted that the majority of the class was enrolled

in the M.M.S. program at one time and therefore

developed strong roots in various laboratories on

campus and at affiliated Hospitals early in their

undergraduate years. Ten students from the

class have already received the M.M.S. degree

(this includes four transfer students who earned

their degrees at Rutgers University before coming

to Brown), and 10 more members plan to receive

the degree in June, 1975. This does not include

a number of students who have received other

advanced degrees from Brown and other institu-

tions.

There have been 18 students who have chosen

to spend elective time in the last two years of the

program doing research work: eight on campus,

10 with hospital-based faculty. The list of research

work is much too long to enumerate here, but some

examples of the subjects pursued are: synergism

of immunosuppressive agents, biological activities

of purine derivatives, immunocompetence studies

of methotrexate, maternal-fetal immunological in-

teractions, alternate pathway activation of the

complement system, polymyositis, aldosterone

metabolism, serotonin receptor binding, pigeon

breeders disease, fructose metabolism, the sympa-

thetic innervation of the kidney, and platelet ad-

hesiveness. One thing that does become evident

from the number of students in the class who have

done research work is that not all of those who

are engaged in research are writing theses or work-

ing towards the M.M.S. degree. (The thesis is not

required for the M.D. degree.)

Still another unique feature of the Brown medi-

cal curriculum is the opportunity to take courses

offered at the L'niversity at any time during the

undergraduate or medical years. This option has

been relatively underutilized by the Class of 1975,

possibly because of the intrinsic insecurity of being

the first class to be exposed to a brand new clinical

clerkship program. In spite of that there are three

brave souls who are currently enrolled in Uni-

versity courses and studying enzyme chemistry and

special topics in music. In the future it is likely

that more clinical clerks will take advantage of

this unusual opportunity.

Thus it is evident that there are many unique

options made possible by Brown's flexible medical

curriculum, and that our class has taken full ad-

vantage of these opportunities. Members of the

class have used their elective time to explore al-

ternative modes of health care, study at other

medical schools and hospitals, do extensive re-

search, and take University courses for which they

may not have had time as undergraduates. I be-

lieve that this broad range of experiences and

variety of interests can only make us better, more

flexible physicians and individuals.

Z
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The Class Of 1975: A Differential Diagnosis

The Prognosis Is Probably In The Direc-

tion Of Primary Health Care, Specialized

Or General

By Peter LeWitt

A Nineteenth century Phrenologist’s model, used for

the diagnosis cf character and moral fiber.

By way of introduction, this diagnostic exercise

will be worked through, as are most in the medical

model, by reference to what lies in the history.

This class is distnctive in having little more in

common than the determination to become phy-

sicians; this is significant.

The Program in Medical Sciences at Brown was

launched slightly over a decade ago, with every

intention on the part of the founders of selecting

and inspiring a future elite, in the sense of George

Thorn's term, of the physician-scientist. Original

plans included the likelihood that about half of

each class would decide on careers in research

which would lead them away from clinical medi-

cine after a preliminary introduction.

Flexible individualized curricula were oiiginal

guidelines. As summarized by the first director

of the program, Doctor Mac Edds, much of the early

planning was aimed at revising medical education

by ‘‘becoming more truly graduate education, by

emphasizing scholarship, independent study, and

selectivity in approach to subject matter.’’ Many
of those who spent their medical training and,

in some cases, all of their higher education in this

program have found this model appealing to seme

extent, and have engaged in a wide range of spe-

cialized research interests. But the majority of the

class has turned to the equally diverse rea’m of

clinical medicine, and will be pursuing careers

that, at least for the present, will keep them among

patients and out of laboratories. From my vantage

point, which has included seven years within the

Medical Science Program and a few months else-

where, there has been considerable evolution away

Pom Brown’s original program, which may well

be a microcosm of changes currently in p~ocess

on a much larger scale in medicine.

To review the history of this class, it is of in-

terest to examine the many entrance points of the

58 members. Some 68 students entered in 1967

through 1969 as freshmen in the fledgling Mas-

ter of Medical Science Program, expecting to

complete only two years of preclinical medical

(Continued on next page)
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education here. A significant number of freshmen

discovered that they had checked the wrong box

on their application forms, or found that their

career interests had changed fas do almost half

or all undergraduates in general). Twelve more

joined the remaining 36 Medical Science students

in 1971 with their undergraduate education com-

pleted and, in some cases, with advanced degrees,

their total y^ars in higher education ranging from

six to 12 years. In 1973, the 48 membeis of the

class were joined by 10 third year students from

other Ameucan medical schools to expand the

ciass to its approved maximum size, as determined

by accrediting bodies in the previous year. Some

2 2 per cent are women — one of the highest per-

centages in the nation's graduating classes this

year. Notable, too, is the absence of the so-called

minority student, although affirmative action poli-

cies have long been a part of admissions policies.

The definition of a Rhode Island resident is an

elusive one, and although 45 per cent of the class

will pursue their post-graduate medical education

in the state, very few are native Rhode Islanders.

None have come from other Rhode Island col-

leges, much to the dismay of local politicians.

i'he collective experiences of the class have been

diversified, not only by genes and a lack of stereo-

typed profiles at the admissions office, but also

by the fortuitous lack of an isolated medical cam-

pus. For those who participated in the combined

undergraduate-graduate program, undergraduate

life was relatively free of the pressures that most

pre-meds are saddled with. Although the first

years at Brown were vigorous and demanding with

the standard load of basic lab sciences, there was

approximately one half of course slots (but cer-

tainly not free time) open for studies and even

concentrations in the liberal arts and other fields.

The concept of a “crash" course to accelerate un-

dergraduates into medical studies has been avoided

here as it has not been elsewhere. Rather, a num-

ber of low key exposures to medicine and its world

were designed for students from freshman year on.

As the Valhalla-like structure of the Bio-Med

Center arose in the midst of the campus, under-

graduates in the Medical Science program of the

late 1960s were brought into hospitals, face-to-face

with patients long before formal medical studies

began. Among efforts to introduce awareness of

the behavioral manifestations of different states

of health, a novel program involving the analysis

of psychiatric themes in dramatic presentations

was appended to a less-than-encompassing class-

room treatment of the behavioral sciences. In many
ways the curriculum leading into formal medicine

was flexible and had to be adapted by each in-

dividual to meet relevant needs. It is not surpris-

ing that even among the medical faculty there was

and still is a wide range of opinion over what

constitutes the optimal or even minimal elements

of core, pre-clinical studies. The attrition of the

faint-hearted in the undergraduate years left a

hardened core of students in a beginning progtam,

not necessarily wishing to be guinea pigs, but

quite able to cope with the insecurities of this

experiment in medical education.

If there is anything genuinely novel about this

program, however, it is that medical education

follows with continuity the caliber of a very high

quality of undergraduate education at Brown.

Exams were frequently of the essay type, and lec-

tures frequently posed more questions than they

answered. Once engaged in the final four years

of the program, the class found a recently-assem-

bled faculty waiting to teach them an organ sys-

tems approach to medicine after a first year of

the more traditional disciplines. In the summer

between the first two years, a hospital-based course

in the approach to the patient and physical diag-

nosis was taught. With a new role and its knowl-

edge at hand, this was a period of a steep learning

curve, when the process of memory seemed a poor

substitute for true genius and wisdom. The didacti-

cism of the lecture hall (at Brown, an echo-filled

chamber with the barest of walls) was the tradi-

tional format of learning most were familiar with,

but as the patient became more important to the

learning setting, supplementary kinds of learning

experience became important. The ability to ac-

quire skills with accuracy and dexterity was nec-

essary, and among other tools to be developed was

the critical faculty to size up the reliability and

importance of medical information from both man

and machine. Above all, it was desirable to hold

on to whatever vestiges of common sense had sur-

vived to this late date. In the final two years of

the program students were given the freedom to

schedule their required clinical experiences among

their chosen elective subjects. It was at this point,

for weeks at a time, that the baptism of “total

immersion” in the medical arts came to pass. For

many it was more than a taste of the future.

Included as undercurrents in the formal train-

ing of clinical medicine were the inevitable ex-

posures to the stresses and emotional impacts of

health care in many contexts. Amid the glories
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of diagnoses well made and people made well were

the frustrations of seeing life slip away, of advice

not taken, of the great extent of neglect and self-

infliction of poor health. Often there was the

chance occasion to participate in or witness a

situation where it was not the professional knowl-

edge per se but other features of the doctor-patient

relationship that worked a special kind of magic,

which sometimes seemed to require grey hairs or

special words not found in the medical lexicon. The

ability to use a variety of communicative modes

became just as challenging as learning the many

languages that disease speaks in man. Above all,

many of these signal experiences required rather

personal adjustments to maintain one’s equilibrium

and sense of humanity within the population with

which we have chosen to work.

Most members of the class, in many moments

of their recent lives, would rather care to think

that their training and immediate concerns lie

strictly within the environs of medical practice, in

hospitals and medical offices. It is imposing enough

to consider the spectrum of material that must

be mastered as a physician in 1975, without add-

ing to these concerns. And yet, medical education

as we have experienced it has shielded many grim

realities and crises in the world around us, situa-

tions which so often have their basis in deficien-

cies of health care and related services. Although

it may have reached a Golden Age in terms of

technological achievement, medicine carries a long

history of great inequalities in the distribution and

accessibility of health care. The traditions of medi-

cine have also preserved, fortunately, the pre-

eminence of an ethical and ideal view of health

over the economical or the practical. Although

it can hardly be spelled out as distinctly as in,

say, the management of acute illness, the phy-

sician’s role involves not only service as a prac-

titioner but also a role as a unique authority in

the definition of health and the priorities that its

pursuit should take. The ability to function in

this latter sense may call for the temporary sus-

pension of the mechanistic mode of thought so

prevalent in medical thinking, and the emergence

of other skills. The concern has been raised by a

recent commentator on medical education. Donnell

Boardman, that the mountainous array of scien-

tific facts and the student’s response to them

“may initiate a climate that must suppress spiritual

inspiration and human relations.” If the ability

to function as a scientist has predominated in the

The Class of 1975: a Differential Diagnosis

selection and education of doctors, then the no-

tion of a medical “elite” has become well estab-

lished in such institutions as Brown. But perhaps

the medical training ground has been wisely de-

signed to teach only that which can be taught.

In that case, it may be that the desirable and

elusive qualities of the humane physcian are wait-

ing to be gleaned from experience and example.

My original aims to produce a differential diag-

nosis of the class of 1975 will have to end without

the description of a pathological specimen, for I

find the body sound and sane. The prognosis is

probably not for a new breed of physician, as the

original planners would have seen it, but in the

direction of a recent national trend towards pri-

mary health care, specialized or general. And to-

wards this purpose, our degrees from Brown and

all that went into them will certainly be of service.

Dr. George E. Erikson and Friend
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REID COLEMAN was born in St. Charles, Illinois.

His next most important accomplishment before com-
ing to Brown was becoming a full fledged member
of the Larchmont, New York Fire Department. (He
is still on their rolls as an active member, and must
be the only person in the class who grew up to be

both a fireman and a doctor.) He added to his ac-

complishments after his arrival here in 1968 by be-

coming a lab technician at The Miriam Hospital.

Upon leaving Brown he plans to go into internal

medicine, and accomplish still more.

Internal Medicine, The Miriam Hospital, Providence,

R. I.

KATHY OHARA (whose name, incidentally, is not

Irish) came to Brown all the way from her home state

of Hawaii, and joined the M.M.S. program in 1968.

While a student, she conducted research in the phar-

macology of cancer drugs. She enjoys playing the

guitar and meditating, and is renowned for her talent

for giving great parties. Her career plans involve

clinical pediatrics.

Pediatrics, Los Angeles County-University of South-

ern California Medical Center, Los Angeles, Calif.

ARAM ARABIAN came from Cranston, and studied

engineering at Boston University. He joined the

M.M.S. program after several years of research and

six years in the National Guard. His research inter-

ests were in the area of lipid metabolism, and he is

an avid fan of hockey and the theater. He plans to

practice internal medicine.

Internal Medicine, location undecided.

DANIEL SMALL is from Long Island, New York,

and was a Brown undergraduate in the M.M.S. pro-

gram. His research was on fructose metabolism and

its effects on risk factors for arteriosclerosis, and he

was a student member of the Admissions Committee.

He enjoys soft rock and other types of music, and

plans to practice internal medicine.

Internal Medicine, Roger Williams General Hospital,

Providence, R.I.
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ROBERT MEYER was born in Lynn, Massachusetts,

and now lives with his wife in North Attleboro, Mass.

He came to Brown in 1967, and had some rewarding

experiences with children as an undergraduate work-

ing in the Brown Youth Guidance and Progress for

Providence programs. He also gave guitar lessons to

emotionally disturbed children at Bradley Hospital.

Motorcycles, woodworking, and science fiction occupy

his spare time. His research was in the area of peni-

cillin allergy. He plans to practice internal medicine

in a rural area, possibly Maine, but is still considering

pediatrics as well.

Internal Medicine, The Miriam Hospital, Providence,

R.I.

ELIZABETH CORRIGAN’S home town is Providence.

She did her undergraduate work at Manhattanville

College, and earned Master’s Degrees from both Bos-

ton College and Brown. She wants to go into internal

medicine, and is interested in both direct patient care

and in participation in the instruction of house officers

and medical students in a teaching hospital.

Internal Medicine, Rhode Island Hospital, Providence,

R.I.

STUART BOE came to Brown from Portland, Oregon.

He plans to do a medical internship before surgical or

medical cardiology training. He has worked as a clin-

ical biochemist during the past five years, and enjoys

mountaineering, distance running, theater, and travel-

ling. On his six (consecutively owned) motorcycles, he
has toured half the States and the Canadian Prov-

inces.

Internal Medicine, Rhode Island Hospital, Providence,

R.I.

MARK BLUMENKRANZ grew up in New York City

and Binghamton, New York, and enrolled in Brown's

M.M.S. program in 1968. He has been an intercollegi-

ate sailor, a professional musician, a jazz and modern
art aficionado, and an aspiring printmaker. He has

done research on cyclic AMP, and plans a career in

academic surgery. “The doctor who claims to know
only medicine, probably doesn’t even know that.” —
(loosely attributed to Mark Twain).

Surgery, Stanford University Hospital, Palo Alto,

Calif.
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GEOFFREY BERG grew up in Melrose, Massachu-

setts. He graduated from Yale, cum laude, in 1970,

then attended the Medical College of Wisconsin from
1970 to 1973 before transferring to the Brown Pro-

gram in Medicine. He plans to practice internal medi-

cine, and his interests include sports, camping, wood-
work, and Common Cause. “If we possess our WHY
of life, we can put up with nearly any HOW.” —
Nietzsche.

Internal Medicine, Roger Williams General Hospital,

Providence, R.I.

CHARLES BAREHAM grew up in Gowanda. New
York, and entered the M.M.S. program as a freshman

in 1968. As an undergraduate he was a member of

the varsity crew team, sang in the Brown Chorus, and

developed a strong interest in Latin and the classics.

He has performed research on the interactions of

cancer agents on metabolites, and plans to so into

internal medicine.

Flexible Medical Internship, Portsmouth Naval Hos-

pital, Portsmouth, Va.

JOHN HORNEFF came to the Brown M.M.S. program
from Swarthmore, Pennsylvania, where his father

was a pathologist. His non-medical passions are chess

and photography, and he is known for showing up

everywhere with a camera. He is particularly inter-

ested in the research aspects of medicine, and plans

to follow his father’s example by becoming a pathol-

ogist also.

Pathology, University of Chicago Hospital and Clinics,

Chicago, Illinois.

MARILYN STEARNS was born and bred in Passaic,

New Jersey. She graduated from Wellesley College,

then spent her first two years of medical school at

S.U.N.Y. Downstate before transferring to Brown.

She plans to do a residency in pediatrics, followed by

either subspecialty training in that field or bv family

medicine.

Pediatrics, Rhode Island Hospital, Providence, R.I.
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ROBERT STARZAK was born in Woonsocket, grew
up in neaby Attle'boro, Massachusetts, and graduated
fro:n Brown in electrical engineering. After spending
half of his senior year in various hospitals around the
country, he is planning a pediatric residency in

southern California. “To love more is the willingness
to suffer more.” — Tolstoy.

Pediatrics, Los Angeles County- University of South-
ern California Medical Center, Los Angeles, Calif.

RICHARD HARBISON was born in Pittsburgh, Pen-

nsylvania, the son of a career Air Force family. He
graduated from Radford High School in Hawaii be-

fore coming to Brown in 1967. After graduating cum
laude in 1972, he attended Rutgers Medical School

and received the M.M.S. in 1973 before transferring to

the Brown Program in Medicine. He is married to

Doris Lundbrg, M.D. (Tufts 1974), who will enter a

[

residency in medicine at U.C. Davis while Rick be-

gins a pediatrics residency at David Grant Medical

Center, Travis Air Force Base, California.

Pediatrics, David Grant Medical Center (Travis AFB),
Fairfield, Calif.
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ALEXANDER SWISTEL was born in Munich, Ger-
many and grew up in Princeton, New Jersey. He did

his undergraduate work at Harvard, graduating in

1971, and earned his M.M.S. at Rutgers Medical

School in 1973 before transferring to Brown. He is

interested in surgery, motor cars, and music (he is

an accomplished classical pianist, and also plays

the cymbals), and plans to go into the field of thor-

acic surgery. “Illegitimum non carborundum; domines

savum fac.”

Surgery, St. Luke’s Hospital, New York, N.Y.

BRENT DAVIS came to Brown from Oklahoma and

has interests which include a vegetarian diet, plants,

Sanskrit, and Gnosticism. He is currently a medical

intern at Roger Williams General Hospital, and

plans a career in some form of family practice. He
and his wife, Vicki, will probably remain in the Rhode
Island area.

Internal Medicine, Roger Williams General Hospital,

Providence, R.I.

May, 1975 213



ED COLLINS is presently involved in a rotating in-

ternship at The Miriam Hospital. He came to Brown
from SUNY in Albany, where he majored in biology

with strong interests in research. He has worked dil-

igently on the establishment of a family practice res-

idency program at Brown, and is planning a career in

family practice himself.

Pediatrics, Rhode Island Hospital, Providence, R.I.

PATRICIA MYSKOWSKI comes from Bethesda,

Maryland and completed her undergraduate work at

Brown. She has done research in cardiovascular sur-

gery and plans to go into internal medicine “for a

while.” She is also particularly interested in psychi-

atry.

Internal Medicine, Rochester General Hospita 1
. Ro-

chester, N.Y.

DONALD NENNO, the son of a physician, was

born and brought up in Buffalo, New York. He came
to Brown in 1968, with an interest in sports which

was continued in swimming and water polo. He has

done work on the immunology of pregnancy, and ul-

timately plans a career in orthopedics in the North-

east.

Surgery Categorical*, Rhode Island Hospital, Provi-

dence, R.I.

WILLIAM GRAHAM lived in New York until he came

to Brown as a freshman. After spending six or seven

years on the East Side, he nows considers himself a

Rhode Island resident. He has done biomedica' re-

search at The Miriam Hospital dealing with the mech-

anism of aldosterone, and is interested in a career in

internal medicine in the New England Area. He is

interested in sports, especially in informal participa-

tion, and in carpentry, television, and films. His per-

sonal philosophy is Facultative Utilitarianism fash-

ioned after Bentham and Mills. “Qui Bono.”

Internal Medicine, Rhode Island Hospital, Providence,

R.I.
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Family Practice

Author Hopes For Knoivledge And Skill

To Provide Continuing And Comprehen-
sive Care To His Patients

By Louis Hogrefe

Family practice is by definition that branch of

medical practice concerned with continuing and

comprehensive health care o»f patients in the con-

text of their family and community life. I am

writing as a fourth-year medical student who will

as of July 1, 1975 be in the first year of a family

practice residency, and I find this definition to be

a good one. For example, as a family practitioner

I should like to be a physician who sees to the

needs of the children in my practice. These people

are young, fresh, and growing, and I want them

to develop with healthy minds and bodies. When
they enter the adolescent years with all of the

associated uncertainty, confusion, and changes in

their bodies, I do not want to hand them their

records and say goodbye to them and their prob-

lems. I want to continue to see to the care of these

people whom I know so well. Included in a family

practice, besides the children, will be the fifty-year-

old businessman who is coughing up blood, the

sixty-year-old waitress with varicose veins, the

weekend fisherman with a lure buried in his leg,

the cattle rancher who gets severe chest pain

whenever he scoops corn, the alcoholic school

teacher, the old man in a nursing home with pain

in his Right Lower Quadrant, the high school foot-

ball player with a mangled knee, and the eighty-

year-old widow who lives alone in a ten-room house

with no one to talk to and no one to cook for but

herself. As a family practitioner I shall occasionally

need help in providing health care to these and

other patients, but I shall know when and where to

get another physician’s assistance. To develop the

knowledge and skill needed to be a good family

practice physician seems like an impossible task at

times, but a good start down the path is a family

practice residency.

Most family practice residencies are set up as

three-year programs, and, although there is some

variation among the different programs, most of the

residencies consist of the following:

First year:

Medicine 4 months

Pediatrics 3 months

Obstetrics-Gynecology 2 months

Surgery 2 months

Emergency Room 1 month

One half-day per week is spent in the family

practice clinic.

Second year:

Medicine 4 months

Pediatrics 3 months

Obstetrics-Gynecology 1-2 months

Surgery 1-2 months

Psychiatry 0-2 months

Electives 0-2 months

Three half-days per week are spent in the fam-

ily practice clinic.

Third year:

Medicine 0-4 months

Pediatrics 0-3 months

Obstetrics-Gynecology 0-1 month

Psychiatry 0-2 months

Preceptorship 0-4 months

Electives 2-12 months

Five half-days per week are spent in the family

practice clinic.
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Aside from comparing the three-year curricula

listed in the brochures, one must also consider the

fact that many of the institutions offering family

practice residencies also have residency programs

in medicine, surgery, pathology, and other special-

ties. The presence of associated residency pregrams

can be an advantage in that such an institution hzs

more experience in post-graduate education and may
l ave more full-time faculty and a better-eciuipped

physical plant. However, in some of these institu-

tions family practice residents must take an un-

official back seat to residents in other programs.

In addition to considering the curriculum and the

presence or absence of associated programs, one

must remember that most family practice residen-

cies are relatively new, and are still in early and

varying stages of development. One must scrutin-

ize these prospective programs even more carefully

than other more established residencies.

In accepting the definition of a family practice

as a goal, and in choosing a good family practice

residency, I hope to begin to develop the knowl-

edge and skill needed to practice a kind of medi-

cine that provides for the continuing and compre-

hensive care of the patients that I serve

MU Mu

Drs. Peter and Babette Stewart

Dr. Herbert Constantine and Dr. Milton Hamolsky

I

*
J l

Dr. Robert Parks and Dr. Paul Calabresi
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Family Practice

The Goal Of Family Practice Prepara-

tion Should Be Preventive Medicine As
Well As Top-Quality Training

By Joseph DiLorenzo

With basically the same feelings about family

practice as those expressed by Lou Hogrefe (feel-

ings reinforced by observing the frustrations pa-

tients have with the present highly-specialized, but

usually fragmented, medical care available to

them), I had decided last year to prepare for a

primary care practice in which I could deal with

the whole person, indeed the whole family, rather

than -just an organ system. Lou has suggested that

the acquisition of the knowledge needed to be-

come a competent family practitioner may seem

like an impossible task. In fact, the question of

how best to prepare for a primary- care practice

is one that several members of our class had to

ponder this year.

All of the clinical instructors I spoke to at the

Brown affiliated hospitals and institutions, with

one notable exception (Doctor Charles E. Millard),

strongly advised against my pursuing a family-

practice residency. I received the impression that

family practice physicians were looked upon as

second-class doctors, no more competent than the

old-fashioned general practitioner, and it was fur-

ther implied to me that there was a possibility

that board-certified family practitioners might not

be granted full admitting privileges at Rhode Is-

land Hospital or The Miriam Hospital. While

some of the people I spoke with seemed genuinely

concerned about the quality of the training re-

ceived in family practice programs, it seemed that

there were other considerations as well, and that

various specialists I talked to felt threatened by

the prospect that the family practitioner might

be competing with them in certain phases of their

practices.

Having gathered these opinions, I set out for a

nine-week elective in family practice on the island

of Vinalhaven in Penobscott Bay about 16 miles off

the coast of Maine. Doctor Ralph P. Earle has prac-

ticed medicine there for the past 38 years. Work-

ing with the health planning council of the town,

he has developed a modern, well-equipped medical

center, and (in my opinion) is providing a some-

what better quality of medical care to the people

of Vinalhaven and the smaller islands than is

often found in the typical practice in Rhode Is-

land. My nine weeks there convinced me that

it is certainly possible to keep up to date and to

maintain an excellent level of medical expertise

even in a relatively isolated area, if one learns

how and when to use good specialists for consul-

tations as the need arises. However, I found that

the isolation and the often severe workload in

such a remote area are a definite deterrent to

practicing there.

Searching for a family practice residency pro-

gram last fall that would provide a high level of

(Continued on next page)
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training in the broad fields of internal medicine,

pediatrics, office obstetrics-gynecology (OB-GYX),

and office surgery turned out to be a frustrating

experience. Preferring to remain in the northeast,

I confined my applications to the New England

states, New York, and Pennsylvania. There seemed

to be no clear consensus even in the minds of the

administrators of the 12 family practice programs

available as to what their overall goals should be.

Some programs are preparing residents for prac-

tices restricted to medicine and pediatrics, while

other programs are including an equal emphasis

on OB-GYX, and it is fair to say that none of

the programs in the northeast (as opposed to those

of the mid-west) are emphasizing surgery beyond

simple office procedures.

There are basically two different approaches to

organizing a family practice program. On the one

hand there are those programs centered in large

university hospitals with organized programs in

other areas. In these programs the family practice

resident is sometimes considered by the specialists

there to be a second-class doctor just passing

through his rotations. In some programs two fam-

ily practice residents are assigned to a position

ordinarily held by one resident in internal medi-

cine, so that each can spend half of his or her

time in the model family practice center. This

might fragment the hospital experience, but then

one often hears questioned whether so much hos-

pital experience is really necessary. The other

type of program is the one set up as the only

residency program in a general hospital. In this

situation there is no competition with specialists

for patients, and there are no petty squabbles

within the hospital for prestige. But there often

appeared to be a tendency to under-utilize spe-

cialists during the training program.

During some interviews with family practice

program directors an anti-intellectual attitude sur-

faced which w-as difficult to swallow. One student

was told that basic scientific research had no

place in family practice, and that he should ex-

pect to refer about a third of his patients for

definitive care. Another student wTas told that

it was not important to learn the pathophysiology

of diseases, but rather to be able to recognize them

for proper referral. In effect, he was to become a

triage nurse.

All of these programs are disorganized and still

in the formative stages, experiencing growing pains

similar to those wre have felt at Brown during the

past eight years. Of the 12 programs I visited I

considered applying to three (Maine Medical Cen-

cer; Lancaster, Pa.; and York, Pa.), but after

some reflection about what I considered to be the

relatively poor quality of the other nine programs,

I had second thoughts about a family practice

residency. Perhaps a better way to prepare for

practicing primary care, at least in the northeast,

is to complete two years of internal medicine and

two years of pediatrics, thus qualifying for both

the American Board of Internal Medicine and the

American Board of Pediatrics. I think that this

would avoid certain political problems in our

hospitals, and perhaps give an adequate level of

post-graduate training and leave open the possi-

bility of continuing research.

What will still be lacking in this alternative to

family practice training, however, is practical ex-

perience in the office practice of general medicine

and pediatrics, for none of our hospital clinics

approach a typical office practice; and in rota-

tions through hospital wards one sees only the

two to five per cent of people who are allegedly

sick enough to be in a hospital. In the hospital

one sees the patient in an isolated block of time,

and usually has no long-term follow'-up and no

way of evaluating the results of hospital treat-

ment. The goal of a family doctor should be to

keep his or her patients well and out of hospitals

by emphasizing preventive medicine and paying

close attention to all the patients' problems, rather

than by practicing just crisis medicine. The goal

of family practice preparation should be to teach

this attitude, as well as to provide top-quality

training in all of the appropriate disciplines.

Faiza Etsrup, Mark Blumenkranz, Jon Gell, and

Bonnie Saks

218 Rhode Island Medical Journal



Women In Medicine: The Natural Thing

Women Anticipate In The Near Future A
Natural And Normal Role In The Health
Care System

By Jane Herrod Joiner

Medical students are relatively new to the Provi-

dence hospitals, but the number of women students

is even more of a novelty for patients and doctors

alike. Brown is emerging as a leader in a national

trend whch shows a radical increase in the enroll-

ment of women in medical schools across the United

States. From 1914 to 1960 the proportion of women
students in U. S. medical schools edged up less than

2 per cent, going from 4 per cent to 5.7 per cent.

But only fourteen years later, it had leaped to

15.3 per cent, and 19 per cent of the average fresh-

man class in 1974 was female. 1 Brown is well above

the national average, with women representing 22.4

per cent of its first graduating class this year, and

21 per cent to 30 per cent in the classes to follow.

So rapid has the change been that the school it-

self may have lagged behind as a result. Brown may
be leading in the education of women physicians,

but not very many women are doing the educating.

Of the University appointments in the Division of

Biology and Medicine, only 4.8 per cent are held by

women — and only half of these women are phy-

sicians.2 Here there is a very real “generation gap.”

What is in store for this new generation of

women physicians? What will be their impact on

the profession?

fn years past the cynics have held (too often cor-

rectly) that medical school was wasted on women
because they failed to practice their profession.

And among those who did practice there was al-

ways the fear of having to forsake women’s tra-

ditional role entirely. “Don’t become a doctor,”

said the parents of a prominent woman physician

at Brown. ‘ You’ll turn into a man!” But with the

ever-increasing numbers of women in the profession

can we afford to be so pessimistic?

In this era of specialization these fears are tak-

ing a more modern form: even if women continue

to practice, it is argued, they will choose less de-

manding fields in medicine and, as a group, will be

less productive professionally. “How can you be a

doctor, wife, mother, and housewife all at the same

time?” That’s how it was put to one of our women
graduates when she was being interviewed for her in-

ternship. It’s a “chauvinist” question, of course -

—

would it be asked of a man? But it does reveal a

valid problem, one perhaps more important to

women than the constant annoyance of being

greeted by patients with a request for the bedpan.

American women, even professional women, find

themselves expected to shoulder most of the home-

making responsibilities. Elsewhere in the developed

world there is a movement toward more equitable

sharing of family responsibilities: in Sweden, for

example, when a child is born to a family both the

wife and the husband are granted leave from their

employment to care for it. But in the United States,

if a professional woman has family interests as

well, she needs the freedom to work part-time for

a few years while her children are young.

The fact is that there is still little room in some

(Continuel on next page)
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medical fields for a woman who wants to maintain

something of her traditional social role. Mal-

practice insurance and office costs alone make it

difficult to practice privately on a part-time basis.

A few progressive centers are now offering flex-

ible, part-time residency programs. But within pro-

fessional circles there is still a social stigma at-

tached to the "part-time doctor.
-

’ This prejudice

continues to exist in spite of the fact that the loss

of some productivity resulting from a few years

devoted to family and profession is more than off-

set by women’s longer lifespan. After all. a physi-

cian’s productive years often extend well beyond

age 65.

Being a “wife and mother” in this country tra-

ditionally entails a much greater ccmm tment of

time than does being a "husband and father.”

Women are encouraged to choose certain fields

which are “good for women
-

’ -— dermatology, an-

esthesiology, pathology, research — because of the

option of working shorter hcurs. They a e dis-

couraged from entering those fields which are
‘

de-

manding” —- ob-gyn, surgery, internal medicine —
because of the long, irregular hours they require.

As a consequence, women are urged to choose spe-

cialty fields less suited to their individual temper-

aments and intellectual tastes in order to achieve a

life style compatible with the demands of being

“wife and mother.”

It is not just women physicians, but society as

a whole that suffers. There are many traditionally

demanding fields in medicine where more women

are needed — internal medicine, family medicine,

and ob gyn, to name a few. The female patient

population often desires and deserves the alterna-

tive.

The case of women in pediatrics is informative,

since this field is notorious for long and irregular

hours and house calls. Yet it is usually included in

the list of fields that are “good for women,” no

doubt because of a feeling that women and chil-

dren “go together.” And women do choose pedi-

atrics. Within the major Brown-affiliated hospitals,

where roughly ten per cent of the house staff and

fellows are women, only a few are willing to brave

such traditionally male bastions as ob-gyn and

surgery. But more than forty per cent of them are

in pediatrics.

Not all of these women are entirely forsaking

their family roles. There must be some adjustments

made within the field to meet the special needs of

women. The inference is inescapable: if women can

be successful in a field as demanding as pediatrics

and maintain a life style that is socially and per-

220

sonally acceptable, they can do the same in any

field.

Clearly women are in medicine to stay. As long

as they are expected to share an unequal portion

of the responsibility for the maintenance of home

and family, American medicine is going to have

to make some accomodations. Women physicians

look forward to the time when they can practice

their profession naturally, and when a women phy-

sician in any field is no longer looked upon as a

novelty but as a normal part of the health care

system.
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MARY LYNN MILLER did most of her growing up
in New Rochelle, New York, where she graduated
from Ursuline School. She entered Brown ar.d the
Medical Science Program in 1967, and was a member
of the last class to graduate from Pembroke College
in 1971. After spending a year in Colorado, “gaining
perspective on the world and on things in general,”
she returned to the medical program. “As for the
future, I’m working on it.”

Internal Medicine, Roger Williams General Hospital,

Providence, R.I.

PAUL von OEYEN comes from Harbor Beach, Mi-

chigan. He is currently in a combined Pediatric-Ob-

stetric (Neonatology) Internship at New York Hospi-

tal-Cornell Medical Center in New York City. He plans

to complete an Obstetric-Gynecology Residency and

specialize in Perinatology. His Master’s thesis topic

was “The Fetus as Patient: An Ethical Examination

of the Humanity of Prenativity.”

Obstetrics-Gynecology, The New York Hospital, New
York, N.Y.

DONALD DEROLF was born and raised in Allen-

town, Pennsylvania, and entered Brown’s Medical Sci-

ence Program as a freshman in 1968. He has partici-

pated in basic research in the area of immunology of

Schistosomiasis, and plans to practice primary care

medicine somewhere in the Northeast.

Family Practice, Pawtucket Memorial Hospital, Paw-
tucket, R.I.

MARK ROSEN attended Brown as an undergraduate

where he did research on the mechanism of action of

aldosterone under Dr. David J. Morris and Dr. Robert

P. Davis. While a medical student, he reviewed the

literature on cough with Dr. Sidney Braman and Dr.

Richard Irwin. He plans to enter a subspecialty of

internal medicine, and to pursue his interests in clin-

ical research and teaching.

Internal Medicine, Mount Sinai Hospital, New York,

N.Y.
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JOSEPH DiLOREXZO attended St. Mary’s School in

Cranston, R.I., and graduated salutatorian and Na-
tional Merit Finalist from Bishop Hendricken in 1967.

He received his B.A. degree from Brown in 1971. He
did research in immunopharmacology at the Roger
Y\ illiams General Hospital, and completed the six-

year program with the M.M.S. degree in 1973. He is

interested in family practice.

Internal Medicine, Roger Williams General Hospital,

Pro\idence, R.I.

MAURA SAXTAXGELO was born in Italy, and did

not speak English until she emigrated to Vineland,

Xewr Jersey when she was sixteen. She attended

Douglas College at Rutgers, class of 1971, and earned

her M.M.S. degree from Rutgers in 1973 before trans-

ferring to Brown. She enjoys writing poetry, and sub-

mitted one of her poems as part of her application to

the Brown medical program. She plans to enter the

field of internal medicine.

Internal Medicine, Roger Williams General Hospital,

ProMdence, R.I.

JEFFREY HERGEXRATHER came to Brown from

California, where he attended the University of Cal-

ifornia at Berkeley. After he completes his training

in family practice, Jeff plans to move with his wife,

Sarah, and their two children, Samuel and Nell, to

northern Idaho, where they have a farm and have

made their permanent home. Aside from having a

rural family practice, the Hergenrathers are plan-

ning to do subsistence farming with several partners.

Flexible Internal Medicine, Medical College of South

Carolina Hospitals, Spartanburg, S.C.

LEONT ROSENBERG is a seven-year veteran of the

Brown Melical Program. He comes from Rochester,

New' York, as dees his wife, Barbara. He worked with

Dr. John Fain as an undergraduate on insulin action

and rat care. He plans a future in internal medicine,

and lists as housemates “two small psycho animals.”

His favorite quote is “What else you got to eat?”

Internal Medicine, Virginia Commonwealth University

Hospitals, Richmond, Va.
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BONNIE SAKS was horn in Chicago, Illinois, the

first child of Seymour Saks, pharmacist, and Charlotte

Shapiro Saks, Jewish mother. From these beginnings,

she has traveled at different paces through different

cultures, interested in the physiologic and social mil-

eau with which we function and malfunction. She

believes in comprehensive medicine and in knowing

well what she knows.

Internal Medicine, Montefiore Hospital Center, New
York, N.Y.

MICHAEL SHAFER is from Rochester, New York.

He plans to practice internal medicine, possibly in one

of its subspecialties but probably in some type of

primary care format. “For me the excitement in medi-

cine is shared between the opportunities to explore

medical science and to understand and treat the pa-

tient as a fellow human being.”

Internal Medicine, The Miriam Hospital, Providence,

R.I.

LOUIS HOGREFE transferred to Brown after com-

pleting his first two years of medical school in his

home state of South Dakota. His years have included

“many good people, occasional anxiety, long hours on

hospital wards, and a chance to see New England.”

He wants to return to South Dakota to take up family

practice.

Family Practice, Sioux Falls Family Practice Pro-

gram, Sioux Falls, S.D.

JONATHAN ELION, from Sherhorn, Massachusetts,

plans to become a primary care physician in the field

of internal medicine. He has spent much of his spare

time on the air at WBRLT-FM. He also enjoys creat-

ing his own music on six and twelve-string guitar,

working part-time as a computer programmer, and

entertaining patients and friends with close-up magic.

Internal Medicine Categorical*, University Hospitals,

Madison, Wisconsin.
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JANE JOINER was born in Maryville, Tennessee but

grew up in Massena, New York. She entered the

Brown Medical Program as a freshman, and has been
with the program for seven years. She believes in

“treating patients, not organs.” She plans to train in

Internal Medicine and later Pediatrics, then to prac-

tice and perhaps teach medicine with an emphasis on
primary care and family medicine.

Internal Medicine, St. Elizabeth’s Hospital, Boston,

Mass.

CHARLES KESSLER was born and raised in the

Deep South (Memphis, Tennessee, and Birmingham,

Alabama), and came north to Brown as a freshman

seven years ago “because of its reputation for excel-

lence in the liberal arts with an emphasis on science.”

He stayed for medical school because he found Brown
to be relatively progressive and innovative in de-

veloping the new program. He intends to practice in-

ternal medicine.

Internal Medicine, Presbyterian-St. Luke’s Medical

Center, Chicago, 111.

ARTHUR HORWTCH, a native Chicagoan, trans-

planted himself to New England in 1969 when he

began his undergraduate work at Brown. He enjoys

tennis, music, and art, calling himself a “frustrated

tournament player, unfinished pianist, and graduated

finger-painter.” His medical interests include pedia-

trics and endccrinology.

Pediatrics, Yale-New Haven Medical Center. New
Haven, Conn.

PARDON KENNEY is from Andover, Massachusetts,

where he received his high school education at Phil-

lips Academy. He came to Brown in 1968, graduating

in 1972 with a B.A. in biology. He was married in

September, 1972 to Kendra Marsland of Attleboro,

Massachusetts. He is planning a residency in general

surgery, and l opes eventually to become a pediatric

surgeon.

Surgery, Rhode Island Hospital, Providence, R.I.
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DEAN EFFLER was raised in Paranius, New Jersey.

He received a B.A. in biology from Brown in 1971.

“My interests are quiet and earthy, VIZ. hiking, bot-

any, baroque recorder music, and home-brewed wine.”

An important affiliation includes Faith Community
Parish in Fox Point. His future goal is to be a tho-

rough, sensitive family physician.

Pediatrics, Rhode Island Hospital, Providence, R.I.

NORMA LERNER was born and raised in Yonkers,

New York, where she remained the shortest kid on

the block until she was about sixteen. She graduated

from Jackson College (Tufts University) in 1971, with

a major in psychology. She then attended New York

Medical College before transferring to Brown in 1973.

She likes to dabble in sketching and other art forms,

and enjoys reading fiction, particularly Virginia Woolf

and Woody Allen. She plans to train in pediatrics and

ultimately would like to practice primary care in a

clinic setting. “To do something very common, in my
own way.” — Adrienne Rich.

Pediatrics, Boston City Hospital, Boston, Mass.

CHARLES HERBERT DOOLITTLE III, or “Terry”,

was born in Holyoke, Massachusetts, but ca'ls See-
konk, Massachusetts his home town. He attended
Holyoke Junior College and received his B.S. in chem-
istry from the University of Massachusetts in 1962.

Following that, he earned an M.A. in zoology from
the Lhiiversity of Massachusetts (1965) and a Ph.D.
in pharmacology from The George Washington Uni-
versity (1970). His plans include clinical investigation

and a residency in Internal Medicine.

Internal Medicine, Roger Williams General Hospital,

Providence, R.I.

ALAN GREENGLASS was born in New York and

raised in Oradell, New Jersey. He did his undergrad-

uate work at Columbia University, where he studied

engineering and developed an interest in biology His

outside interests lie in politics and folk music, and

he plans to enter the field of internal medicine. “I

think that we should be men first, and subjects after-

wards.”

Internal Medicine, Washington Hospital Center, Wash-
ington, D.C.
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On The Future Of Medical Education

Medical Education Must Be Restructured
To Provide Adequate Preparation For
Individuals Entering All Aspects Of The
System

By Mark Scott Blumenkranz

While passing by the Chaplains’ Office at Brown

a number of weeks ago, I happened to notice a

hastily scribbled sign reading ‘‘Department of Ap-

plied Theology" beneath the heading on the door.

Mildly amused by this, I recalled a sociologist’s

statement that graffiti reflect prevailing societal

attitudes as accurately as any other written docu-

ment of the day.

Since World War II there has been an increase

in the number of “applied" departments in Amer-

ican universities, particularly in the sciences.

While the application of the prefix “applied" to

such disciplines as architecture and drama may
seem artificial, examples of such are in existence

today; witness Buckminster Fuller's designs for

future living space, and the mobile unit of the New
York Shakespeare Festival.

In attempting to explain these phenomena one

immediately recalls the cries for educational rele-

vance during the last decade. In essence, the Arts

and Sciences are being used as instruments and

prototypes of social, political, and economic re-

form much as they were in the mid^portion of the

previous century in Great Britain. An alternative

explanation exists which better reflects the mood

of the “Cynical Seventies”: namely that the com-

pulsion to “apply” all science is a manifestation

of the burgeoning American professionalism. The

development of this professionalism is concomitant

with any rapidly evolving technological society and

is exemplified in medicine by the remarkable

growth of the specialties and subspecialties. These

changes lead one to question wdiether medical

schools are now in the process of mass-producing

applied biologists, and what effects this “applied

ideology
-

’ will have on the future of medical edu-

cation and practice. A brief discussion of how

social, economic, and political factors have altered

medical education may now be in order.

As social critics have correctly pointed out, one

of the greatest shortcomings of the “American

Medical System
-

’ has been its inability to deliver

adequate health care to a sizable portion of the

economically disadvantaged population. This has

been attributed to a relative shortage of doctors,

and in fact, compared with European nations, the

United States does rank tenth in its number of

physicians per capita. However, this number is

still larger than that of either Sweden or Great

Britian, which many believe possess more effi-

cient health care delivery systems than that of the

United States.

A response to this criticism in the United States

has been a gradual increase in medical school en-

rollments, the shortening of pre- and postgraduate

training programs, and the provision of oppor-

tunities for earlier specialization. While most of

these changes were recommended in the Carnegie

Commission reports on Medical Education, they

have contributed to what Barry Stimmel terms
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the ‘‘crisis in medical education.” The fault in the

application of these proposals lies in the failure to

provide facilities and faculty commensurate with

the increased number of students. Furthermore,

the distribution problem, which may be the real

root of the medical shortage, has been aggravated

by the provisions for earlier specialization. The

net result has been a relative decrease in the num-

ber of physicians entering primary health care.

The increased concern over health care delivery

has also been felt in American undergraduate in-

stitutions. The number of undergraduates headed

for positions in the health care fields has risen

dramatically in the past 10 years, possibly be-

cause of an increased public awareness of the fi-

nancial rewards of medicine and a media-inspired

glamorous image. The increase in class size and

the proliferation of new medical schools have not

been able to keep up with the demand. The result

has been the greatest outpouring of superbly

trained scientists headed for medical schools that

this country has ever witnessed. While this ap-

pears at first glance to be an embarrassment of

riches, it is of concern that this has added an

element of “unidimensionality” to the cadre of

new physicians. Where there once was a diversity

of pre-professional training, now all seem to stem

from the same line of “professional” pre-medical

students. This almost incestuous homogeneity has

also contributed to the crisis in medical education.

Finally, political considerations have also made

their mark on medical education in the post-World

War II era. The ready availability of federal fund-

ing coupled with the pervasiveness of the spirit

of scientific advances has led to an acceleration

of the research aspects of medicine at the expense

of more traditional service aspects. Such ill-

conceived legislation as the Cancer Act of 1971

(which in effect declared war on cancer) was

passed largely as a result of political considera-

tions in the mistaken belief that a technological

society that could land a man on the moon by

1970 could cure cancer with the proper dose of

mega-grants. Any actual benefits have yet to be

realized from this joint political-scientific venture.

One reason for the misdirection of funding in

the past has been the lack of a strong federal medi-

cal advisory voice with input to the executive and

legislative branches. It is widely felt in Washing-

ton that in the previous Administration, medical

input to the Department of HEW was often not

heeded. As a result there have been grave cuts

in the funding of some medical endeavors and ex-

cessive spending in others. The overriding philoso-

phy has been that of “applied disease solving,”

instead of balancing the fundamental scientific

concerns with basic cellular mechanisms against

the more practical social concern with the delivery

and application of newly-formed knowledge. This

“applied problem solving” approach dictated by

the political influences on funding has further

contributed to the crisis in medicine.

In short, should we accept that we are going

to live in an increasingly technological age, we

must decide how we can best tailor our medical

education to provide for the health care needs of

tomorrow, if this is our primary aim. It might be

worthwhile at this point to discuss briefly several

theoretical models of technological systems before

outlining which mode;, of education might best

serve them.

Jose Ortega y Gasset has divided the evolution

of technology into three eras: the technology of

(Continued on next page)
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chance discovery, the technology of the craftsman,

and the technology' of the technician. The first

is the technology of primitive man, in which in-

ventions such as that of fire are accidents rather

than the results of premeditated and deliberate

search. In contrast, the technology of the artisan

is learned through apprenticeships and handed

down by long tradition. Two steps are implied

in this kind of technology: the invention of a plan

of activity and the execution of this plan. The

artisan, as typified by the medieval craftsman,

is both the technician and the worker. It is the

dissociation of the artisan into these two com-

ponents which is the hallmark of the third era,

the technology of the technicians. In this era of

the transition from tools to machines, the tech-

nician has grown to be the living expression of

technology, the engineer, while the worker has

become the technician. While such analogies pre-

sent inherent problems, it might be of heuristic

value to examine the role of the physician in its

evolution away from something resembling the

artisan of the second era.

We are all accustomed to euphemistic phrases

such as “the art of medicine'’ and “the craft of

the surgeon,” which seek to connect the role of

the artisan with the science of medicine. Howard

Spiro has written perceptively on this theme and

suggests that medicine is on the verge of its own

“Industrial Revolution.” What was once the “cot-

tage industry” of the practitioner has now been

transformed byr sophisticated machines, tests, and

health care systems into an industrial complex

with recent estimates of operating cost ranging

as high as S80.000,000 ,000. He suggests that we

cling to our stethoscopes, which could easily' be

replaced by midget circuitry' phonocardiograms,

as symbols of the special qualities and pow'er of

the phy'sician.

If we accept that society will become increas-

ingly stratified by its technology, then its health

care needs and its methods of production and

delivery may' also be radically altered. Xew models

for medical education will be required. The com-

ponent elements of traditional physician respon-

sibilities, the development, production, and de-

livery of medical care, will be efficiently alloted

to that vast army which will comprise the Health

Care Team. This parallels the necessary dissocia-

tion of the artisan into several component parts.

Physicians will be joined by the basic medical re-

searchers, teachers, practitioners, health delivery

planners, legislators, social workers, nurses, phy-

sician's assistants, paramedical aides, and other

developing specialty groups to provide the services

that were once the sole province of the physician.

If we accept this division of responsibility as an
inevitability of health technology', it becomes clear

that our medical educational process must be

changed. Although it might seem that the most

appropriate response to this situation is an equally

technological or scientific medical and pre-medical

education, I would disagree. Alvin Toffler has

written that “in the technological systems of to-

morrow, fast, fluid and self regulative machines

will deal with the flow of physcial materials; men
with the flow of information and insight. It will

require men who can make critical judgments,

who can weave their way through novel environ-

ments, who are quick to spot new relationships

in the rapidly changing reality.” He further ar-

gues that “it makes eminent good sense to hedge

our educational bets .... educational diversity

increases the odds for survival.”

Is not the wisest course a diverse and non-

technical education, broadly grounded in the

humanities as well as the sciences, an education

responsible for the development of critical facul-

ties and understanding? Such an educational sys-

tem would succeed in training the philosopher-

scientists Durkheim envisioned, able to interpret

as well as observe data and to function as effective

members of a social system.

.Although this view may border on heresy in

this era of the “doctor shortage,” I predict that

(Concluded on page 237)

Dr. Alfred Senft
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Case Records Of The Brown University

Medical School

Yearly Clinicoscatological Exercises

Arthur Horwich and Pardon Kenney, co-editors

PRESENTATION OF CASE
A 24-year-old medical student was admitted to

the hospital with logorrhea. He had been found

wandering about the East Side babbling neuro-

pathological trivia.

The patient had been well until seven years ear-

lier, when he entered the Brown Program in Med-
icine. Fatigue was noted initially, related to all-

night study of Bacchus with local barmaids. Class-

room narcolepsy soon followed, and a local univer-

sity health service prescribed vitamin E and ab-

|

stinence of all sorts.

He was seen again at the time of anatomy finals,

but a complaint could not be elicited, as he in-

stead recited the course and relations of the me-

dian nerve. He was treated acutely with intra-

l venous vitamin E, and returned to his books. On
admission he was logorrheic, and was noted to drool

and issue guttural noises at shapely females in

white uniforms.

The temperature was 20°C, the pulse 37, and

the respirations 5. On examination slight alopecia

and pronounced suborbital tissue swellings were

noted. There was increased resonance to cranial

percussion. Positive bifrontal transillumination,

known as the “light bulb sign,” was obtained. Gaze

was divergent except in the presence of the shapely

uniformed females. He responded to all questions

with the differential diagnosis of dyspareunia. Serum

IQ factor (SIQF) was 2 IU (idiot units, n =
14,000). A 24-hour urine for anxiety cofactor was

76 Bedwetting Units (n less than 5). Brain biopsy

on the 279th hospital day was positive for Jell-O.

DIFFERENTIAL DIAGNOSIS
DR. G. TCANGETIT

:
(visiting Chief Medicine

Man. Mashup Island, 156°E, 45°S): The diagnosis

here is obvious, but several questions remain. First,

is the Brown Program in Medicine a medical

schcci? I am very much confused by the name. Sec-

ond, won t chronic vitamin E therapy decrease the

SIQF? Linus Apauling recently reported such a

decrease in JE (Journal of Encephalomalacia).

The symptom complex here is classic, including

fatigue, classroom narcolepsy, alopecia, suborbital

tissue swellings (known as “bags”), and logorrhea.

The treatment here is obvious, and includes imme-

diate conferral of M.D., followed by a month of q
4 hour alcohol therapy. As regards vitamin E, it

is a useful supplement, but we at the Island prefer

Regimen S, wherein 16,000 natives perform the

Mashup fertility dance on the patient’s chest. If

this fails, I send my favorite spouse to render

therapy.

CLINICAL DIAGNOSIS
•>

DR. G. ICANGETIT'S DIAGNOSIS

Obvious

PATHOLOGICAL DISCUSSION

DR. G. ICUTITUP: Obtaining adequate ma-

terial on biopsy was difficult, in light of the positive

transillumination. However, the specimen is un-

questionably Jell-O, as you can see. Micro-

scopic studies proved fruitless, but the taste-test

revealed strawberry flavor. This is diagnostic for

l he disease described above, and is associated with

long unbacchanalian nights on-call, but much per-

sonal gratification in years to come.

ANATOMICAL DIAGNOSIS

Obvious
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Editorial

BMS ’75

The Medical Department of Brown University

which began its career with high hopes in 1811, at

a time when only two other medical schools existed

in New England (Harvard and Dartmouth), came

to an abrupt end in 1827. Its new and youthful

President, The Reverend Francis Wayland, Jr., had

a vision compounded of Puritanism and Abraham

Flexner. In December of 1827 The Corporation, at

Wayland 's urging, adopted a regulation requiring

‘'that all of its officers be actual residents within the

walls of the Colleges” in order “assiduously” to

elevate themselves “to the preservation of order and

the instruction of the students or the performance

of such other duty as may belong to this station.”

Although there is good evidence that Wayland

hoped the school might continue, this action effec-

tively put it out of business. There was no way

that the general practitioners who w_re the school's

teachers could give up their practices in the com-

munity and survive.

In 1826, the last year in which M.D. degrees

were awarded, there were five graduates-in-course,

while a few others received degrees belatedly. One

member of the class was the distinguished Elisha

Bartlett.

Although Usher Parsons, a professor of Surgery

and Anatomy in the old school, wrote in 1859 that

“the proximity of medical schools in Boston, New
Haven, and Pittsfield” would “always prevent the

growth and success of one in Rhode Island,” hopes

for a revival lingered on. Professor William Gaum-

mell, at the opening of Rhode Island Hospital in

1868, expressed the hope that there might yet be

a medical school “associated with our university, as

there used to be some forty years ago.’’ In 1879

Doctor Charles Parsons, son of Usher, wrote:

“whether this city, the second in New England,

shall become the seat of such a school must depend

very much on the zeal, persistence, and ability of

its physicians.” He believed that the liberal spirit

of the University gave “assurance that it would

welcome the addition of a medical school to its

other departments, if the community and the pro-

fession should be ready to demand it.” Finally, in

an address before the Rhode Island Medical So-

ciety in 1899, William Osier expounded this view:

“The existing conditions in Providence are

singularly favorable for a small first-class school.

Here are college laboratories of physics, chem-

istry, and biology, and modern hospitals with

three hundred beds. What is lacking? Neither

zeal, persistence nor ability on the part of the

physicians (obviously quoting from Professor

Parsons’ comments of twenty years before), but

a general donation to the University of a mil-

lion dollars with which to equip and endow labor-

atories of anatomy, physiology, pathology and

hygiene. These alone are lacking; the money

should be the least difficult thing to get in this

plutocratic town. The day has come for small

medical schools in university towns with good

clinical facilities.”

Another three-quarters of a century would pass

before this hope would be realized.

We are now able to welcome into our midst the

first graduates in medicine from Brown University

in almost 150 years. We are proud and delighted

through the medium of this special issue of the

Rhode Island Medical Journal to congratulate

the Brown University Program in Medicine on its

full accreditation and the graduation of its charter

class, and to congratulate these new physicians upon

their entrance into the profession. It is particularly

appropriate to shine the spotlight on them in this

way since close to half of them have chosen to

remain in Rhode Island for their postgraduate

training. We welcome them as future colleagues in

our community. It is a token of our great interest

in them and further demonstrates the new historical

partnership in Rhode Island between the practicing

physicians of the community and formal medical

education.

May the new physicians of the class of ’75 of

BMS be the first of a host. May they prosper and

their numbers multiply.

^
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AUMEwMC Scrapbook
of Vitamin Facts & Fallacies
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The Indian fruit-eating bat, almost all monkeys, man and the

guinea pig are the only mammals whose bodies lack an enzyme
needed to synthesize ascorbic acid from glucose 1 Hence they

must obtain their vitamin C from exogenous sources.

T \

De Joinville writing about a 1 3th century crusade reported that

barber surgeons had to cut away the dead flesh from the gums
to enable people to masticate their food',' The disease he
described was probably scurvy.

The outer leaves of cabbage and brussels sprouts contain more
•vitamin C than the heads. Yet, ironically, these are often trimmed
• away by the grocer to improve appearance and enhance sales

'appeal! Many housewives trim them even more before cooking!

L

A 1965U.SDA.su rvey revealed

that American diets were lower in

vitamin C than they had been 1

0

years earlier'
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Each capsule contains

Thiamine mononitrate (B.) 15 mg
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PyrtdOune hydrochloride (B.)5 mg
Niacinamide 50 mg
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Ascorbic acid (Vitamin C) 300 mg
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each tablet,

capsule or 5 cc
teaspoonful each

of elixir Donnatal each
(23% alcohoQ No 2 Extentab

hyoscyamine sulfate 0.1 037 mg 0.1 037 mg. 0 3111 mg.

atropine sulfate 0 0194 mg 0.0194 mg. 0 0582 mg

hyoscine hydrobromide 0 0065 mg 0 0065 mg 0 0195 mg

phenobarbital (Kgr) 16 2 mg 04 gr) 32 4 mg Oi gr.) 48 6 mg

(warning may be habit forming)

Brief summary. Adverse Reactions: Blurring of vision, dry mouth

difficult urination, and flushing or dryness of the skin may occur on

higher dosage levels, rarely on usual dosage Contraindications

Glaucoma; renal or hepatic disease; obstructive uropathy (for ex-

ample, bladder neck obstruction due to prostatic hypertrophy]; or

hypersensitivity to any of the ingredients.

/1-H-DOBINS A H Robins Company Richmond Virginia 23220
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DAVID SNYDER hails from Pawtucket, R.I., and

graduated from Brown in 1971 with honors in Biomed-

ical sciences. He attended the University of Southern

California School of Medicine from 1971 to 1972 then

returned to finish medical school at Brown. He spent

three summers in research at the Marine Biological

Laboratory at Woods Hole, Massachusetts. He also

served as Captain of the Brown Varsity Sailing Team
and commodore of the Brown Yacht Club. His wife,

Marsha, is from Los Angeles and Palm Springs, Cal-

ifornia. Following an internship in medicine, Dave
plans a residency in ophthalmology at the University

of Illinois, Chicago.

Flexible Internal Medicine, Los Angeles County-Uni-

versity of Southern California Medical Center Los

Angeles, Calif.

MICHAEL GRAHAM comes from Fairlawn, New Jer-

sey and graduated from Columbia University, New
York City, in 1971. Before coming to Brown he

earned the M.M.S. degree from Rutgers Medical

School in 1973. He plans a career in the field of

pediatrics. Mike is a jazz pianist, and has many other

outside interests.

Pediatrics, Johns Hopkins Hospital, Baltimore, Md.

GOLDE DUDELL was born in Munich, Germany, and

calls Vineland, New Jersey her home town. She en-

tered Brown from high school in 1968 in the M.M.S.

program. She is particularly interested in the field of

immunology and infectious diseases.

Pediatrics, Roosevelt Hospital, New York. N.Y.

PETER FEINSTEIN is from Woodmere, Long Island,

New York. He earned his B.A. from Brown in 1972

and his M.M.S. in 1974. He was a member of Phi

Kappa Psi Fraternity and of Sigma Xi. He was also

involved in Brown Varsity Letter Wrestling as an

undergraduate. He is planning to be a surgeon, sub-

specialty unknown.

Surgery Categorical*, Montelore Hospital Center,

New York, N.Y.
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WILLIAM GEORGIS was raised in Oak Park, Illinois.

He is planning to enter the field of Plastic and Re-

constructive Surgery, and is interested in film history.

“I think it is better to be beautiful than to be good,

but ... no one is more ready than I am to acknowledge

that it is better to be gccd than to be ugly.”—Oscar

Wilde.

Surgery Categorical,* Presbyterian-St. Luke’s Medical

Center, Chicago, Illinois.

THOMAS LOGAN was born in New Castle, Pennsyl-

vania, and raised in Miami, Florida. He entered Brown
in 1967, and following graduation continued in the

Brown Program in Medicine. His family includes his

wife Judith and five-month-old son Jeremy. He is cur-

rently in an Internal Medicine sub-internship at The
Miriam Hospital and plans to settle in the Rhode
Island area.

Surgery, Rhode Island Hospital, Providence, R.I.

FAIZA FAWAZ ESTRUP was born in Lebanon and

is a naturalized U.S. citizen living with her husband

Peder, a professor at Brown. She holds a Ph.D. in

biophysics from Yale University, has done research in

molecular biology and biophysics at the Massachusetts

General Hospital, was a postdoctoral research fellow

at the University of Geneva, worked as a research

biophysicist at the Bell Telephone Labs, and was a

senior research associate at Haverford College and at

Brown. She is a member of Sigma Pi Sigma and

Sigma Xi societies, the Biophysical Society, and the

A.A.A.S. Her plans for the future are to combine the

pratcice of medicine with teaching and research.

Internal Medicine, Rhode Island Hospital, Providence,

R.I.

HORACE MARTIN not only has lived in Pawtucket,

R.I. for the last thirty years, but has received all of

his medical training within the confines of the bor-

ders of this state. He earned I is B.S. from Providence

College, his M.S. from the University of Rhode Island,

and his M.D. from Brown. He plans to do a residency

in Clinical Pathology at the Rhode Island Hospifa .

Clinical Pathology, Rhode Island Hospital, Providence,

R.I.
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A native of West Hartford, Connecticut, PETER Le-

WITT entered the Brown Medical Science program in

1968, receiving a B.A. in 1972 and the M.M.S. in 1975.

His research interests include folate metabolism and

chemotherapy, and career interests are in internal

medicine, destination unknown. While at Brown, his

activities included the Faunce House Board of Gover-

nors, Resident Fellow Program, and the Medical Cur-

riculum Committee.

Internal Medicine, Philadelphia General Hospital. Phil-

adelphia, Pa.

GLENN MITCHELL was born in Guilford, Connec-

ticut, and first came to Brown in 1963. After earning

degrees in engineering and physics and spending three

years in teaching and research, he returned to Rhode

Island permanently. His interests are the brain, sur-

gery, and Valerie. “From the brain, and from the

brain only, arise our pleasures, joys, laughter, and

jests, as well as our sorrows, pains, griefs, and tears.”

— Hippocrates.

Surgery, Rhode Island Hospital, Providence, R.I.

VALERIE PARISI MITCHELL lived in Brooklyn,

Xew York until 1968 when she came to Brown. Now,
with a career in Obstetrics and Gynecology, she is

going to remain a Rhode Islander. “The history of

man for the nine months preceding birth would, prob-

ably, be far more interesting and contain events of

greater moment than all the three score and ten that

follow.” — Coleridge.

Surgery, Rhode Island Hospital, Providence, R.I.

ROBERT CASTELLAN came from a lifetime home-

town of Media, Pennsylvania to enter Brown’s M.M.S.

program in 1968. He plans to complete a residency in

Internal Medicine in the Northeast corner of the

LT.S., where he and his wife Susan want to settle,

“. . . comfort always.”

Internal Medicine, Rochester General Hospital, Ro-

chester, N.Y.
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MARCIA LEONARD, from Westport, Connecticut,

entered Brown a freshman in the M.M.S. program.

As a student she explored health care delivery in

hospital emergency rooms, and did research involving

physiological applications of computer models. She

received her M.M.S. in 1974, with a thesis entitled

“A Fortran Model of Human Acid Base Balance Reg-

ulatory Mechanisms.” She is planning a future in

pediatrics.

Pediatrics, University of Connecticut Affiliated Hos-

pitals, Hartford, Conn.

EDWIN ZALNERAITIS comes from Boylston, Massa-

chusetts and earned his B.A. in biology from The
College of the Holy Cross in 1970. While at Brown,

his research, under the guidance of Dr. Stanley Aron-

son, led him to plan a career in pediatric neurology

with special training in neuromuscular disease. “The
grand essentials to happiness in this life an* some-

thing to do, something to love, and something to hope

for.” — Joseph Addison.

Pediatrics, The Children’s Hospital Medical Center,

Boston, Mass.

JONATHAN CELL was born in New York City, hut

calls Lake Oswego, Oregon and Highland Park, Illin-

ois his home towns. He plans to enter a private prac-

tice in internal medicine and rheumatology. His special

interests include research in nucleotide metabolism and

high pressure liquid chromatography, fishing, science

fiction, metaphysics, and moral philosophy. “I ought,

therefore I can.” — Immanuel Kant.

Internal Medicine, Boston University Hospitals. Bos-

ton, Mass.

CHRISTOPHER MORIN, from Boston, Massachusetts,

came to Brown after graduating from The College of

the Holy Cross in 1970. While a medical student, he

served as an advisor for the designing, building, and

equipping of a rescue truck for the city of North

Providence, where he lives with his wife, Kathleen,

and daughter, Colleen. He also served on the Brown
University Committee for Emergency Coronary Care.

His plans include a surgical residency and a career in

either general surgery or pediatric surgery.

Surgery, Massachusetts General Hospital, Boston,

Mass.
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ANTHONY CALDAMONE and his wife Barbara

are homespun products of Providence, After attending

LaSalle Academy, Tony entered the Brown Medical

Program. Sailing, squash, and tennis take up most of

his spare time. He has earned the M.M.S. degree with

research work on the autonomic renal innervation. He
has been a class representative to the Medical Student

Council for the past three years and has served on

numerous committees, including tie M.D. Curriculum

Committee. After training he plans to blend a prac-

tice of pediatric surgery and academics in New Eng-

land. “No one is allowed to put his mother into the

stove because he desires to know how long an adult

woman will survive at a temperature of 500F, no

matter how important or interesting that particular

addition to the store of human knowledge may be.”

—

G. B. Shaw.

Surgery, Strong Memorial Hospital. Rochester, N.Y.

JAMES LYNCH is from New Canaan, Connecticut,

and came to Brown in 1967. He is interested in many

sports, and has served as President of the Medical

Student Council. He enjoys the guitar and often ac-

companies Mass at Manning Chapel on the Brown

campus. Jim has done research work in surgery and

plans to enter pediatric surgery following a general

surgical residency.

Surgery, Rhode Island Hospital, Providence, R.T.
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ON THE FUTURE OF MEDICAL
EDUCATION

(Concluded from page 227)

if. will bis necessary for a greater number of phy-

sicians to depart from traditional medical roles

if they intend to continue to oversee and to co-

ordinate the entirety of health care in the United

States. Physicians will tenter government and in-

dustry to be responsible for health care legisla-

tion, research priorities, rnd funding; writing and

journalism to keep the public informed; the so-

cial sciences to develop new delivery systems; and

education in its mere general aspects, to determine

the direction medical and the collective pre-medical

and post-graduate programs will take in response

to the above concerns. Clearly these physicians

would not be leaving medicine after graduation,

as feared, but only joining the ranks of a greatly

expanded, non-traditional medical care system

providing maximum flexibility and responsiveness.

In conclusion, it appears that medical science

will soon be demarcated into the engineering, pro-

duction, and distribution or delivery functions.

Medical education must be restructured to pro-

vide adequate preparation for individuals entering

all aspects of this system. I believe that the spe-

cialized education and preparation which is cur-

rently prevalent must give way to a diversity and

variety which will provide training that is more

appropriate and successful, both for the physician

and for society.

REFERENCES
'Durkheim, Emile: Sociology and Philosophy. N. Y.:

The Free Press, 1974.
2Edwards, Charles C.: “The Federal Involvement in

Health: Current Problems and Future Needs.”
The New England Journal of Medicine, 292(11)
559-562 (1975).

3Ortega y Gasset, Jose: History as a System. N.Y.:
The Norton Library, 1972.

4Leuchtenberg, William E.: A Troubled Feast;
American Society Since 1945. Boston: Little, Brown
and Co., 1973.

5Spiro, Howard M.: “Visceral Viewpoints: My King-
dom for a Camera”: The New England Journal of

Medicine, 291(20) 1070-1072 (1974).
6Stimmel, Barry: “The ‘Crisis’ in Medical Educa-
tion.” Annals of Internal Medicine, 79:119-123
(1973).

7Thcmas, Lewis: The Lives of a Cell. N.Y.: The
Viking Press, 1974.

8Toffler, Alvin: Future Shock. N.Y.: Bantam Books,
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z
ONE SENTENCE ESSAY

The lack of money is the root of all evil.

. . . Anon.

Mr. Levi Adams

Dr. George (Erik) Erikson
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Postgraduate Training Plans: Class Of 1975

ARAM ARABIAN — Internal Medicine, location

undecided

CHARLES BAREHAM — Flexible Medical In-

ternship, Portsmouth Naval Hospital, Ports-

mouth, Ya.

GEOFFREY BERG — Internal Medicine. Roger

Williams General Hospital, Providence, R. I.

MARK BLUMENKRAXZ — Surgery, Stanford

University Hospital. Palo Alto, CA.

STUART BOE — Internal Medicine. Rhode Is-

land Hospital. Providence, RI

ANTHONY CALDAMOXE — Surgery, Strong

Memoiial Hospital, Rochester, NY
ROBERT CASTELLAN — Internal Medicine,

Rochester General Hospital. Rochester, NY
REID COLEMAN — Internal Medicine. The Mi-

riam Hospital, Providence, RI

EDWARD COLLINS — Pediatrics, Rhode Island

Hospital, Providence, RI

ELIZABETH CORRIGAN — Internal Medicine.

Rhode Island Hospital, Providence, Rt

BRENT DAYIS — Internal Medicine, Roger Wil-

liams General Hospital, Providence, RI

DONALD DEROLF — Family Practice, Pawtuc-

ket Memorial Hospital, Pawtucket, RI

JOSEPH DiLC'RENZO -— Internal Medicine,

Roger Williams General Hospital, Providence.

RI

CHARLES DOOLITTLE — Internal Medicine,

Roger Williams General Hospital, Providence,

RI

GOLDE DUDELL — Pediatrics, Roosevelt Hos-

pital, New York, NY
DEAN EFFLER -— Pediatrics, Rhode Island Hos-

pital, Providence, RI

Dr. Fred Barnes

JONATHAN ELION — Internal Medicine Cate-

gorical*, University Hospitals, Madison, WI
FAIZA ESTRUP — Internal Medicine, Rhode Is-

land Hospital, Providence, RI

PETER FEINSTEIN — Surgery Categorical*,

Montefiore Hospital Center, New York, NY
JONATHAN GELL —- Internal Medicine, Boston

University Hospitals, Boston, MA
WILLIAM GEORGIS — Surgery Categorical*,

Presbyterian-St. Luke’s Medical Center, Chicago.

IL

MICHAEL GRAHAM — Pediatrics, Johns Hop-

kins Hospital. Baltimore, MD
WILLIAM GRAHAM — Internal Medicine, Rhode

Island Hospital, Providence, RI
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ALAN GREENGLASS—Internal Medicine, Wash-

ington Hospital Center, Washington, DC
RICHARD HARBISON — Pediatrics. David

Grant Medical Center (Travis ApB), Fairfield.

CA
JEFFREY HERGENRATHER — Flexible In-

ternal Medicine, Medical College of South Caro-

lina Hospitals, Spartanburg, SC
LOUIS HOGREFE — Family Practice, Sioux Falls

Family Practice Program, Sioux Falls, SD
JOHN HORNEFF — Pathology, University of

Chicago Hospital and Clinics, Chjpago, IL

ARTHUR HORWICH — Pediatrics, Yale-New

Haven Medical Center, New Haven, CT
JANE JOINER — Internal Medicine, St. Eliza-

beth’s Hospital, Boston, MA
PARDON KENNEY—Surgery, Rhode Island Hos-

pital, Providence, RI

CHARLES KESSLER — Internal Medicine, Fres-

byterian-St. Luke’s Medical Center, Chicago, IL

PETER LeWITT — Internal Medicine, Philadel-

phia General Hospital, Philadelphia, PA
MARCIA LEONARD — Pediatricp, University of

Connecticut Affiliated Hospitals, Hartford, CT
NORMA LERNER —

- Pediatrics, Boston City

Hospital, Boston, MA

Boutin flic Dii/tLopmenr.

May, 1975

‘K

Glenn Mitchell, Valerie Mitchell, Donald Nenno, and

Jane Joiner

TOM LOGAN — Surgery, Rhode Island Hospital,

Providence, RI

JAMES LYNCH — Surgery, Rhode Island Hos-

pital, Providence, RI

HORACE MARTIN — Clinical Pathology, Rhode

Island Jiospital, Providence, RI

ROBERT MEYER — Internal Medicine, The Mi-

riam Hospital, Providence, RI

MARY L,YNN MILLER — Internal Medicine,

Roger Williams General Hospital, Providence,

RI

GLENN MITCHELL — Surgery, Rhode Island

Hospital, Providence, RI

VALERIE MITCHELL — Surgery, Rhode Island

Hospital, Providence, RI

CHRISTOPHER MORIN — Surgery, Massachu-

setts General Hospital, Boston, MA
PATRICIA MYSKOWSKI — Internal Medicine,

Rochester General Hospital, Rochester, NY
DONALD NENNO — Surgical Categorical*,

Rhode Island Hospital, Providence, RI
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PAUL von OEYEN — Obstetrics-Gvnerology,

The New York Hospital, New York, NY
KATHLEEN OHARA — Pediatrics, Los Angeles

County-University of Southern California Medi-

cal Center, Los .Angeles, CA
MARK ROSEN — Internal Medicine, Mount Si-

nai Hospital, New York, NY
LEON ROSENBERG - Internal Medicine, Vir-

ginia Commonwealth University Hospitals, Rich-

mond, VA
BONNIE SAKS Internal Medicine, Montefiore

Hospital Center, New York, NY
MAURA SANTANGELO — Internal Medicine,

Roger Williams General Hospital, Providence,

RI

MICHAEL SHAFER — Internal Medicine, Mi-

riam Hospital, Providence, RI

DANIEL SMALL — Internal Medicine, Roger

Williams General Hospital, Providence, RI

DAVID SNYDER — Flexible Internal Medicine,

Los Angeles County-University of Southern Cal-

ifornia Medical Center, Los Angeles, CA
ROBERT STARZAK — Pediatrics, Los Angeles

County-University of Southern California Medi-

cal Center, Los Angeles, CA
MARILYN STEARNS — Pediatrics, Rhode Is-

land Hospital, Providence, RI

ALEXANDER SWISTEL — Surgery, St. Luke’s

Hospital, New York, NY
EDWIN ZALNERAITIS — Pediatrics, The Chil-

dren's Hospital Medical Center, Boston, ALA

t-

Dr. Nelson Fausto

Dr. Boris Rotman
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disruptive anxiety usually meets its match here.

)ften effective when reassurance and counseling are insufficient.

Three dosage strengths to meet most therapeutic needs.

ifore prescribing, please consult complete
ri jet information, a summary of which
j| ns:

dications: Relief of anxiety and tension

e rring alone or accompanying various

i:ase states.

mtraindications: Patients with known
iy. rsensitivity to the drug.

arnings: Caution patients about possible

opined effects with alcohol and other CNS
s essants. As with all CNS-acting drugs,

a ion patients against hazardous occupa-
ic . requiring complete mental alertness

e ,
operating machinery, driving). Though

ihical and psychological dependence have
a!y been reported on recommended doses,

is caution in administering to addiction-

jr <e individuals or those who might increase
luge; withdrawal symptoms (including

c ulsions), following discontinuation of the
ir

;
and similar to those seen with barbitu-

as, have been reported. Use of any drug in

)r;nancy, lactation, or in women of child-

x ing age requires that its potential benefits
if weighed against its possible hazards,
recautions:

RAi: In the elderly and debilitated and in

:i dren over six, limit to smallest effective

T age (initially 10 mg or less per day) to

p lude ataxia or oversedation, increasing

g iually as needed and tolerated. Not recom-
rr ided in children under six.

'UECTABiE: Keep patients under observa-

,
preferably in bed, up to three hours after

al injection; forbid ambulatory patients to

rate vehicle following injection; do not
3' linister to patients in shock or comatose

es; use reduced dosage (usually 25 to 50
n for the elderly or debilitated and for

c dren age twelve or older.
Ral and INJECTABLE: Though generally

r
; recommended, if combination therapy
a i other psychotropics seems indicated,
c afully consider individual pharmacologic
e cts, particularly in use of potentiating
' jpounds such as MAO inhibitors and
c nothiazines. Observe usual precautions in

dsence of impaired renal or hepatic func-
tji. Paradoxical reactions (e.g., excitement,
snulation and acute rage) have been
norted in psychiatric patients and hyper-
a ve aggressive children. Employ usual

precautions in treatment of anxiety states
with evidence of impending depression;
suicidal tendencies may be present and pro-
tective measures necessary. Variable effects
on blood coagulation have been reported very
rarely in patients receiving the drug and oral

anticoagulants; causal relationship has not
been established clinically.

Adverse Reactions: Drowsiness, ataxia and
confusion may occur, especially in the elderly
and debilitated. These are reversible in most
instances by proper dosage adjustment, but
are also occasionally observed at the lower
dosage ranges. In a few instances syncope
has been reported. Also encountered are
isolated instances of skin eruptions, edema,
minor menstrual irregularities, nausea and
constipation, extrapyramidal symptoms,
increased and decreased libido— all infrequent
and generally controlled with dosage reduc-

tion; changes in EEG patterns (low-voltage
fast activity) may appear during and after
treatment; blood dyscrasias (including agran-
ulocytosis), jaundice and hepatic dysfunction
have been reported occasionally, making
periodic blood counts and liver function tests
advisable during protracted therapy.

With the injectable form, isolated instances
of hypotension, tachycardia and blurred vision
have been reported; also hypotension asso-
ciated with spinal anesthesia, and pain
following I.M. injection.

Usual Daily Dosage: Individualize for maxi-
mum beneficial effects. Oral: Adults: Mild and
moderate anxiety and tension, 5 or 10 mg
t.i.d. or q.i.d.-, severe states, 20 or 25 mg t.i.d.

or q.I.d. Geriatric patients: 5 mg b.i.d. to q.i.d.

(See Precautions.)
For Parenteral Administration: Should be

individualized according to diagnosis and
response. While 300 mg may be given during
a 6-hour period, do not exceed this dose in

any 24-hour period. To control acute condi-
tions rapidly, the usual initial adult dose is

50 to 100 mg I.M. or I.V. Subsequent treat-
ment, if necessary, may be given orally.

(See Precautions.)
Supplied:
Oral: Librium® (chlordiazepoxide HCI)

Capsules— 5 mg, 10 mg, 25 mg— bottles of 100
and 500; Tel-E-Dose® packages of 100; Pre-
scription Paks of 50, available singly and in

trays of 10.

Libritabs® (chlordiazepoxide) Tablets—
5 mg, 10 mg and 25 mg—bottles of 100 and
500.

Injectable: Librium® (chlordiazepoxide
HCI) Ampuls— Duplex package consisting of

a 5-ml dry-filled ampul containing 100 mg
chlordiazepoxide HCI in dry crystalline form,
and a 2-ml ampul of Special Intramuscular
Diluent (for I.M. administration). Before pre-

paring solution for I.M. or I.V. administration,
please consult package insert for instructions
on preparation and administration of solu-
tions. Boxes of 10.

Roche Laboratories
Division of Hoffmann-La Roche Inc.

Nutley, New Jersey 07110

Librium
(chlordiazepoxideHCI)

5mg,10 mg,
25mg capsules

ease see following page.



Disruptive anxiety usually meets its match her

ROCHE

Librium
(chlordiazepoxide HC1)

5 mg, 10 mg,

25mg capsules

Please see preceding page for summary of product information.





Bothofte

Predominant

• psychoneurotic
anxiety

Associated

• depressive

symptoms

Before prescribing, please consult com-
plete product information, a summary of

which follows:

Indications: Tension and anxiety states;

somatic complaints which are concomi-
tants of emotional factors; psychoneurotic

states manifested by tension, anxiety, ap-

prehension, fatigue, depressive symptoms
or agitation; symptomatic relief of acute

agitation, tremor, delirium tremens and
hallucinosis due to acute alcohol with-

drawal; adjunctively in skeletal muscle
spasm due to reflex spasm to local pathol-

ogy, spasticity caused by upper motor

neuron disorders, athetosis, stiff-man syn-

drome, convulsive disorders (not for sole

therapy).

Contraindicated: Known hypersensitivity

to the drug. Children under 6 months of

age. Acute narrow angle glaucoma; may
be used in patients with open angle glau-

coma who are receiving appropriate

therapy.

Warnings: Not of value in psychotic pa-

tients. Caution against hazardous occupa-

tions requiring complete mental alertness.

When used adjunctively in convulsive dis-

orders, possibility of increase in frecsnc)

and/or severity of grand mal seizure,'ha)

require increased dosage of standar in'

convulsant medication; abrupt withcfwal

may be associated with temporary ir

crease in frequency and/or severity

seizures. Advise against simultaneous-

gestion of alcohol and other CNS de; :s-

sants. Withdrawal symptoms (simila

o

those with barbiturates and alcohol 1 ave

occurred following abrupt discontim nc

(convulsions, tremor, abdominal am nu-

de cramps, vomiting and sweating) .eep

addiction-prone individuals under c.iful



According to her major

nptoms, she is a psychoneu-

ic patient with severe

xiety. But according to the

scription she gives of her

lings, part of the problem

iy sound like depression,

is is because her problem,

hough primarily one of ex-

;sive anxiety, is often accom-

nied by depressive symptom-
>logy. Valium (diazepam)

1 provide relief for both—as

excessive anxiety is re-

ved, the depressive symp-
ns associated with it are also

en relieved.

There are other advan-

;es in using Valium for the

inagement of psychoneu-
ic anxiety with secondary

jressive symptoms: the

/chotherapeutic effect of

lium is pronounced and
)id. This means that im-

)vement is usually apparent

in the patient within a few
days rather than in a week or

two, although it may take

longer in some patients. In ad-

dition, Valium (diazepam) is

generally well tolerated; as

with most CNS-acting agents,

caution patients against haz-

ardous occupations requiring

complete mental alertness.

Also, because the psycho-

neurotic patient’s symptoms
are often intensified at bed-

time, Valium can offer an addi-

tional benefit. An h.s. dose

added to the b.i.d. or t.i.d.

treatment regimen can relieve

the excessive anxiety and asso-

ciated depressive symptoms
and thus encourage a more
restful night’s sleep.

in psychoneurotic

anxiety states

with associated

depressive symptoms

WiunT
(diazepam)
2-mg, 5-mg, 10-mg tablets

veillance because of their predisposi-

n to habituation and dependence. In

ignancy, lactation or women of child-

iring age, weigh potential benefit
sinst possible hazard,

icautions: If combined with other psy-
otropics or anticonvulsants, consider
efully pharmacology of agents em-
yed; drugs such as phenothiazines,
cotics, barbiturates, MAO inhibitors

f other antidepressants may potentiate
action. Usual precautions indicated in

ients severely depressed, or with latent

iression, or with suicidal tendencies.

Observe usual precautions in impaired
renal or hepatic function. Limit dosage to

smallest effective amount in elderly and
debilitated to preclude ataxia or over-

sedation.

Side Effects: Drowsiness, confusion, diplo-

pia, hypotension, changes in libido, nausea,
fatigue, depression, dysarthria, jaundice,

skin rash, ataxia, constipation, headache,
incontinence, changes in salivation,

slurred speech, tremor, vertigo, urinary

retention, blurred vision. Paradoxical re-

actions such as acute hyperexcited states,

anxiety, hallucinations, increased muscle

spasticity, insomnia, rage, sleep disturb-

ances, stimulation have been reported;

should these occur, discontinue drug. Iso-

lated reports of neutropenia, jaundice;

periodic blood counts and liver function

tests advisable during long-term therapy.

Roche Laboratories
Division of Hoffmann-La Roche Inc.
Nutley. New Jersey 07110
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•‘LET COMMON SENSE RETURN
There is a serious malpractice insurance crisis

in Rhode Island as we are all aware from the

events in the past few weeks. Our greatest concern

is for our patients and the increased medical costs

they must face if the present crisis is not alle-

viated. Rhode Island has always been a leader

in the health care field and again, as in the days

of John Fogarty, is rising to meet the challenge

of “quality health care at a reasonable cost.”

There are two basic problems: firstly, the

sharply escalating malpractice insurance premiums

and the need for remedial legislation to restrain

them; and secondly, the mandatory change in

these policies from “occurrence” to the “claims-

made” concept on the part of one insurance com-

pany with the doctor having no alternative choice

available.

Taking the short-term immediate “crisis” first,

the basic objection to “claims-made” policies is

that the physician must purchase a three-year

reporting endorsement after they cease to be cov-

ered by the insurance company, whether by mov-

ing, changing carriers, dying, or retiring. The

cost of this terminal premium is projected at

159 per cent of the last annual premium. Under

the “occurrence” coverage, a physician was auto-

matically covered without any additional pre-

miums. If a doctor should die, under “claims-

made” concept his spouse must purchase the three

year endorsement within 30 days to be protected

from a future claim. This means an expenditure

of $19,500 if the last premium was $13,000. If a

physician moves to another state where “claims-

made” is not sold or the insurance company were

to leave Rhode Island, the physician would be

paying double premiums for the next three years.

Many physicians find this “claims-made” con-

cept completely unacceptable and would be will-

ing to pay even higher rates to continue on the

“occurrence” basis until remedial legislation has

been enacted to control these rates and allow

competitive selling of policies to re-enter the in-

surance industry.

Comprehensive remedial legislation is now being

considered by the Governor’s Task Force on Mal-

practice and modifications, alterations, or sub-

stitutions for the present court-jury system will

be investigated in an effort to reduce the cost

of litigating professional liability suits and the

TO MALPRACTICE INSURANCE”
incidence of excessive and irresponsible judg-

ments. This legislation must effect changes in the

sjstem in the following areas:

1 ) Reduce the statute of limitations to

a realistic figure of lj/j to 2 years and slightly

longer in infancy cases.

2 )
Permit a jury to receive evidence of col-

lateral sources of compensation and structure

awards to cover predicted actual expenses of the

patient for as long as necessary.

3) Define more precisely the doctrine of '‘In-

formed Consent” and abolish “res ipsa loquitor.”

4) Modify the contingency fees so that

the patient gets more than 16 per cent of the

premium dollar.

5 ) Allow the medical profession to exercise peer

review and to discipline its own members to in-

clude limiting, suspending or revoking licensure,

and to order remedial education where necessary.

6) Eliminate the ad damnum clause and have

a maximum limit on monetary awards.

7 ) Establish arbitration panels to assist negli-

gence claims and screen out frivolous or nuisance

claims before large amounts of money are spent on

proving them worthless.

Why is it important that the Task Force thor-

oughly study these and other facets of the prob-

lem and recommend remedial legislation at the

earliest possible time? So that doctors can think

less about “defensive medicine” and more about

the patient’s illness; so that older physicians will

not be forced into early retirement; and so that

new doctors can enter this state to practice with

the knowledge that reasonable insurance coverage

is available to them.

We must find a solution to this malpractice

insurance crisis as soon as possible for the good

of our citizens and optimal medical care. The

cooperation that has been shown by all concerned

parties and the leadership exhibited by the execu-

tive and legislative branches of our State Govern-

ment should show Rhode Islanders that we are

still leaders in obtaining “quality health care at

a reasonable cost.”

Let us get back to taking care of sick people!

Stephen J. Hoye, m.d.

President

Rhode Island Medical Society

President’s Page 243
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Ikweightofscientific opinion
If the pharmacist substituted a

i mically equivalent drug for the

>
you have specified for your

i ient—could you be certain of that

> duct’s safety and effectiveness

i ply because the chemical content

v the same?

Definitely not, unless bio-

x ivalence tests and other quality

that ostensibly equivalent drug prod-

ucts are, in fact, equivalent in bio-

availability.

DRUGb/oequivalence

/•

irance checks had been conducted,

r pharmaceutical industry and

ny scientists have maintained this

x ition for years, but others have

|i stioned it. Now the Office of

Gihnology Assessment of the

Agress of the United States has ~

e arted on the issue in its Drug
f equivalence Study.*

Here are a few definitive state*

:
#

its in the O.T.A. report:

...the problem of bioinequiva-

^y in chemically equivalent prod-

; is a real one. Since the studies in

jch lack of bioequivalence was

jionstrated involved marketed

lucts that met current compen-

I
standards, these documented in-

Ices constitute unequivocal

fence that neither the present

(idards for testing the finished

luct nor the specifications for

jerials, manufacturing process,

controls are adequate to ensure

“While these therapeutic fail-

ures resulting from problems of bio-

availability were recognized and

well documented, it is entirely possi-

ble that other therapeutic failures

and/ or instances of toxicity that had

a similar basis have escaped

attention.”

The Pharmaceutical Manufac-

turers Association supports federal

legislative amendments that would

require manufacturers of duplicate

prescription pharmaceutical prod-

ucts, subject to new drug procedures,

to document:

(a) chemical equivalence; and

(b) biological equivalence, where
bioavailability test methods have

been validated as a reliable means
of assuring clinical equivalence; or

(c) where such validation is not

possible, therapeutic equivalence.

In addition, the PMA supports

federal legislation that would require

certification of all manufacturers of

prescription products before they

could start in business, annual in-

spections and certification thereafter,

and strict adherence to FDA regula-

tions on good manufacturing

I
practices.

The overall quality of the

United States drug supply is excel-

lent. But only a total quality assur-

ance program, envisaged in these and

other policy positions adopted by the

PMA Board of Directors in 1974,

can bring about acceptable levels of

performance by all prescription drug

manufacturers and thereby assure the

integrity of your prescription . .

.

Pharmaceutical Manufacturers

Association

1155 Fifteenth Street, N.W
Washington, D.C. 20005

*Copies of the complete report on Drug
Bioequivalence may be obtained from the

Superintendent of Documents, U.S.

Government Printing Office, Washington,

D.C. 20402.

rotectingthe

ntegrityof.
fourprescription



Address

City State Zip

Or a simple note on your prescription form will do.

or similar malady

Use i-Soyalac.

i-Soyalac and regular Soyalac are palatable, readily

digestible and assimilated. It

simulates human milk in ap-

pearance, taste and texture. •> Jr

It is complete with vitamins r ^
and minerals. It is suitable for

infants and children who are sensitive

to or cannot tolerate cow’s milk.

For nearly a quarter of a century, Soyalac has proven

its value in promoting growth and development

as shown by extensive clinical data.

Available in four forms: i-Soyalac Concentrated,

Soyalac Concentrated, Soyalac Ready-to-

Serve, and Soyalac Powder.

i-Soyalac from isolated protein without corn.

Send to: Loma Linda Foods

Medical Products Division

Riverside, Calif. 92505

Please send me free sample and literature.

Name

Help
slop the tears

of colic, diarrhea



Book Reviews

THE POISIONED PATIENT-. The Role of the

Laboratory. Ciba Foundation Symposium 26

(new series). Amsterdam, Associated Scientific

Publishers, 1974.

An international group of clinicians and labora-

tory workers with such evocative names as New-

ton, Beckett, and Sunshine discuss today’s sophis-

ticated laboratory techniques, which they evaluate

as 107 times better than those of 20 years ago, en-

abling the measurement of very low tissue levels of

drugs.

The detection of drugs in body tissues today is

possible through a multiplicity of methods, i.e.,

luminescence, mass ultraviolet and infra-red spec-

trometry, gas chromotography, radioisotope assay,

the ingenious innovative approach of immunoassay,

and, of course, one must not forget the morbid

anatomist.

Metabolite levels resulting from the combination

of 2 or more drugs may be obtained now which are

helping us to understand their effects in illness

which may sometimes be iatrogenic in origin. The

many interactions of common barbiturates such as

in lowering tricyclic levels and enhancing the me-

tabolism of methyldopa are an example. The com-

plexity of these interactions is underlined in a dis-

cussion of physostigmine, a general central stimu-

lant, in which it is thought its action as an antidote

in the treatment of tricyclic antidepressant over-

dosage may result from its reversal of the anti-

cholinergic effects of the tricyclic drugs.

Of interest to the physician practicing occupa-

tional medicine is the frequent requirement by gov-

ernment and some corporations for urine narcotic

screening in pre-placement examinations. Screening

will also be increasingly necessary in medical sur-

veillance for those employees who must deal with

toxic substances in their work.

The indications for what the panel participants

term as most often misguided hemodialysis and

forced alkaline diuresis are discussed in what they

deem to be the few instances of clear reduction of

morbidity in poisoned patients. One in a 1.000

such patients in an Edinburgh study were found to

have responded positively to these regimens. “The

treatment was a success but the patient died.”

CIBA continues its production of excellent medi-

cal publications with this symposium, which will be

a valuable reference for emergency room and lab-

oratory colleagues.

G. F. Monahan, M.D.

Medical Director

General Electric Co., R.I.

* * *

HANDBOOK OF POISONING: Diagnosis and

Treatment by Robert H. Dreisbach. Los Altos,

California, Lange Medical Publications, 1974.

Eighth Edition. $6.50

Lucretia Borgia and all but a very few physicians

would find this concise little gem of a handbook

useful. Sections covered are: emergency diagnosis

and management; agricultural poisons; cosmetic

and medical poisons; insect, marine animal, reptile,

and plant hazards; medical-legal responsibilities in

poisonings, and of special interest to those of us

with industry, industrial hazards. In view of the

extensive use of cyanide throughout Rhode Island

industiy, it behooves the occupational physician to

familiarize himself with that section.

Physicians, especially those who practice in emer-

gency rooms, should have this valuable book at

hand. “Infinite riches in a little room.”

G. F. Monahan, M.D.

Medical Director

General Electric Co., R.I.

Attractive & Functional Offices

Division of National Office Supply Co.

u

Designers & Suppliers of Offices

36 Branch Avenue Providence, R. I. 02904

(Jet. No. Main St.t GAspee 1-5228
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NOTICE

MEMBERS OF A.C.S.

MEMBERS OF A.M.A.

Can get the "right answers"

about recent changes, and

how they may be affected,

by writing or 'phoning to:

R. A. DEROSIER AGENCY

215 Waterman Avenue

East Providence, Rhode Island

Tel. 438-0660

HEALTH HAVENS
A SKILLED NURSING HOME
MEDICARE PARTICIPATING

Registered Professional Nurses On All Shifts

Dietician Physiotherapist

Organized But Open Medical Staff

Ethically Managed

100 Wcimpanoag Trail East Providence

Tel. 438-4275

JCAH Accredited

ATTENTION:

Doctors and Nurses

Here's a way to preserve any picture, di-

ploma, certificate, etc. forever. Just by calling

or writing to:

LAMINATING UNLIMITED

1 492 Park Avenue

Cranston, R. I. 02920

(401) 943-1884

PROFESSIONAL OFFICE SPACE FOR RENT

(In planning stage, for completion

Spring, 1976)

APPROXIMATELY 2,000 SQ. FT.

BROADWAY, PROVIDENCE

For Details:

Contact Joseph DiZoglio, M.D.
Edward Cardil o, M.D.
358 Broadway
Providence, Rl

Tel. JA 1-2030

FOR SALE - CHALET
NORTH WOODSTOCK, N. H.

(Near Franconia Notch)

4 Bedrooms, Living Room with Fireplace, 2 Full

Baths, Kitchen, Furnished — 1 Acre S te with

Panoramic View.

Owner will finance — Excellent tax shelter —

Owner will sacrifice.

Weekdays 272-2900
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IFYOU'RE
SELF-EMPLOYED:
•How not to paytaxes on up to $7500
with an INBANK retirement plan.

•How not to pay a sales commission
on your retirement plan.

•How to earn the highest interest
rate in INBANK history.
You have probably heard or read about the new law that allows the self-

employed to set aside up to 15% of earned income or $7,500 (whichever is

less) in a retirement plan. The money set aside is completely tax deductible,

and the interest earned is not currently taxable. You pay income taxes only on
receiving these funds during retirement. Then your tax bracket should be

lower because of your retired status.

You qualify for this tax break if you operate an unincorporated business.

So it’s perfect for doctors, dentists, lawyers, artists, accountants, store

owners, writers, dealers, carpenters, house painters and countless others.

• INBANK's Retirement Savings Plan.
There are two good reasons to set up your retirement plan with INBANK.
First, unlike some other banks we won’t charge you an initial fee for setting

up your plan or an annual fee for running it. And INBANK’s 7.50% six- to ten-

year investment savings plan yields 7.90% with daily compounding.

Accounts with shorter maturities and lower rates are available. The chart

shows how much money the 7.50% account will mean to you. So stop in

at any INBANK office and start your own retirement plan.

$7,500 A YEAR CAN ACCUMULATE TO

Alter

5 years

10 years

20 years

30 years

sheltered plan

With a tax- Without a tax-

sheltered plan

$ 45.912

108,135

339.436

834.195

$ 20,210

44.500

108,814

201,746

NOTE Figures assume 50% income bracket and 7 50% rate ol return

INBANK
Industrial National Bank

Something extra

Member F O I C



Fy for OVERWORKED DOCTORS

It would be rare indeed to find a physi-
cian who doesn’t put in long, tiring hours,
working in the area of death vs. life. Add
to that, the years spent in earning your
M.D., the untold hours of post-graduate
study and the nights perusing medical
literature to keep abreast of the latest

developments in your fast-changing pro-

fession.

Surely, you deserve something beyond
the satisfaction of doing your job well.

Suggestion: investigate the pleasures of

owning “The Perfect Car”. We, too, have
spent years in perfecting our techniques
of delivering to our customers cars that

have been gone over with a fine-tooth

comb. We “fit” it. Every “bug” has been

taken out, and we test-drive the car for

200 miles before delivery, thus guaran-
teeing you’ll avoid the aggravation of

squeaks, rattles, leaks, mechanical prob-

lems and just about anything which could

create dissatisfaction. We call it the

Tasca ABC Plan. It’s a major develop-

ment in satisfying customers.

Combine the Tasca ABC Plan with

great cars to start with, — Lincoln Con-
tinental, Mark IV, or the new Mercury
Monarch, and you're well on your way
to relief from the tension which comes
from doing your job so conscientiously.

You deserve The Perfect Car, — from

Tasca. No appointment necessary.

\

\



WOMAN’S AUXILIARY
Dear Doctor,

It is the aim of The Woman’s Auxiliary to the

Rhode Island Medical Society to reach the $15.00

per capita goal for the State of Rhode Island AMA-
ERF program.

The two areas that we support under this pro-

gram are:

I. THE MEDICAL SCHOOL OF YOUR CHOICE
The federal government has cut back on their

funds to the schools in spite of the demands for

expanding programs and rising costs. Therefore

YOUR SCHOOL NEEDS your SUPPORT and

HELP. Send your check to AMA-ERF BLTT ear-

mark it for your school. The Dean of your medical

school receives the AMA-ERF money without

strings attached to use as they see fit to solve their

financial problems.

II. LOAN GUARANTEE PROGRAM
A program that many of our young physicians

starting practice today have benefited from.

In this program tuition money is made available

when there is a need 1

,
to a medical student, intern,

or resident, who is a U.S. citizen enrolled in a full

time training program of an AMA approved medi-

cal school or hospital.

With your continued support and contributions

to the program, we know we will have a very suc-

cessful year.

Mrs. Daniel Calenda

AMA-ERF Chairman

Send your donations to:

MRS. DANIEL CALENDA

c/o R. I. MEDICAL SOCIETY

106 FRANCIS STREET

PROVIDENCE, R. I. 02903

Make checks payable to:

AMA - ERF

for school

ALL THE SERVICES PHYSICIANS NEED TO CARE FOR PATIENTS AT HOME

Nursing, Physical Therapy, Respiratory Therapy, Occupational Therapy,

Speech Therapy, Social Service, Nutritional Counseling, Laboratory

Services, EKG, EEG, X-Ray, Medical-Surgical Supplies and Equipment,

Medications, Meals-on-Wheels, Homemaker-Home Health Aide, and

Transportation.

WILLIAM C. HARVEY
Director

RUSSELL P. HAGER, M.D., Ph.D.

Medical Director

CALL 521-2633

ASSOCIATION of

GREATER PROVIDENCE, INC.

1 57A WATERMAN STREET PROVIDENCE, RHODE ISLAND 02906
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ALL 20 PROCEDURES

$15.00

nnd

Profile "20”

Results in

Lowering Medical Costs

Profile "20" includes the following:

CALCIUM

INORGANIC PHOSPHATE

GLUCOSE

UREA NITROGEN

UREA ACID

CHOLESTEROL

BILIRUBIN

TOTAL PROTEIN

ALBUMIN

GLOBULIN

ALK. PHOSPHATASE

LDH

SGOT

HEMOGLOBIN

HEMATOCRIT

WHITE BLOOD COUNT
RED BLOOD COUNT
MCH
MCV

MCHC

.Uopkin J WeJlcJJ.a Lora Ion
j

335 BROADWAY
PROVIDENCE, R. I. 02909 TEL. 421-3100

ANGELO VITICONTE, A. B. M. T.

DIRECTOR
ASCANIO Dl PIPPO DONALD MATTERA

Ph.. D B.S. M.T. (ASCP)

Indications: Pro-BanthTne is effective a

adjunctive therapy in the treatment of
[

ulcer. Dosage must be adjusted to the

individual.

Contraindications: Glaucoma, obstruct

disease of the gastrointestinal tract,

obstructive uropathy, intestinal atony, t

megacolon, hiatal hernia associated w
reflux esophagitis, or unstable cardiov;

adjustment in acute hemorrhage.

Warnings: Patients with severe cardiac

disease should be given this medicatio

with caution. Fever and possibly heat s

may occur due to anhidrosis.

Overdosage may cause a curare-like ac

with loss of voluntary muscle control.

For such patients prompt and continuin

artificial respiration should be applied i

the drug effect has been exhausted.

Diarrhea in an ileostomy patient may in<

obstruction, and this possibility should t

sidered before administering Pro-Banth

Precautions: Since varying degrees of i

hesitancy may be evidenced by elderly

with prostatic hypertrophy, such patienl

should be advised to micturate at the tir

of taking the medication.

Overdosage should be avoided in patier

severely ill with ulcerative colitis.

Adverse Reactions: Varying degrees of

drying of salivary secretions may occur

well as mydriasis and blurred vision. In

addition the following adverse reactions

been reported: nervousness, drowsines:

dizziness, insomnia, headache, loss of tl

sense of taste, nausea, vomiting, constij

impotence and allergic dermatitis.

Dosage and Administration: The
recommended daily dosage for adult ore

therapy is one 1 5-mg. tablet with meals i

two at bedtime. Subsequent adjustment

the patient's requirements and tolerance

must be made.

How Supplied: Pro-BanthTne is supplied

tablets of 15 and 7.5 mg., as prolonged-

acting tablets of 30 mg. and, for parente

use, as serum-type vials of 30 mg.

Searle & Co.
San Juan, Puerto Rico 00936

Address medical inquiries to: G. D. Searle & Co.
Medical Department, Box 5110, Chicago, III. 6066

SEARLE

252 Rhode Island Medical



'Antiacid”action
for ulcer patients...

one of the many thingsyou
need inan anticholinergic.

Pro-BanthTne is considered adjunctive

in total peptic ulcer therapy that may
include diet, conventional antacids,

bed rest, and other supportive measures.

Pro-BanthTne is provided in several

different dosage forms which will meet
virtually any clinical need. It is just as
versatile in filling patient needs, among
which are:

"Antiacid" action — Pro-BanthTne®
(propantheline bromide) reduces gastric

secretory volume and resting total and
free acid.

"Analgesic" action — Pro-BanthTne helps

to control the acid-spasm-pain complex.

Vigorous anticholinergic action—
Pro-BanthTne® Vials, 30 mg., are for

intramuscular or intravenous use when
prompt and vigorous anticholinergic

action is required.

Mild anticholinergic action —
Pro-BanthTne® Half Strength, 7.5 mg.
tablets, for more exact adjustment of

maintenance dosage in mild to

moderate gastrointestinal disorders.

Pro-Banthine
(propantheline bromide)

agood
option

pepticin

u cer



DYAZIDE
T| Trademark

makes sense
in edema:

® Each capsule contains 50 mg. of

Dyrenium® (brand of triamterene) and

25 mg. of hydrochlorothiazide.

Neither inconvenient,

unpalatable, expensive

potassium supplements nor

special K+ rich diets are

needed as a rule. Just

‘Dyazide’ once or twice

daily for control of edema.

Serum K+ and BUN should be

checked periodically

(see Warnings section).

Before prescribing, see complete prescribing in-

formation in SK&F literature or PDR. The following

is a brief summary.

WARNING
This fixed combination drug is not indicated for

initial therapy of edema or hypertension. Edema
or hypertension requires therapy titrated to the
individual patient. If the fixed combination
represents the dosage so determined, its use may
be more convenient in patient management. The
treatment of hypertension and edema is not
static, but must be reevaluated as conditions in

each patient warrant.

Indications: Edema: That associated with conges-
tive heart failure, cirrhosis of the liver, the nephrotic
syndrome; steroid-induced and idiopathic edema;
edema resistant to other diuretic therapy. Mild to

moderate hypertension: Usefulness of the triam-

terene component is limited to its potassium-sparing
effect.

Contraindications: Pre-existing elevated serum
potassium. Hypersensitivity to either component.
Continued use in progressive renal or hepatic dys-
function or developing hyperkalemia.

Warnings: Do not use dietary potassium supple-
ments or potassium salts unless hypokalemia devel-
ops or dietary potassium intake is markedly impaired.
Enteric-coated potassium salts may cause small
bowel stenosis with or without ulceration. Hyper-
kalemia (>5.4 mEq/L) has been reported in 4% of

patients under 60 years, in 12% of patients over 60
years, and in less than 8% of patients overall. Rarely,

cases have been associated with cardiac irregularities.

Accordingly, check serum potassium during therapy,
particularly in patients with suspected or confirmed
renal insufficiency (e.g., elderly or diabetics). If

hyperkalemia develops, substitute a thiazide alone.

If spironolactone is used concomitantly with
’Dyazide’, check serum potassium frequently —

both can cause potassium retention and sometimes
hyperkalemia. Two deaths have been reported in

patients on such combined therapy (in one, recom-
mended dosage was exceeded; in the other, serum
electrolytes were not properly monitored ). Observe
patients on ‘Dyazide’ regularly for possible blood
dyscrasias, liver damage or other idiosyncratic reac-

tions. Blood dyscrasias have been reported in pa-

tients receiving Dyrenium (triamterene, SK&F).
Rarely, leukopenia, thrombocytopenia, agranulo-

cytosis, and aplastic anemia have been reported
with the thiazides. Watch for signs of impending coma
in acutely ill cirrhotics. Thiazides are reported to cross

the placental barrier and appear in breast milk. This
may result in fetal or neonatal hyperbilirubinemia,
thrombocytopenia, altered carbohydrate metab-
olism and possibly other adverse reactions that have
occurred in the adult. When used during pregnancy
or in women who might bear children , weigh potential

benefits against possible hazards to fetus.

Precautions: Do periodic serum electrolyte and BUN
determinations. Do periodic hematologic studies in

cirrhotics with splenomegaly. Antihypertensive
effects may be enhanced in postsympathectomy

patients. The following may occur: hyperuricemi I

and gout, reversible nitrogen retention, decreasin 1

alkali reserve with possible metabolic acidosis, h>

perglycemia and glycosuria (diabetic insulin requir< !

ments may be altered), digitalis intoxication (ip
|

hypokalemia). Use cautiously in surgical patient:

Concomitant use with antihypertensive agents ma 1

result in an additive hypotensive effect. ’Dyazide’ ii:l i

terferes with fluorescent measurement of quinidin
j

Adverse Reactions: Muscle cramps, weakness, dizs
,

ness, headache, dry mouth; anaphylaxis; ras I

urticaria, photosensitivity, purpura, other derm
j

tological conditions; nausea and vomiting (m:
indicate electrolyte imbalance), diarrhea, constip

]

tion, other gastrointestinal disturbances. Necroti

ing vasculitis, paresthesias, icterus, pancreatit:
j

xanthopsia and, rarely, allergic pneumonitis ha
occurred with thiazides alone.

Supplied: Bottles of 100 capsules; in Single Ui
|

Packages of 100 (intended for institutional use onljA
j

SK&F Co., Carolina, P.R. 00630
Subsidiary of SmithKline Corporation

'Dyazide’ gets excess waterand salt out
and helps keep essential potassium in.



Big Balanced Rock, Chiricahua Mountains, Arizona (approx- 1,000 tons)

,jnd useful in the management of vertigo* associated with

ises affecting the vestibular system.

n relieve nausea and vomiting often associated with vertigo*

iual adult dosage for Antivert/25 for vertigo:* one tablet t.i.d.

io available as Antivert (meclizine HQ) 12.5 mg. scored

ts, for dosage convenience and flexibility.

tivert/25 (meclizine HQ) 25 mg. Chewable Tablets for

:a, vomiting and dizziness associated with motion sickness.

(SUMMARY of prescribing information
J-

I

3ICAT10NS. Based on a review of this drug by the National Academy of
nces—National Research Council and/or other information, FDA has classified

ndications as follows:

feetwe. Management of nausea and vomiting and dizziness associated with
on sickness.

hssibly Effective: Management of vertigo associated with diseases affecting the

bular system.

nal classification of the less than effective indications requires further

stigation.

CONTRAINDICATIONS. Administration of Antivert (meclizine HQ) during preg-

nancy or to women who may become pregnant is contraindicated in view of the

teratogenic effect of the drug in rats.

The administration of meclizine to pregnant rats during the 12-15 day of gestation

has produced cleft palate in the offspring. Limited studies using doses of over 100 mg./

kg./day in rabbits and 10 mg./kg./day in pigs and monkeys did not show cleft palate.

Congeners of meclizine have caused cleft palate in species other than the rat.

Meclizine HC1 is contraindicated in individuals who have shown a previous hyper-

sensitivity to it.

WARNINGS. Since drowsiness may, on occasion, occur with use of this drug, patients

should be warned of this possibility and cautioned against driving a car or operating

dangerous machinery.

Usage in Children: Clinical studies establishing safety and effectiveness in children

have not been done; therefore, usage is not recommended in the pediatric age group.

Usage in Pregnancy: See “Contraindications!'

ADVERSE REACTIONS. Drowsiness, dry mouth and, on rare occasions, blurred

vision have been reported.

More detailed professional information available on

request. A division of Pfizer Pharmaceuticals

Antivert25
(meclizine HC1) 25 mg.Tablets

for vertigo*

New York, New York 10017



PAIN RELIEF
FOR THE MAJORITY
NO,4“for pain intensitybelow the need for injectables

As a rule, only pain that requires morphine is beyond the scope
of Empirin® Compound with Codeine No. 4. That’s because it

delivers a full grain of codeine. (In the preferred phosphate
form.) Its antitussive action is particularly appreciated by
patients with fractured ribs, and following chest or abdominal
surgery. Its low addiction liability is a bonus. for all patients who
require potent analgesia. ^
NO-3”for almost all other kinds of lesser pain

™
Most other kinds of lesser pain respond to Empirin Compound
with Codeine No. 3— whether musculoskeletal, neurological,

soft-tissue or visceral. One might say No. 3 is an “all-purpose”

analgesic - not too little, not ^ /Burroughs Wellcome Co.
too much. Just right for your ® / Research Triangle Park
out-patients in these categories. Wellcome / North Carolina 27709

Wherever it hurts

PIRIN COMPOUND c CODEINE
No.3, codeine phosphate*(32.4 mg) gry2 No.4, codeine phosphate*(64.8 mg) gr 1

Warning— may be habit-forming. Each tablet also contains aspirin gr 3'/2 ,
phenacetin gr 2 l

/>, caffeine gr V2 .



POOLS BY AQUA FUN
BUILDERS IN THE ART OF

CUSTOM POOLS

Specializing In

ONE PIECE FIBERGLASS POOLS -

NO SEAMS

WITH SELF CLEANING POOL SYSTEMS

FREE FORMS -

DESIGN YOUR OWN POOL

VISIT OUR INDOOR DISPLAY POOL

384 Atwood Ave., Rt. 5

Cranston, R.l.

Tel.: 944-2010

E. P. Anthony, Inc.

WILLBUR E. JOHNSTON. Phar. D.

RAYMOND E. JOHNSTON. B.S.

178 ANGELL STREET

PROVIDENCE, R. 1.

GAspee 1-2512

Pharmacy License No. 225

PHYSICIAN'S OFFICE FOR RENT

RUMFORD - RESIDENTIAL SECTION

FIRST FLOOR - 5 OR 6 ROOMS

FORMER FAMILY PHYSICIAN'S 19 YEARS

Call Evenings 521-6738

We deal

exclusively

in the investment

opportunities

of tax free

state and
municipal

bonds.

(O— CAROLAN&CO. INC.
L A 2401 HOSPITAL TRUST TOWER

PROVIDENCE, R.l. 02903 (401)331-1932

Do You Prescribe Modified Diets?

Patients often need help adapting a diet to their

personal needs and preferences. At the Diet Counseling

Service a registered dietitian will make your prescribed

diets more individualized — more effective.

A Physician's Referral is necessary. For more infor-

mation call Diet Counseling Service 728-9660.

A Non-Profit Association
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Pretend it’s 1958.

Would you invest in hula hoops!

Ifyou put $ 1 00,000 into hula

hoops in 1958, you might be a

millionaire today.

Then again, you might be

broke.

In making short-term invest-

ment decisions, timing is crucial.

And the results of such decisions

become obvious almost overnight.

But while short-term results

are interesting, they’re only the

beginning. It’s how your original

investment stacks up ten, fifteen,

twenty years later that ultimately

counts.

At Industrial National Bank,

we’ve been investing funds for

individuals and corporations for

decades, and we’ve seen investment

fads come and go. During that time,

we’ve invested our clients’ funds

wherever imagination, professional

judgment and thorough research

indicated we should.

We think our philosophy has

paid off— with consistent, strong

long-term performance. We’re

proud enough of our long-term

record that we take a back seat to

no one in the business of profes-

sional financial management.

In fact, we’d like to discuss

that record with you, and to show

you how our combination of the

right people, the right philosophy,

and the right organization can brin^

a realistic new performance orients

tion to the management of your

investments.

Call Mr. Evans at 278-6607.

Trust Department, Industrial

National Bank, 100 Westminster

Street, Providence, Rhode Island

02903.

IS BASK
Industrial National Bank

Something extra in Investment Management.



Wherever you go,

forget your telephone

calls. We II take them

for you, day or night.

MEDICAL BUREAU

of the

Providence Medical Association

Coventry Needs Good Doctors

and

TRAFFORD, INC.

has a professional building for them

V'OU CAN — Lease with an option to buy
— Lease office space
— Purchase property outright

This property was an old six room colonial

home that was overhauled and is now in per-

fect condition.

This property is suitable for two consultation

rooms with a waiting room and receptionist

room as well as record storage area.

FOR FURTHER DETAILS CONTACT MR. JOHN
T. TRAFFORD, G.R.I. AT 821-0180.

TRAFFORD, INC.
REALTORS - INSURANCE AGENCY

884-TIOGUE AVENUE
COVENTRY, R.l. 02816

P.S. — We Have financing available

Introducing

NUVEEN
TAX-EXEMPT
BOND FUND
Check-a-Month Plan
Series 60
The coupon below will bring information on

how to obtain income which is entirely exempt

from Federal income taxes, in the opinion of

counsel. This new series consists of 200,000

units— each of which offers you a share in a

$20,000,000 par value portfolio of profession-

ally selected municipal bonds. The Fund's

chief objectives are conservation of capital and

tax-free return. Participants receive a monthly

check tor their proportionate share of the tax-

free interest. For a free prospectus, call or

write your nearest Nuveen office or:
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500341

One contains aspirin.

One doesn’t.

Darvocet-N 100
100 mg. propoxyphene napsylate

and 650 mg. acetaminophen

Darvon
Compound-65
65 mg. propoxyphene hydrochloride,

227 mg. aspirin, 162 mg. phenacetin,

and 32.4 mg. caffeine

Additional information available to the profession on request.

Eli Lilly and Company, Inc., Indianapolis, Indiana 46206



Dr. George W. Waterman Cancer Dialogue

INTRODUCTORY REMARKS

By Arvin S. Glicksman, M.D.

For almost a century hysterectomy has been the

standard treatment of endometrial cancer, while

radium therapy as an alternative, or adjunct, was

introduced less than 50 years ago. Initially, it was

reserved for patients for whom the surgical treat-

ment appeared to be inappropriate. Thirty-five

years ago Heyman introduced his “packing” tech-

nique, in association with a vaginal cylinder as a

definitive treatment, achieving quite respectable

cure rates. Based on the Stockholm techniques,

combined preoperative radiation therapy with total

abdominal hysterectomy and bilateral salpingo-

oophorectomy was introduced into this country

approximately 30 years ago. While some have re-

ported distinct advantages for the combined treat-

ment, this has not been unanimously agreed upon.

Furthermore, for many patients neither the sur-

geon nor the radiotherapist have the wherewithall

adequately to undertake treatment. The magni-

tude of the problem is amply demonstrated in the

case shown in Figure 1.

Who is the victim of carcinoma of the endo-

metrium? Characteristically this disease is asso-

( Continued on next page)

ARVIN :S. GLICKSMAN, M.D., Rhode Island

Hospital; Chairman, Department of Radiation

Oncology

Read at the annual Doctor George W. Waterman
Cancer Dialogue, May 22, 1974, sponsored by the

Rhode Island Division of the American Cancer So-

ciety.

Fig. 1
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DR. GEORGE W. WATERMAN

dated with the elderly, obese, hirsute female who

has a touch of diabetes. In 1956, in a survey of

diabetes and cancer at Memorial Hospital of New
York, I reported that 64 per cent of the patients

with endometrial cancer had abnormal glucose

tolerance curves, while only 25 per cent of those

with carcinoma of the cervix demonstrated this

abnormality. It was interesting that there were

twice as many patients with cervical cancer than

with endometrial cancer at the Memorial Hospital

during those years. About 15 years later, at Mount

Sinai Hospital in New York, I was impressed

that we were seeing a number of endometrial cases

almost equal to that of cervix cases. I assumed

that this was due to a different population at

Mount Sinai Hospital than at Memorial Hospital;

however, Gusberg did not believe that this was

the case at all. He was convinced that the disease

was becoming more frequent while carcinoma of

the cervix was becoming less frequent. This ob-

servation has been substantiated in many centers

around the country.

Today we have a distinguished panel of speakers

who will discuss this increasing challenge in cancer

management. The Rhode Island Division of the

American Cancer Society has brought these emi-

nent specialists here to do honor to Doctor George

W. Waterman (Fig. 2), respected, dedicated mem-
ber of the Rhode Island medical community. Doc-

tor Waterman was born in Providence and is a

graduate of Brown University. He received his

M.D. degree from Cornell University in 1919. In

1921, in conjunction with the late Doctor Herman

C. Pitts, he established the Gynecologic Tumor
Clinic at Rhode Island Hospital, the first formally

structured clinic for this disease in the United

States. He is nationally and internationally known

for a particular approach to the treatment of car-

cinoma of the cervix, a disease with which he has

personally had extensive experience, having man-

aged over 2,000 cases in his own practice. In his

long career he has been President of the Rhode

Island Division of the American Cancer Society

and a member of the Board of Directors of the

American Cancer Society. He is a Past President

of the Providence Medical Association, the Rhode

Island Medical Society, the Obstetrical Society

of Eostcn, the New England Cancer Society, the

New England Obstetrical and Gynecological So-

ciety, and the New England Surgical Society, and

a former Yice President of the American Radium

Society. He is the author of many scientific ar-

ticles, dealing mostly with cervical cancer. We
had hoped that Doctor Waterman would be here

today to participate in the discussion of the topic

with which he has been so closely associated. Al-

though he is recuperating rapidly from his recent

illness, he had to send his regrets that he could

not personally join with us today.

Our speakers today are: Doctors Hugh R. K.

Barber, Gilbert H. Fletcher, and Rita M. Kelley.

Doctor Barber is the Director of Obstetrics and

Gynecology at the Lenox Hill Hospital and an

Attending Surgeon in Gynecology at Memorial

Sloan-Kettering Cancer Center in New York. He

has written extensively and lectured widely on

problems in gynecological oncology. Not only does

he possess great surgical skill and competence,

but also has keen insight into oncological prob-

lems. A man of wide interests and many talents,

he was Captain of the Columbia University foot-

ball team in 1949. He received his M.D. from

P & S in New York, and received postgraduate

training at the Memorial Hospital. He remained

a close collaborator of the late Doctor Alexander

Brunschwig and has continued to formulate new

insights into gynecological cancer. It is my distinct

pleasure to welcome Doctor Barber to Rhode

Island.

& t &
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Cancer Of The Endometrium

Progress In Understanding The Role Of
Hormones Will Soon Make Possible

Selection Of Patients For Hormone
Treatment

By Hugh R. K. Barber, M.D.; Edward A. Graber,

M.D.; Sheldon C. So-m-mers, M.D.; Barry Reis-

man, M.D.; Tae Hae Kwon, M.D.

Cancer of the endometrium is on the increase.

It is the disease of the suburbia, while cancer of

the cervix continues to be the disease of the inner

-city. In New York State Randall 1 reports that the

incidence has increased from 56 to 59/100,000

while the death rate has dropped from 24 to

17/100,000. Although cancer of the breast and

colon are the two most common types of cancer

occurring in women, cancer of the endometrium

HUGH R. K. BARBER, M.D., Director, Depart-

ment of Obstetrics and Gynecology, Lenox Hill

Hospital, New York City; Attending Surgeon,

Gynecology Service, Mentorial Hospital, New York

City; Clinical Professor of Obstetrics and Gyne-

cology, Cornell Medical College, New York City.

EDWARD A. GRABER, M.D., Associate Direc-

tor, Department of Obstetrics and Gynecology,

Lenox Hill Hospital; Clinical Associate Professcrr

of Obstetrics and Gynecology, Cornell Medical Col-

lege.

SHELDON C. SOMMERS, M.D., Director of

Laboratories, Lenox Hill Hospital.

BARRY REISMAlN, M.D., Assistant Adjunct

Obstetrician-Gynecologist, Lenox Hill Hospital.

TAE HAE KWON, M.D., Fellow in Gynecologic

Oncology, Lenox Hill Hospital.

Read at the annual Doctor George W. Waterman
Cancer Dialogue, May 22, 1974, sponsored by the

Rhode Island Division of the American Cancer So-

ciety.

Cancer of the Endometrium

may challenge their position in the next decade

if its rate of increase continues.

Cancer of the endometrium in its early stages

can be successfully treated with relatively un-

sophisticated techniques and is cured more fre-

quently than malignant disease of any other organ

except the skin. However, the figures of Gusberg2

at Mount Sinai Hospital indicate a five-year

survival rate of only 55.9 per cent and Frick3

reports an overall survival of 66.1 per cent from

Columbia Presbyterian Medical Center. Perhaps

it is time that the concept of this being a relatively

benign type of cancer should be reevaluated.

One of the problems in evaluating any series

of patients is how to interpret the pathological

specimen. This is particularly true of the diagnosis

•of adenomatous hyperplasia of the endometrium

versus carcinoma in situ, as well as the problem

relative to early invasion. Preoperatively the can-

cer must be judged on the invasion of the endo-

metrium by malignant epithelial cells since it is

unlikely that myometrial tissue will be obtained

on a curettage making a histologic diagnosis often

a matter of a subjective decision on the part of

the pathologist. In addition, different criteria are

employed to interpret the results of the fractional

curettage in stage II cancer of the endometrium.

The F.I.G.O.* classification is specific in spelling

out the criteria, but the interpretation by different

services may make a comparison of results a dif-

ficult problem.

Federation Internationale de Gynecologie et d’Ob-

stetrique.

(Continued on next page)
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INCIDENCE

Cancer of the endometrium is predominantly a

disease of the peri- or postmenopausal age groups.

However, it does occur in women of less than 40

years of age in five per cent of cases and has

been found as early as age 17 years. More than

70 per cent of the cases occur after age 50, while

20 per cent occur between the age of 40 and 50.

Early diagnosis is the key to successful treat-

ment in cancer of the endometrium. High-risk

groups of patients who are candidates for develop-

ing endometrial cancer must be followed and care-

fully screened. The physical habitus of these pa-

tients is well known to the gynecologist. In broad

terms they are patients with an abnormal pituitary

function4 and a long history of hyperestrogenism

which may have many causes. Reports indicate

that there is a higher incidence of cancer of the

endometrium occurring at an early age among

patients with continuous unopposed estrogen stimu-

lation of the endometrium. All of these parameters

help identify clinically the high-risk patient, but

screening methods employing cytology have been

more elusive. The pick-up rate on routine screen-

ing for asymptomatic patients is only about three

per cent or less of all endometrial cancers. Nega-

tive cytology does not have the same accuracy

in prognosticating that the development of cancer

is highly unlikely, because on cytologic evaluation

the preinvasive lesions are not diagnosed with the

same accuracy as obtained in cancer of the cervix.

Therefore, it is highly unlikely that screening pro-

grams directed at detecting cancer of the endo-

metrium will have a major impact on morbidity

and mortality rates in the foreseeable future. The

cytologist can diagnose the benign or malignant

endometrium, but has trouble detecting the in-

between groups with adenomatous hyperplasia,

dysplasia, or cancer in situ. However, he can do

this with a high degree of accuracy if tissue is

obtained for paraffin block histologic examination.

SYMPTOMS
The first and most significant symptom is ab-

normal vaginal bleeding. It is not only related

to the menopausal patient alone but is also the

most common symptom in all age groups. The

point to emphasize is that abnormal vaginal bleed-

ing in anv age group should be suspect for a seri-

ous problem and be accorded special attention. 5

DIAGNOSIS

There are certain pitfalls that may delay an

early diagnosis when cancer of the endometrium

is present. These can be negated if a curettage is

carried out in the presence of abnormal bleeding

at any age and is mandatory during the perimeno-

pausal years. This should be done without delay

even though the Pap smear has been reported as

negative. The accuracy of the techniques for de-

tecting endometrial cancer (vaginal pool sample,

50 per cent; ectocervical ceil sample, 70 per cent;

endometrial brush technique, 75 per cent; uterine

aspiration smears, 88 per cent; intra-uterine lav-

age, 87 per cent; Gravlee jet washer, 93 per cent)

leave much to be desired. Tissue biopsy of the

endometrium is important, but unfortunately it

is not always possible to obtain this without put-

ting the patient to sleep. However, it is to be re-

stated and reemphasized that a fractional curettage

should be carried out in every postmenopausal

patient with a bleeding problem.

In January 1971 a new classification was

adopted and will be outlined. This paper has fol-

lowed the new classification. In the new classifi-

cation a case should be classified as carcinoma

of the corpus uteri when the primary site of the

growth is the corpus. Cases of mixed mesenchymal

tumors and so-called carcinosarcoma should be

excluded. The staging is listed as follows:

Stage 0 — Carcinoma in situ. Histologic find-

ings suspicious of malignant changes. Stage 0

should not be included in the therapeutic statistics.

Stage I —The carcinoma is confined to the

corpus.

Subdivisions of Stage I:

Stage la — The cancer is present in a uterus

measuring up to eight centimeters in length from

the external os to the upper limits of the uterine

cavity.

Stage lb — The carcinoma is present in a uterus

measuring more than eight centimeters in length

from the external os to the upper limits of the

uterine cavity.

Gl — Highly differentiated adenomatous carci-

nomas.

G2 —
- Differentiated adenomatous carcinomas

with partly solid areas.

G3 —- Predominantly solid or entirely undif-

ferentiated carcinomas.

Stage II — The carcinoma has involved the cor-

pus and the cervix (simultaneous presence of nor-

mal cervical glands and cancer in the same field

will give the final diagnosis).

Stage III — The carcinoma has spread outside

the uterus but not outside the pelvis.
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Stage IV — The carcinoma has extended out-

side the true pelvis or has seriously involved the

mucosa of the rectum, or bladder, or both. A bulb-

ous edema as such does not permit allotment of

a case to Stage IV.

NATURAL HISTORY

Adenocarcinoma of the endometrium is either

localized or diffuse over the surface of the endo-

metrium. Cancer arising in the endometrium tends

to remain within the uterus for a long period of

time. As it grows it invades the myometrium and

spreads toward the isthmus and the endocervix.

From the myometrium it spreads to and through

the serosa to the peritoneal cavity and from the

endocervix spreads to the pelvic nodes. The lym-

phatics increase in amount as the serosa of the

uterus is approached; deep penetration of the myo-

metrium is associated with an increased incidence

of positive node involvement. Since the myome-
trium in the postmenopausal woman is much thin-

ner than in the premenopausal woman, a little

penetration of the myometrium may bring the

cancer into contact with the lymphatics and ac-

count for the greater potency of endometrial can-

cer among the postmenopausal woman.

The lymphatic drainage of the upper part of

the body of the uterus is along the course of the

infundibulopelvic ligament. This is obviously not

common in the early stages of cancer of the endo-

metrium. Otherwise, it would not be possible to

achieve such excellent clinical results.

The time has come for us to reevaluate our

treatment of endometrial cancer. Approximately

10-15 per cent of stage I cancer of the endometrium

will have lymph node metastases in the pelvis and

36 to 40 per cent in stage II. The depth of myo-

metrial invasion also is directly related to the

percentage of lymph node metastases. B. V. Lewis6

reported on 16 cases in which there was no myo-

metrial invasion, and 41 had less than two mm
invasion. None of the 57 patients had pelvic node

metastases. However, when the invasion extended

within two mm of the serosa, 36 per cent had

metastases to the pelvic nodes. The depth of in-

vasion correlates well with the incidence of posi-

tive nodes. In a collected series 16 patients among

53 (30 per cent) with positive nodes lived five

or more years. In view of these findings it is ob-

vious that the nodes should be treated with surgery,

or radiation, or both, particularly among those at

high risk for pelvic nodal metastases. It is evident

that a test is needed that will help in selecting

those patients who will be benefited by a node

dissection. Perhaps in the future those patients

showing good cell mediated immunity and no en-

hancing or blocking antibodies, in whom the nodes

grossly appear normal, may be best treated by

leaving the nodes in situ, while those with poor

cellular immunity and a high blocking antibody

may be candidates for eradicating the pelvic nodes,

either by surgery or irradiation.

The histological grading serves as one more

parameter for evaluating the incidence of pelvic

node metastases and depth of myometrial inva-

sion. Although histological grading does not cor-

relate as well as does the depth of myometrial

invasion with the incidence of nodal involvement,

it should be carried out. Reports indicate that

cytologic grading of endometrial carcinomas, par-

ticularly by measuring nucleoli and their RNA
content, has demonstrated that the higher grade

carcinomas have larger single nucleoli, more mul-

tiple nucleoli and greater variations in nuclear

and nucleolar structure. Nuclear grading may be

considered an adjunct to and refinement of histo-

logic grading of cancers. Nuclear grades developed

by M. M. Black are as follows: Nuclear grade 1

is the most abnormal, with wide variations in nu-

cPar size, chromatin content, and appearance of

nucleoli. Nuclear grade 2 has a defnite but less

severe nuclear and nucleolar atypism. Nuclear

grade 3 comprises differentiated cancer cells whose

nuclei closely resemble those of adjacent non-

neoplastic cells.

In summary, it can be stated that the group at

high r' k for extrauterine spread are ( 1 ) involve-

ment of the lower uterus or cervix, (2) histologic

grade III lesions, and (3) myometrial invasion.

TREATMENT
The patients will be discussed according to the

staging methods established by the F.I.G.O. clas-

sification. There were 189 patients treated from

1962 to 1972, a nine-year period, 96 of whom were

suitable for a five-year evaluation, while 93 were

treated in the last four years of the study. Of this

number, 150 were in stage I, 17 in stage II, 12 in

stage III, and 10 in stage IV. O'f this group, two

patients treated five or more years ago and one

patient in the last four years were lost to followup.

Therefore, all 189 are available for study of depth

of invasion, differentiation of tumor and site of

the primary lesion, but only 186 are available for

survival evaluation (Table I), and the three not

found in follow-up are considered dead. From 1962

(Continued on next page)
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TABLE I

CANCER OF ENDOMETRIUM
1962 to 1972

Stage
Grade

I II III IV Total

I 20 4 0 0 24

II 115 10 10 6 141

III 15 3 2 4 24
Total 150 17 12 10 189

to 1968, 96 patients were studied as listed in Table

II. When the penetration of the myometrium was

50 per cent or less, 62 of 67 patients lived five

years, while four of nine survived five years if the

penetration was greater than 50 per cent. Table

III gives the same evaluation for patients treated

in the last four years of the study.

Although the patients treated more than five

years ago received 21 different modalities of ther-

apy, there were only four maior types of treat-

ment, while the remainder represented variations

of radiation therapy (Table IV). The type of

treatment for patients treated in the last five

years is given in Table V.

The survival is given in Table VI. In Stage I,

68 patients (one lost to follow-up and reported as

dead) of 76 (89.4 per cent) are living and well

at five years; five of eight (62.5 per cent) in

Stage II; four of six in Stage III; and none of six

in Stage IV. The overall survival rate is 80.2

per cent living and well at five or more years.

Twenty-eight patients of the 189 had a radical

hysterectomy, and 22 are living and well. Of the

28 patients receiving a radical hysterectomy, 15

were operated on five or more years ago and

1 2 are living and well more than five years.

CERVICAL INVOLVEMENT

The problem of cervical involvement will be dis-

cussed as a separate entity because of the poor

prognosis in this stage of endometrial cancer

(stage II). It has long been accepted that a con-

servative total hysterectomy in most instances is

inadequate therapy because of the possibility of

cutting across cancer which may have spread to

the paracervical areas. The findings in endometrial

cancer are not dissimilar to those reported for

cancer of the cervix. It is extremely important to

determine whether the endocervix is involved by

endometrial cancer. Preoperatively this can only

be evaluated by a careful endocervical curettage.

In such cases the simultaneous presence of normal

cervical glands and cancer in the same piece will

give the final diagnosis. Stage II accounts for

10 to 15 per cent of endometrial cancer, wiiereas

at least 36 or 37 per cent will have positive nodes.

In addition, as the endometrium invades the myo-

metrium, there is then growth towards the cervix

and from there into the parametrial tissues. The

anaplastic and poorly differentiated cancer has a

propensity for deep invasion of the myometrium,

spread to the cervix, and involvement of the pelvic

nodes. In view of these findings and the relatively

low survival rate of 50 per cent (range 40 to 70

per cent) it is most important to have a very

careful diagnosis and workup. .An aggressive com-

bination of both radiation and surgery is indicated

for these patients.

RECURRENT CANCER OF THE ENDOMETRIUM

Although there are fewer indications for pelvic

exenteration among patients with cancer of the

endometrium than in those with cervical cancer,

there is a place for pelvic exenteration among the

methods of treatment used as a definitive therapy

TABLE II

CANCER OF ENDOMETRIUM
1962 to 1968

Stage I II III

5-year

Depth of Uterus Survival

la 50 46*

lb 26 22

Differentiation

G 1 10 8

G 2 61 56

G 3 5 4

Cell Grading
(Nuclear Grade) 11-52-13

Per- 5-year

Depth of Invasion: centage No. Survival

Per cent

Depth of Invasion 0-25 57 53* 6 4* 2

Myometrial thickness 26-50 10 9 1

51-75 6 4 2 1 2

76-100 3 0 0 0 1

Site of Primary Fundus 66 Fundus

Cornua 10 Endocervix 8

2 6

1 0

2 0

1 0

Fundus 6
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TABLE III

CANCER OF ENDOMETRIUM
1968 to 1972

Stage

Depth of Uterus

I

5-year

Survival

II III IV

la 48 45*

lb 26 22

Differentiation

G 1 10 8*

G 2 54 51

G 3

Cell Grading
10 8

(Nuclear Grade) 10-54-10

9-56- 9

Per- 5-year

Depth of Invasion: centage No. Survival

Per cent

Depth of Invasion 0-25 54 50* 4 4 1 0 2 0

Myometrial Thickness 26-50 12 10 2 1 2 2 1 0

51-75 5 5 2 2 2 2 1 0

76-100 3 2 1 0 1 1 0 0

Site cf Primary Fundus 68
* 1Lost to follow-up Cornua 6 Endocervix 9 Fundus 6 Fundus 4

TABLE IV
CANCER OF THE ENDOMETRIUM

1962-1968

Stage I Stage II Stage III Stage IV
No. No. No. No.

Living Living Living Living

Total Abdominal Hysterectomy and
Bilateral Salpingo-Oophorectomy
+ Other Treatment 59 54 3 2 5 4 1 0

Supracervical Hysterectomy
+ Other Treatment 2 2 1 0

Radical Hysterectomy
Vaginal Hysterectomy

8 7 4 3 1 0

+ Other Treatment 5 8

Miscellaneous 2 2 1 * 2 0

No Treatment 2 0

Total
* 1Lost to follow-up

76 68* *lO00 6 4 6 0

TABLE V
CANCER OF ENDOMETRIUM

Stage I

No.
Living

TAH, BSO + Other 61

Supracervical Hysterectomy 1

Vaginal Hysterectomy 3

Radical Hysterectomy 7

D & C, Radium and Cobalt 1

Refused Treatment 1

Total 74
* 1Lost to follow-up

1968-1972

Stage II Stage III Stage I\

No. No. No.
Living Living Living

56* 3 1 4 4 1

1

2

6 5 5 2 1 1

1 1 1 2

1

67* 9 7 6 5 4

STAGE I

la

lb

G 1

G 2

G 3

STAGE II

STAGE III

STAGE IV
Total
1+ 2Lost to follow-up

Cancer of the Endometrium

TABLE VI
CANCER OF THE ENDOMETRIUM

Number 5

50
26
1°

Living

or more years

68 *

61

5

8
6

6

96

5!+
4

0

77

Per cent

89.4

62.5

66.6

80.2
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for this cancer. 7
If indeed the progestins are able

to provide a five-year cure in advanced cancer

of the endometrium, this will become the treat-

ment of choice. Although certain spectacular re-

sults have been recorded, there is no series of any

magnitude currently reported, and pelvic exen-

teration. when indicated, remains the best method

of treatment.

Based on our study and a review of the litera-

ture, a protocol is presented for pre-treatment

evaluation and for therapy. The preoperative

workup is presented as follows: 1. routine history

and physical; 2. complete blood count: 3. urinaly-

sis: 4. SMA-12; 5. chest x-ray; 6. intravenous

pyelogram: 7. metastatic x-ray studies; 8. procto-

scopy; 9. barium enema: 10. cystoscopy; 11. bone

scan, and 12. lymphangiogram. Eight through 12

are optional.

Each patient should be examined under anes-

thesia and a fractional curettage with sounding

of the uterus should be carried out.

THERAPY

Stage 0 — Carcinoma in situ — The manage-

ment. should be guided by the definition estab-

lished by the pathology department of a given

hospital and should be tailored to fit the needs

of the patient, her age, and desire for future child-

bearing. In selected young patients with minimal

disease an alternative to hysterectomy may be

repeat curettage in three or four months or a

course cf progestational agents followed by repeat

curettage.

Stage laGI —- Total hysterectomy and bilateral

salpingo-oophorectomy followed by postoperative

vaginal radiation. Some oncologists may elect a

random study employing a type of radical hyster-

ectomy.

In patients in whom the histological grade is

G2 and G3, external pelvic radiation should be

given preoperatively followed by total hysterec-

tomy, bilateral salpingo-oophorectomy, and vaginal

radiation postoperatively.

If preoperative external radiation has not been

given and the surgical specimen reveals moderate

or extensive myometrial invasion (one-third or

more of mvcmetrial penetration), postoperative

external radiation should be given. In those pa-

tients in whom the histological grade is found to

be G2 or G3 instead of G4, external x-ray therapy

should be given postoperatively.

Sta°e lb — Preoperative external pelvic radia-

tion followed by total hysterectomy and bilateral

salpingo-oophorectomy six weeks later. Postopera-

tive vaginal radiation is indicated. The alternative

to total hysterectomy may be a randomized selec-

tion of a type of radical hysterectomy.

Stage II — Preoperative external pelvic radia-

tion is followed in six weeks by a modified radical

hysterectomy and pelvic node dissection. Post-

operative vaginal radiation should be given. Since

there is an increased incidence of pelvic nodes

(up to 37 per cent) among this group, careful

biopsies should be taken of the paraaortic nodes.

Stage III — If the lesion involves only the ad-

nexal structures, preoperative x-ray therapy fol-

lowed by total hysterectomy and bilateral salpingo-

oophorectomy should be the treatment. Postopera-

tively vaginal radiation is given. An alternative

plan to total hysterectomy is to substitute a modi-

fied radical hysterectomy.

Stage IV — If the spread is limited to the pelvis

with bladder cr rectal involvement, or both, the

patient should be treated with external x-ray treat-

ent as well as intravaginal and intrauterine radium

insertion. In four to six weeks the patient should

be evaluated for radical surgery. Initially some

patients may qualify for a radical surgical attack,

and, if the disease is limited to the midline, pelvic

exenteration should be considered as a modality

of treatment.

Distant Metastases — Primary progestational

therapy is indicated. Localized disease without re-

sponse to progestational therapy should be treated

with x-ray therapy.

In the presence of widespread disease and no

response, chemotherapy should be tried. However,

in general, cancer of the endometrium does not

respond to chemotherapy.

RADIATION THERAPY

A few7 words might be pertinent relative to the

radiotherapy used in conjunction with this disease.

It has been shown that adjunctive radiotherapy

in a patient with Stage IaG4 disease does little

to improve survival. However, in disease beyond

this there is no doubt that adjunctive radiotherapy

does add to the number cf women alive at five

years. Its effect basically is in diminishing the

mortality due to reduction of local recurrence,

particularly of the vault. 8 There is still discussion

as to the relative effectiveness of the preoperative

or postoperative radiation. 9
-
10 Most believe that

there is little or no difference whether the radia-

tion is given before or after the operation. It has

been shown that it is extremely difficult to cal-
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culate the dose inside the uterus when one uses

multiple Heyman capsules. 11 In the last five years

there has been a shift away from using Heyman
packing technique to the use of whole pelvic ir-

radiation in the range of 4,000 rads. 12 This should

include the lymph node areas of the pelvis. This

has been a major change in the treatment of can-

cer of the endometrium.

CYTOGENIC FACTORS IN CANCER OF THE

ENDOMETRIUM
It appears that the majority of cancers of the

endometrium have near diploid modal chromosome

numbers, although a substantial majority have

modal numbers in the triploid-tetraploid range.

The tumors in the low ploidy group tend as a

group to be better differentiated than tumors in

the high ploidy group. This influences the prog-

nosis in favor of the low ploidy group. The fre-

quent occurrence of diploid modes appears to be

contrary to the observations in most other types

of invasive tumors and in other human epithelial

tumors where a considerable variation in chromo-

some numbers within tumors and a variety of

modes have been observed. A specific karyotype

pattern has not been found in endometrial carci-

nomas, although over-representation of group C
chromosomes seems to be a common feature. In

view of the exceptionally high incidence of pseudo-

diploid and diploid cells in invasive endometrial

carcinomas, it seems that complete karyotype

analysis of seemingly normal cells is essential in

cytogenic investigation of these lesions. It has

been reported that diploid cells are common in

cancer of the endometrium and their number de-

creases with progression of disease.

The majority of premalignant endometrial neo-

plasms have chromosome numbers in the diploid

range. There are few numerical or structural

chromosome abnormalities, although they do occur

in some cases.

HORMONE RECEPTORS

With the discovery that breast cancer cells re-

tained the ability to incorporate and retain estro-

gens both in vitro and in vivo, a new era was

started in cancer endocrinology. The road has been

uphill, progressing from outmoded to sophisticated

methodology. A great deal of information is now

available to us. For those interested in this prob-

lem it is important to be familiar with the back-

ground of the hormone dependent and hormone

nondependent tumors. The concept of utilizing

the available data on hormone receptors in clinical

oncology would eliminate much of the guesswork

in spotting the high-risk patient, supply a more

logical selection and monitoring of therapy, and

also supply a method for selecting and controlling

the management of recurrent endometrial cancer.

It has been confirmed that cells which depend

on hormones for optimal growth and function con-

tain specific steroid binding proteins, so-called

hormone receptors. Jensen's work in the selective

binding of estradiol by the rat uterus opened this

field of research. The mechanism for the inter-

action of the hormone with target cells takes place

by a two-step mechanism. Perhaps there are as

yet an undetermined number of steps. A discussion

of the discoveries that have been reported follows.

The primary event of hormone action is the

specific interaction between hormone and respon-

sive cell. Since many cells do not recognize certain

hormones, it is evident that the receptor sites are

highly specific. Since very few hormones show

any effect when added directly to cell-free sys-

tems, it is concluded that the action starts at the

cell membrane. For the past nine or 10 years it

has been known that hormones regulate the syn-

thesis of protein and RNA. The steroid first binds

to the extranuclear receptor and is then transported

into the nucleus. It then becomes associated with

specific acceptor sites in the chromatin. The hor-

mones activate genes and direct transcription of

a new group of messenger RNA, which by a process

of translation can code for the synthesis of specific

proteins. Estradiol and progesterone have been

shown to act by modifying nuclear gene expression

(transcription). The major amount of data has

been accumulated by the blocking action of actino-

mycin D, which blocks the synthesis of messenger

and ribosomal RNA and puromycin, and cyclo-

heximide which blocks translation and inhibits the

protein synthesis. These two anti-metabolites have

been used to determine the step at which the hor-

mone acts. Autoradiography has demonstrated the

nuclear localization of the tritium labeled hormone

in the uterus and the fallopian tube.

In summary, it can be stated that the specific

association of a hormone with a binding protein

is necessary as a preliminary to its action at the

nuclear effector site on the gene. This leads to

stimulation of the RNA transcription and then to

protein synthesis. For peptide hormones the ubi-

quitous cyclic AMP seems to be an intracellular

messenger. It mediates the production of AMP
3’, 5’ adenosine monophosphate. It acts as an

intracellular messenger modifying patterns of bio-

(Continued on next page)
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synthesis through the repression or depression of

genes. The message is received and decoded by

the interaction of the hormone with the cell mem-
brane. A link between these two systems has been

established through the observation that proges-

terone increases cyclic AMP formation and that

cyclic AMP itself can affect gene transcription and

translation. The hormone can be considered the

first hormone joining up with a macromolecular

protein on the cell membrane. An enzyme, adenyl-

cyclase, can change adenosine triphosphate to 3’, S'

cyclic adenosine monophosphate and act as a sec-

ond messenger. This results in hormone action

(third messenger) i.e. gluconeogenesis, steroido-

genesis, lipolysis, and permeability.

Nordqvist 13
in a series of patients showed that,

when negative patterns for receptors were present,

only 3/26 had remission after hormone treatment,

while 10/13 experienced objective remission when

the cancer cells show evidence of good hormone re-

ceptor mechanism. Important observations have

been made on progesterone interaction with tar-

get cells and have shown that the binding capacity

of progesterone is increased by 20 times when the

animal was primed with estrogens. It has been

concluded that cancer cells without hormone bind-

ing ability are unlikely to be hormone dependent

and to respond to endocrine therapy. Nordqvist 14

has reported that the most direct effect of pro-

gesterone is inhibition of growth rather than dif-

ferentiation. However, receptors may be present

without the tumor being able to respond to the

hormones and is probably related to other changes

in the genetic code.

A great deal of work has been done on the as-

sociation between cancer of the endometrium and

hormone stimulation. Paradoxically, cancer of the

endometrium occurs at a time when the hormone

titer is decreasing. There may be explanations for

this, i.e. low doses of estrogen may serve to stimu-

late while a normal or high titer may act as a

feedback mechanism and serve as a control or

regulator of hormone secretion. A brief review of

the estriol/estradiol-estrone ratio may serve to

clarify the problem. Estriol has been considered a

noncarcinogenic estrogen while estradiol and es-

trone have been cast in the role of being carcino-

genic. It is concluded that estriol acts as an an-

tagonist of carcinogenic activity of estradiol-

estrone. Oriental women who have a low incidence

of cancer of the endometrium, breast, and ovary,

(which are hormone dependent organs), as com-

pared to Caucasian women, have a high estriol

titer between ages 15 to 19 years. However, as

each group moves toward age 40 the difference

decreases until it is negligible. Since there is little

difference at the time that the incidence of cancer

in these three organs begins to develop, it must
be concluded that estriol served to protect the

immature cell. This may be similar to the group

of cases reported by Herbst in which the immature

cells were changed with the appearance 14 to 20

years later of a malignancy in the form of a Mul-

lerian type of adenocarcinoma of the vagina. The
role of the stilbestrol is difficult to evaluate since

estrogens are growth stimulants but not cell trans-

formers.

Hausknecht and Gusberg 15 measured the urinary

metabolites of estradiol in normal postmenopausal

women and postmenopausal women with endome-

trial carcinoma. They found no statistical difference

in the excretion of the classical estrogen nor in the

estriol quotient. Sutery suggests that there is an

increased peripheral conversion (2 or 3 times over

the normal) of estrogen precursors, mainly andro-

stenedione, in the postmenopausal woman that pro-

duces an excess amount of estrone. This in turn

may produce endometrial hyperplasia in older

women. Gusberg showed that there is a higher ratio

of estrone to estradiol in the blood of postmeno-

pausal women with endometrial cancer. They did

find that the postmenopausal woman with endome-

trial cancer excretes less total estriol glucuronide

as compared to estrone glucuronide than does the

normal postmenopausal woman, and suggested that

the protective effect of estriol was lost. Gusberg

also reported a significantly higher conversion rate

of A 4-androstenedione to estrone in those post-

menopausal women with endometrial cancer. Rubin,

measuring the circulating estrone and estradiol con-

centrations, showed the mean ratio once again to be

significantly higher for those with cancer. Gusberg

reported that it appears that the postmenopausal

pre-hormone is androstenedione and that the notable

postmenopausal estrogen is estrone. Additional re-

ports indicate another point cannot be adequately

explained — that 90 per cent of patients with en-

dometrial cancer have ovarian stromal hyperplasia.

Nordqvist has investigated the influence of ster-

oid hormones on human endometrial carcinoma in

organ cultures and heterotransplants. Progesterone

impaired the success of organ culture, and estrogen

was found to potentiate these cytostatic and cy-

tolytic effects. In culture the endometrial cancers

showed a marked dose-dependent sensitivity to pro-

( Continued on page 285)
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Radiation Treatment Of Carcinoma Of

The Endometrium

Radiation Has A Place In Preoperative
Treatment And Where Surgery Is Con-
traindicated

By Gilbert Fletcher, M.D.

I am very pleased to be here. Since I was asked

to talk for 20 minutes, I had to make a severe se-

lection of the material, since it would take much

longer to give in its entirety. Since I have been

privileged to have read Doctor Barber’s paper, I

will go into points which were not covered in his

presentation.

Some of the tables come from a recent study

that Doctor Felix Rutledge and his group have

made. Others have been made up to demonstrate

specific aspects in the management and results of

endometrial cancer. The M. D. Anderson Hospital

is a State Cancer Hospital, located in the South-

west, which means that our patient population is of

a low economic social level. The incidence of early

versus late disease is totally different from the

patients of whom Doctor Barber talked. By and

large, we see late lesions or the patients have as-

sociated problems, usually severe medical conditions.

Until recently at the M. D. Anderson Hospital

treatment for cancer of the endometrium, even for

the early cases, has been preoperative irradiation

followed by hysterectomy.

GILBERT FLETCHER. M.D ..Director of Radi-

ation Therapy, M. D. Anderson Hospital, Houston,

Texas.

Read at the annual Doctor George W. Waterman
Cancer Dialogue, May 22, 1974, sponsored by the
Rhode Island Division of the American Cancer So-
ciety.

ARVIN S. GLICKSMAX, M.D.:

It is very difficult indeed to introduce a man

whose accomplishments have been so great and

whose contributions have been so important in the

field of Radiation Oncology. Doctor Gilbert Flet-

cher has been the Director of Radiation Therapy

at the M.D. .Anderson Hospital in Houston for a

quarter of a century. The emergence of the M.D.

Anderson as a world center for cancer has paralleled

his career in Houston, and in no small part results

from his great work. A man of enormous energy

and skill, he has unstintingly pioneered a School of

Radiotherapy in the L
T
nited States that is recognized

as a world leader in Radiation Oncology. His con-

tributions are legion, and he has been the recipient

of innumerable honors. It is a great personal pleas-

ure to have Doctor Fletcher visit us in Rhode Is-

land.

The Stage II cases, i.e., those with involvement

of the cervix, corpus et collum of Heyman’s classi-

fication. did not have a radical hysterectomy. They

were treated by preoperative irradiation and an

extrafascial conservative hysterectomy. The patients

with cervical involvement had, after 4.000 rads to

the whole pelvis, a radium system similar to the

one used for cancer of the cervix, as one wishes to

emphasize the dose to the paracervical areas. In

essence, they are tre? fed like the barrel-shaped

squamous cell carcinomas. If the patients are med-

ically inoperable, or too obese, or if the disease is

(Continued on next page)
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TABLE I

CARCINOMA OF ENDOMETRIUM
The M. D. Anderson Hospital 1948-1969

Survival by Treatment*

Stage

Irradiation

+

Hvsterectomyf
No. %

Cases Survival*

Irradiation

Only**
No. %

Cases Survival

I 313 90% 106 58.5

II 69 66% 31 44.0

* Berkson-Gage (five year)

f Clinieopathological :staging
** Clinical staging for the patients treated with

irradiation only

technically unresectable, radiation therapy alone

has been employed. It is only in the last few years

that surgery alone has been used for very early

disease, i.e. well-differentiated tumor with a nor-

mal-sized uterine cavity. There are now 19 patients

treated by surgery alone with a follow-up of 2 to

5 years, and all of these 19 patients are XED (no

evidence of disease).

In Table I the patients treated by preoperative

irradiation and hysterectomy have been staged ac-

cording to the findings of the specimen. The pa-

tients treated by irradiation alone are staged clin-

ically. If the disease is limited to the uterus, there

is a 90 per cent cure rate. The adenoacanthomas

were reviewed separately and were shown to have

exactly the same results, either with preoperative

irradiation or irradiation alone in Stage I and Stage

II. There is, therefore, no reason to separate them

in the analysis and in methods of treatment.

The total incidence of failures within the pelvis

is 6.5 per cent in the patients with Stage I disease

treated either with preoperative irradiation and

hysterectomy or irradiation only, and 1
1

per cent

in Stage II (Table II). These are very low figures.

Obviously the techniques which have been used are

quite effective as measured by the control rate

within the treated area. This is why Doctor Rut-

ledge has been and still is reluctant to abandon

preoperative irradiation even for the early cases —
in other words to abandon a “winning horse.” The
patients died either from distant metastases or

from the medical diseases which rendered them

inoperable.

For some time Doctor Rutledge did perform a

significant number of lymphadenectomies, but the

incidence of involved nodes in the obturator, hypo-

gastric, external, and common iliac areas was too

low- to justify carrying on with the procedure with

its added complications.

MEDICALLY INOPERABLE PATIENTS

Table III show^s in the Stage I patients a 46 per

cent XED rate with only 15 per cent of the pa-

tients dying with disease in the pelvis. Of the 47

patients who died, 32 (68 per cent) died from the

medical diseases which made them inoperable. The

results in Stage II are of the same order (Table

III).

The fact that a hysterectomy cannot be per-

formed is no reason to think that the patient is

doomed to die from her cancer. It means that one

does not need to take chances to perform a hyster-

ectomy. Of course, one has to insert proper Heyman

packings in order to achieve those results. Several

of the patients who had a local recurrence had had

only 2 Heyman packings 3 weeks apart, or 4,000

rads to the whole pelvis and one Heyman packing.

For the last 10 years, if a hysterectomy cannot be

performed, the treatment consists either of 3 Hey-

TABLE II

CARCINOMA OF ENDOMETRIUM
The M. D. Anderson Hospital 1948-1969

Pelvic Recurrences in All Stage I and 11 Treated by Preoperative + Hysterectomy or Irradiation Alone

No. of Vaginal Apex Lowrer Vagina Pelvic Wall Total

Stage* Cases No. % No. % No. % No. %
I 466 11 2.5 6 1 13 3 30 6.5

II 109 7 6.5 0 0 5 4.5 12 11

* Part clinieopathological and part clinical staging

TABLE III

MEDICALLY INOPERABLE GROUP OF CARCINOMAS OF THE ENDOMETRILTM
1948-1969

Three-Seven Years Status

No. of Alive

Pts. NED
Endometrium Only 87 46% (40/87)
Corpus et Collum 29 41%(12/29)
Abbreviations: DM—distant metastases

ID—int'ercurrent disease

NED—no evidence of disease
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Dead
Pelvic Dis.

Only or Dead
With DM DM Only

15% (13/87) 2/87
17% ( 5/29) 6/29

ID

32/87
6/29
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Figure 1

Graphic illustration of the advantage of stretching

the uterine cavity

Courtesy: Fletcher GH: Textbook of Radiotherapy,

Second Edition, Phildaelphia, Lea & Febiger, 1973,

P. 676

man packings, each 2 weeks apart (twice vaginal

radium to the surface dose of 8,000 rads)
;
or 4,000

lads external irradiation followed by 2 Heyman
packings, 2 weeks apart (one vaginal radium with a

surface dose of 4,000 rads).

If the uterus is moderately enlarged or if there

is an anaplastic tumor, one uses 4,000 rads to the

whole pelvis and 2 Heyman packings, each 2 weeks

apart. If no hysterectomy is to be done, it is im-

perative to use Heyman packing with Heyman
capsules of appropriate size. The uterus must be

stretched (Figs. 1 and 2) so that there are sources

within the various recesses around polypoid masses.

Figure 2

The force exerted to find a place for another cap-
sule must be spread broadly against the uterine
wall and not through any one capsule placed before.

This is prevented by holding the retention wires of

all capsules in the uterus at the same level, causing
them to resist being pushed forward by additional

sources inserted from below.

Holding the wires firmly tends to align the cap-
sules parallel unless the uterine cavity and its tumor
masses direct them otherwise. A uterine dilator of

a diameter near the size of the capsules used serves
as a suitable instrument to arrange the capsules
that lie obliquely and perpendicular to others so
that a maximum number will be accommodated.
Courtesy: Fletcher GH: Textbook of Radiotherapy,

Second Edition, Philadelphia, Lea & Febiger, 1973,
P. 677

Two weeks later packing is done again, usually with

fewer sources, as polypoid masses have sloughed

off with, therefore, better irradiation of the disease

(Continued on next page)
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TABLE IV
UNRESECTABLE GROUP OF CARCINOMAS

OF THE ENDOMETRIUM
1948 -1969

Three-Seven Years Status

«4-t

o

ii
Alive NED Dead

Pelvic

Dis.

Only

or

With

DM
£
Q

•Si?
V C
C O

Other
Causes

32 19% (6/32) 59% (19/32 5 2

in the myometrium. This is again repeated 2 weeks

later, if only Heyman packings are used.

TECHNICALLY UNRESECTABLE CASES

Cancer of the endometrium grows within the

uterus and, unlike squamous cell carcinoma of the

cervix, does not spread to the parametrium and re-

gional lymphatics. In the Stage III cases the can-

cer has literally burst out from within the uterus,

and the entire pelvis is filled with cancer. There is

so much disease that little can be done for these

lesions even with the most radical technique. Table

IV shows that some patients are cured, but the

majority died from uncontrolled disease in the pel

vis with or without presence of distant metastases.

External irradiation is used almost entirely. Oc-

casionally if there has been a satisfactory regres-

sion of the massive disease, one may use one Hey-

man packing after either 5,000 or 6,000 rads.

POSTOPERATIVE IRRADIATION

Almost all of the patients treated at M. D. An-

derson Hospital had had a hysterectomy performed

elsewhere and were then referred to the M. D.

Anderson Hospital for postoperative irradiation. It

is not often that one gets an informative pathologi-

cal report concerning the amount of myometrial in-

vasion. If the lesion is very wr
ell differentiated and

if all information gathered indicates that there is

little myometrial infiltration, one uses only vaginal

radium to give a surface dose of 7.000 rads in one

application. If the lesion is less differentiated and

it seems that there is significant depth of infiltra-

tion into the myometrium, first 4,000 rads to the

TABLE V
POSTOPERATIVE CARCINOMAS OF

ENDOMETRIUM
1948-1969

Three-Seven Years Status

,e

g O
£ —

o

6 j®

£ Ph
NED

Pelvic

Di

l

Alone

or

DM

_ £
« ££ S
a g
C\J QJ

> DM

and

Causes

81 62% (51/81) 16% (13/81) 1 16

TABLE VI
VAGINAL RECURRENCE IN CARCINOMA

OF THE ENDOMETRIUM
1948-1969

Three-Seven Years Status

u-S

No.

of

Pts.

Alive
NED

Vagina

Faih

Alone

or

Wi

Other

Sites

Pelvic

Dis.

Alone

or

With

DM

DM
Other Causes

37 9 7 11 4 6

whole pelvis is given, occasionally 5,000 rads for

anaplastic tumors, and then 4,000 or 3,000 rads

surface dose is delivered with vaginal radium. Table

V shows the results. Of course, there is no way to

prove that the patients who did well would not

have done well without postoperative irradiation.

VAGINAL RECURRENCES
At least two-thirds of the vaginal recurrences are

close to the apex, and the rest are scattered along

the vaginal walls or the suburethral areas. Not in-

frequently such recurrences are the first manifesta-

tion of reactivation of the disease. Combination of

external irradiation and interstitial gamma-ray ther-

apy or interstitial gamma-ray therapy alone pro-

duce a very high rate of control of the vaginal re-

currence (Table VI). However, only a few patients

are cured; since the apparently isolated recurrence

is usually not the only one, recurrences in the pel-

vis or distant metastases will develop. There is con-

siderable palliation for those patients who eventu-

ally died from the disease but with the vagina free

from cancer.

MIXED MESODERMAL TUMORS
Table VII shows the results for Groups I and II

put together according to modalities of treatment.

It shows the percentage of patients with NED at

2 years, which is ample time, because practically all

(Concluded on page 287)

TABLE VII
MIXED MESODERMAL SARCOMA OF THE

UTERUS
SURVIVAL AND PELVIC CONTROL

SURGERY ONLY VERSUS PREOPERATIVE
SURGERY

(Groups I and II Only)
March 1944 thru Dec. 1969

NED
(2 yrs)

Pelvic

Control

Hysterectomy Alone 2/10 2/10
Irradiation and Hysterectomy 12/23 20/23

Medicallv Inoperable

(Irradiation Only) 5/ 6 6/ 6

Group I Disease confined to corpus uteri

Group II Extension to cervix .vagina, and/or para-

metrium
Group III Extension outside pelvis
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Medical Management Of Carcinoma Of

The Endometrium

Medical Oncologist Must Deal With
Cases Not Cured By Initial Therapy And
Where Recurrences Are Disseminated

By Rita M. Kelley, M.D.

It is obvious from the statements of previous

speakers and from the literature that carcinoma of

the endometrium is in general well handled by the

gynecologists and radiotherapists involved in its

primary therapy. Nevertheless, there is a definite

minority of women who develop this disease, who

are not cured by their initial therapy, and in whom

recurrences occur in disseminated fashion inappro-

priate for further radiotherapy. It is this group of

patients with whom the medical oncologists must

deal. Carcinoma of the corpus is among the brief

list of tumors whose growth pattern can be altered

by the administration of pharmacologic doses of

hormonal agents which have a role in the normal

physiological controls of the host. Thus, endometrial

cancer, like breast cancer in the female, is inti-

mately related to the internal hormonal milieu of

the woman who develops this lesion.

CONSTITUTIONAL TYPE

It has long been recognized that carcinoma of the

corpus develops in females of rather peculiar con-

stitutional type, in whom there has been a back-

ground of unopposed estrogen production without

the cycling affect of progesterone. This is due to a

high incidence of co-existing ovarian pathology

such as Stein-Laventhal syndrome, corticostromal

hyperplasia, Leydig cell hyperplasia, thecomas, and

other ovarian tumors. Largely a disease of the older

age group, the patients often give histories of long-

RITA M. KELLEY, M.D., Acting Chief of Medi-

cal Oncology, Massachusetts General Hospital, Bos-

ton, Mass.

Read at the annual Doctor George W. Waterman
Cancer Dialogue, May 22, 1974, sponsored by the

Rhode Island Division of the American Cancer So-

ciety.

ARVIN S. GLICKSMAN, M.D.:

Doctor Rita Kelley is so well known and re-

spected by her colleagues in New England and the

rest of the country that she hardly needs a word of

introduction. She is a native of Rhode Island, who

has ventured, and succeeded, in that metropolis

somewhat to the north of us. A distinguished en-

docrinologist and medical oncologist, she is cur-

rently the Acting Chief of Medical Oncology at the

Massachusetts General Hospital. Her long list of

accomplishments includes membership in the found-

ing group of the American Society of Clinical On-

cology. which has grown over the years to almost

1,000 members and has become a forum for im-

portant, original oncological observations. She and

Doctor Baker first reported the important observa-

tions on the use of progestational agents in metas-

tatic endometrial cancer, which she will now discuss

with us.

standing obesity, hypertension, infertility, diabetes,

menstrual irregularity, and menopause after the age

of 50. Younger women who develop this disease also

tend to be obese with menstrual abnormalities, hir-

sutism, and oligomenorrhea sometimes interspersed

with menorrhagia. The role of estrogens per se is

challenged by those who point to the low incidence

of uterine cancer in females treated for recurrent

breast cancer with high doses of estrogens for long

periods or in normal post-menopausal women on

low dose estrogen for menopausal symptoms and

osteoporosis. One could postulate that the influence

of continual estrogen stimulation must occur in a

woman with a constitutional, probably genetic, pre-

disposition to endometrial cancer, perhaps on the

basis of prolonged abnormalities of anterior pitu-

(Continued on next page)

271Medical Management of Carcinoma of the Endometrium



itarv function. Thus, prolonged or abnormal se-

cretion of growth hormone, ACTH, and prolactin

could be factors in the patient's obesity, hyperten-

sion. and decreased glucose tolerance or frank di-

abetes. Dysfunction of secretion of gonadotrophins

could result in abnormal stimulation of the ovaries

and adrenals to account for prolonged unopposed

estrogen secretion leading to infertility, late meno-

pause, endcmetiial hyperplasia, and ultimately car-

cinoma.

That hyperplasia is a precursor in the genetically

predisposed female is well accepted, as is the dem-

onstration that progression from hyperplasia to

carcinoma is related to estrogen. Abnormal DXA
distribution and aneuploidy, a state in which chro-

mosome count varies either above or below the

normal diploid count of 46 chromosomes, are

thought to be related to in situ changes and cancer,

suggesting that chromosome instability is involved

in the progression from hyperplasia to cancer. It is

estimated that about 10 per cent of females with

untreated adenomatous hyperplasia will progress to

carcinoma.

Recent enzyme studies of normal, hyperplastic,

and neoplastic endometrial tissue suggest that a bio-

chemical relationship exists between hyperplasia

and carcinoma of the endometrium. Studies’ of

lactate dehydrogenase and its subunits by starch-

gel electrophoretic techniques have shown a four-

fold increase in this enzyme in hyperplastic endo-

metrium, when compared with controls of normal

endometiium in the proliferative phase. Cases of

frank carcinoma showed even higher values, par-

ticularly of the LDH subunit labeled M. In rat

uterus, estrogens preferentially induce the synthesis

of M type subunits of LDH. Such information is

not available for human uterine tissue, but these

findings imply that similarities in LDH patterns

between hyperplasia and cancer might be the re-

sult of prolonged endogenous stimulation by es-

trogen.

HORMONAL THERAPY

The evidence of subtle hormonal abnormalities in

women with endometrial carcinoma plus the char-

acteristics of these tumors themselves were the mo-

tivating factors leading to a trial of progestogens

in disseminated endometrial carcinoma. The tumors

are often well differentiated histologically, bearing

a marked resemblance to their parent tissue and

sometimes demonstrating normal secretory respon-

ses to the presence of progesterone. It was logical

to attempt to alter the progression of these tumors

by using the agent which normally leads to the ma-

turation of endometrial tissue. The development of

potent long acting agents with little or no toxicity

has made this form of therapy extremely practical

and well tolerated. Many hundreds of patients have

now been treated for palliation, and criteria for

selection of patients and predictability of response

are well defined. The types of patients demonstra-

ting the most favorable objective responses are

those with a long free interval between the primary

tumor and its first metastasis, suggesting consider-

able host resistance or immunocompetence and those

with a histologic pattern of well differentiated car-

cinoma or adenoacanthoma.

In most series of patients from 30 to 35 per cent

of those treated with substantial doses of pro-

gestational agents have shown objective regression

of measurable lesions. Another 5 to 10 per cent have

shown stability of their lesions with failure to pro-

gress for considerable periods of time. Thus, from

35 to 40 per cent may show some measure of ob-

jective benefit. Many patients showing no measur-

able regression often enjoy sustained periods of

subjective relief of pain and general sense of well-

being. Many of these responses, particularly those

in pulmonary disease, may be maintained for pro-

longed periods with osseous, hepatic, intraabdom-

inal, and pelvic metastases also showing excellent

regression, particularly if previously untreated by

radiotherapy. In all series those patients showing

objective regression outlive the therapeutic failures

by many months to several years. This dees not

mean, however, that life is being prolonged by this

type of therapy, but rather that the patient who

responds is the one with the rather leisurely tumor,

while those with more aggressive tumors fail to

respond and die more rapidly. In individual cases,

however, one cannot deny that life must have been

considerably prolonged. In Reifenstein’s2 series of

over 300 patients treated with hydroxyprogesterone

caproate responders survived four times as long as

non-responders.

Three potent agents are now available for achiev-

ing such results: 17 alpha-hydroxyprogesterone cap-

roate or Delalutin,® medroxyprogesterone or Pro-

vera,® and megestrol or Megace.® Doses of Del.

alutin® in the range of 1-2 grams weekly may
achieve results in pulmonary metastases and pri-

mary untreated lesions, while doses of 3-5 grams

weekly will be necessary for osseous, pelvic, and

intraabdcminal recurrences. Depo-provera® in doses

of 400-800 mg three times a week for the first

month, then once a week for the second month with

maintenance on the same dose monthly, have been

associated with regressions. Megace® in doses of

160 mg daily is also effective, but recent word of
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mouth reports are said to show that this agent

statistically is somewhat less effective than the other

two. Toxicity in minimal, with fluid retention of

minor degree the most common one. Therapy should

be continued as long as the patient is in remission.

The mechanism of action of progesterones in en-

dometrial cancer has not been precisely defined. His-

tologic studies of lesions before and after exposure

to the agents show acanthomatous or secretory con-

version with maturation of hyperplastic cells pro-

gressing to flattening, atrophy and necrosis. These

changes support the initial concept of the possi-

bility of causing tumor tissue to differentiate and

mature under the influence of the progestogen. It

is logical to postulate that the agents work via a

pituitary route, particularly in view of the possi-

bility of genetic pituitary dysfunction in these pa-

tients. However, investigation of a central effect

via the pituitary has resulted in equivocal findings.

Elevated levels of LH have been reported in some

patients with varying degrees of suppression by

progestogens. Large doses of medroxyprogesterone

invariably lead to marked suppression of LH and

FSH
,

3 ibut this does not necessarily suggest a mech-

anism of action. Evidence for a local effect is some-

what more convincing than that for a central effect.

The same sequence of induction for secretory type

change to atrophy to replacement of glands in

stroma by fibrous tissue can be demonstrated by

injection of progestational agents directly into vag-

inal implants or into the uterine cavity. After sev-

eral such injections, viable tumor has been absent

from hysterectomy specimens.

Additional evidence for a local effect emerges

from the laboratory. Uterine cancer tissue was

grown in culture with various hormones incorpor-

ated in the medium. Those containing estrogen and

androgen at the end of the first week showed little

difference from controls containing no hormones.

Those containing high concentrations of progester-

one, however, showed nearly total necrosis. In stud-

ies of tumors of varying degrees of differentiation in

organ culture, it has been demonstrated that the

incorporation of estrogen in the medium leads to

dedifferentiation, an effect which can be neutralized

by adding medroxyprogesterone simultaneously.

Studies on nucleic acid synthesis by endometrial

cancer in short-term incubation experiments show

that the addition of progesterone to the medium

reduces the synthesis of both DNA and RNA. Sim-

ilar effects have been demonstrated in curettage

specimens before and after progesterone therapy.

Such studies strongly suggest that the effect of pro-

gestogens on endometrial cancer is directly on nu-

cleic acid synthesis within the cells and lead to

postualtion of receptor sites for progestogens on

tumor cell surface. One can evision utilization of

short-term incubation procedures as a quantitative

way of predicting hormonal responsiveness of tu-

mors.

CHEMOTHERAPY
For those patients who have highly undifferen-

tiated lesions autonomous from the start, who

would not be expected to respond to the normal

controlling factors of endometrial function, the use

of progestational agents will be disappointing. In

these patients and in those who fail after initial re-

sponse to hormonal therapy, trials of chemothera-

peutic agents may be given. However, the response

of this tumor to chemotherapy has not been grat-

ifying. Cytoxan,® fluorouracil, and methotrexate

given in single drug trials have shown transient

responses. Adriamycin has recently been reported

to have induced three responses in other patients.

The degree and duration of these responses is not

clear from the report. There have not been care-

fully randomized trials of chemotherapeutic agents,

nor have there been trials of combined agents sim-

ilar to those going on in breast cancer or of pro-

gesterone combined with chemotherapy on any sig-

nificant scale. Since breast cancer occasionally does

very well on combination chemotherapy, it is logi-

cal to assume that endometrial cancer might also

respond, and trials of combined therapy should be

pushed. However, since many of these patients have

had heavy pelvic irradiation, bone marrow reserve

will be narrow, and patients will have to be ob-

served carefully for irreversible marrow depression.

Poorly differentiated or anaplastic carcinoma of the

endometrium remains a lethal disease when it

spreads beyond the local scene. As newer agents

evolve, we can hope that some of them will dem-

onstrate effectiveness against this lesion.

In the meantime, increasing knowledge of the

patient at high risk of endometrial cancer and

identification of the pre-malignant lesion should

allow one to utilize diagnostic techniques which

will ultimately eliminate endometrial cancer or at

least identify it early enough so that palliative

measures become unnecessary.
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Implications Of Drug Reactions --

Recognition. Incidence And Prevention
c

Recent hijustified Extrapolations Of
Mortality, Morbidity, And Cost Have
Been Extended To The Entire Hospital
Population.

By James W. Cooper, Jr., Ph.D.

While drugs are "remarkably nontoxic” medica-

tion therapy is not an entirely safe experiment. The

prevalence of overt drug-related morbidity and mor-

tality is a function of both extensive drug usage

and intrinsic toxic potential of single or combined

drugs. 1 Unfortunately, a lack of understanding of

drug reactions has recently brought about unjusti-

fied extrapolations of mortality, morbidity, and cost

figures extended to the entire hospital population.

Accordingly, man}- editorials and special articles

have appeared attempting to place drug reactions

in proper perspective.
1-5 This paper is a review of

the types of reactions, their incidence, drugs and

related symptomatology, factors in drug reactions,

and obstacles to their recognition, as well as meth-

ods of recognizing and reducing the incidence of

drug reactions and interactions. This effort hope-

fully will increase objectivity and the capability of

tecognizing and effectively dealing with overt and

covert drug reactions.

The World Health Organization (WHO) defini-

tion of an adverse drug reaction is a drug effect

"which is noxious and unintended and which occurs

at doses used in man for prophylaxis, diagnosis or

therapy.”6 Another much more general definition

states that adverse drug reaction includes all un-

JAMES W. COOPER. JR., Ph.D., St. Joseph's

Hospital and College of Pharmacy, University of

Rhode Island.
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wanted consequences of drug administration. 7 The

latter definition is broader in that it embraces drug

abuse, misuse, noncompliance, and therapeutic fail-

ure. Types of drug reactions with identifiable mech-

anisms include immunologic or allergic (5-15 per

cent and pharmacologic (70-90 per cent),
7-9

as

subdivided into idiosyncrasy (extremely varied sus-

ceptibility to pharmacologic action), side effects

(pharmacologic responses other than intended ther-

apeutic objective), and drug interactions (altered

pharmacologic response not attributable to a single

agent), which may be manifested as idiosyncratic,

toxic, diminished or side effect.

INCIDENCE

Any comparison of incidences of ADRs from diff-

erent studies or specific areas within the health care

system (inpatient vs. outpatient) is difficult be-

cause uniformity is lacking in: 1. definitions of

ADRs. 2. Criteria for patient selection, 3. patterns

of drug utilization. 4. Persons screening and docu-

menting ADRs in the population (nurse monitor,

primary or other physician, clinical pharmacist or

pharmacologist), 5. service areas observed, 6. suit-

able controls, and 7. variations in methods for com-

piling the data. Table I illustrates this lack of uni-

formity for typical incidences reported in various

areas.

Most inpatient studies have been focused on med-

ical services in university-affiliated teaching hospi-

tals, where there seems to be a considerable range

of patients experiencing adverse reactions. One

study,10 where apparantly fairly stringent criteria

for ADRs were applied, revealed a lower incidence:
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TABLE I

ADVERSE DRUG REACTION STUDIES

% of Drug # of Drugs # of Observed;
Authors % Incidence Exposure Utilized Patients Confirmed by Service

I. Inpatient

A. Miller8 28 5.5 ? 11,526 Pharmacist or nurse Medical

monitor; physician

primary or attending

confirms

B. Gray, et al9 24.4 18.5 9 86 Physician other than Medical

Period I 25.0 10.7 9 84 primary or attending

Period II detects and confirms

C. Wang & Terry 10 1.5 ? 9 8,291 Nurse monitor;

physician

All services

II. Outpatient

A. Meleny & Fraser11 36 9 9.9 749 Primary physician Outpatient

B. Stewart & Cluff12 51 9 6.2 75 Pharmacist history

from patient: physician

Outpatient

III. ADR Causing or Contributing to Admission

A. Smidt13 0.3 9 9 9,104 Physician All services

B. Caranasos, et al 14 2.9 9 ? 6,063 Pharmacist: physician Medical

C. Hurwitz 15 2.9 9 9 1,268 Physician Med-Surg-Psych
D. Miller10 3.7 9 ? 7,017 Physician Medical

E. Gray, et al9

Period I 7.0 9 ? 86 Physician other than Medical

Period II 4.8 9 9 84 primary

F. Frisk 17

Hospital I 6.0* 9 2.5 184 Pharmacist; All services

Hospital II 7.4* 9 3.4 258 prysician

*Percent of population meeting one or more criteria.

however the population was 99 per cent male, and

the hospital was classified as a chronic care facility.

A recent critical review of many of these studies

found that, in those studies meeting stringent cri-

teria, the incidence of drug reaction by service was:

medical 6-15 per cent; psychiatric 2-6 per cent;

surgical 2-3 percent; and obstetric and gynecological

and newborn pediatric 1-2 per cent, each.5

In terms of the outpatient population there ap-

pears to be a dearth of information (Table 1), due

in part to the complexities inherent in assessing the

true magnitude of ADRs in the community. Similar

difficulties arise when an attempt is made to docu-

ment the incidence of drug-related admissions to the

hospital. One recent study17
in two small and widely

separated communities found that, when all types

of drug-related problems (adverse reactions and

interactions, covert multiprescriber use, dietary in-

discretion, medication noncompliance, and inappro-

priate therapy or treatment failures) are considered

in patients meeting one or more stringent criteria,

a drug-related event contributed to one of five ad-

missions. However, intrinsic toxic effects contribu-

ted to only 30 and 39 per cent of detected prob-

lems respectively. Misutilization (noncompliance,

dietary indiscretions and covert multiprescriber

usage) contributed to 64 and 45 per cent of the

cases. Therapeutic ineffectiveness or inappropriate-

ness contributed to only 5 and 10 per cent of the

cases. In terms of evaluation of ADR reporting, the

rigid criteria applied to the classification of 1.200

drug reactions by the Registry of Tissue Reactions

to Drugs resulted in classification of 8 per cent

causative, 30 per cent probable, 40 per cent possi-

ble, and 19 per cent coincidental: in 3 per cent of

the cases the drug implicated was found to be not

related to the effect seen. 18 On the other hand, it

has been estimated that only 25 per cent of fatal

reactions and a much lesser percentage of nonfatal

reactions are reported. 19 Only glaring types of overt

reactions draw attention and are reported. In the

study conducted by physicians other than those

responsible for the patients’ care only one third of

the adverse reactions were recognized by the pri-

mary care physician.20

(Continued on next page)
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TABLE II

DRUG INTERACTION STUDIES

Levels of Significance (%)

Authors

No.

of

Patients Average

No.

Drugs

per

Patient

Potential

(or

at

risk)

Possible

(or

with

signs)

Probable

(or

significant)

Observed;
determined by Data Base

I. Inpatient

A. Hospital*

Puckett and
Visconti23

2,422 (4.7) (0.3) (0.12) Pharmacist:

physician
108 potential

interactions

B. Nursing Home**
Cooper, et al .

24

530 4.9 23.4 8.7 Pharmacist Ref. 27-28

II. Outpatient

A. Clinic**

Stewart and
Cluff12

75 6.2 51.7 Pharmacist Not specified

B. At large*

Laventurier25 and
Talley

41,996 9.9 7.6 Pharmacist Not specified

III. Contributing to Almission

A. Hospital I*

Hospital II*

Frisk 17

184

258
2.5

3.4

2.7

5.0

Pharmacist;
physician

Ref. 27-28

Methods
*Computer

**Manual

The incidence of adverse drug reactions may also

be examined by screening for drug-drug interac-

tions. Although an earlier work noted21 that 22 per

cent of ADRs were due to drug interactions, a re-

examination of the data in a larger population with

an unspecified drug interaction data base attributed

a total of 6.5 per cent of ADRs to drug interac-

tions.22 Lack of uniformity of a drug interaction

data base and significance levels seems to the

primary difference between these studies. A sum-

mary of drug interaction incidence studies is pre-

sented in Table II.
23-25

There are a number of reasons why the extent

of the role that drug interactions play in adverse

reactions may not be fully appreciated.26 These in-

clude: 1. lack of specific information on interac-

tions, 2. a tendency to attribute new symptoms

during treatment to the underlying disease, 3. a

tendency' to ascribe many severe drug reactions to

the patient's idiosyncratic response to a single drug

rather than to a drug-drug interaction, 4. a relative

lack of extensive information regarding pharmaco-

kinetic considerations in drug interactions, and 5.

the large number of drugs involved in potential

drug interactions.

There are currently three excellent secondary

references27
"29 available for the rapid retrieval of

specific information from primary references deal-

ing with drug interactions, their significance, mech-

anism, findings, and management that have ap-

peared within the last two years. Not only do they

help to rectify an unfortunate situation in which

a magnitude of meaningless charts and tabulations

have clouded the issue of drug interactions, but

they generally classify interacting drugs which: 1.

should not be administered concurrently, 2. when

concurrently administered will usually present diffi-

culties, 3. can be administered concurrently if in-

teractive potential is realized and appropriate

changes in dosing or method of administration are

made, and 4. have been inconclusively shown to

interact or about which there is disagreement relat-

ing to the significance in human subjects. With the

arrival of these convenient data bases, both com-

puterized and manual screening systems have been

proposed for use in screening patients for drug in-

teractions.30 With continuing intensive investigation

in pharmacokinetics, epidemiology of adverse drug

reactions and interactions, and their symptomatol-

ogy. much more pertinent information will undoubt-
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TABLE III

DRUGS WITH HIGHEST ADVERSE REACTION RATES
(In decreasing order)

I. Inpatient

A. Miller8

(% Exposures with ADR)
Heparin, prednisose, spironalactone, hydroclorthiazide, digoxin, neomycin furo-

semide, cephalothin, ampicillin, aminophylline, chlordiazepoxide, phenobarbital,

diazepam, A1 and Mg hydroxiles, KCI

B. Gray, et al .
9 Diuretics, digoxin, quinidine, lidocaine, sedatives and tranquilizers, anticroliner-

(% of all reactions) gics and antacids, antihypertensives steroids, antibiotics, analgesics, X-ray
dyes, anticonvulsants

II. Outpatient

A. Meleney and 11 Fraser Penicillin, sulfonamiles, codeine, tetanus, antitoxin, aspirin, morphine

(% of all reactions)

B. Stewart and Cluff12 Aspirin, penicillin, sulfonamides, tetracycline, codeine, pentazocine

(% of all reactions)

III. Causing or Contributing to Admission

A. Caranasos, et al .
13 Aspirin, digoxin, warfarin, hydrochlothiazide, prednisone, vincristine, ncrethin-

(% of all reactions) drone, furosemide

B. Miller14 Digoxin, aspirin, prednisone, warfarin, antihypertensives, CNS depressants

(% of all reactions)

edly be presented in the literature. The studies
21-22

which cited drug interactions as a small portion (7-

22 per cent) of adverse reaction did not specify the

data base utilized to screen their populations. On

the other hand a most recent work 17 which utilized

a convenient data base27-28 found that 45 and 68

per cent respectively of adverse reactions contribu-

ting to admission were due to drug-drug interac-

tions.

A review of the drug interaction incidence stud-

ies
23-15 dbes show some correlation with one of the

drugs most frequently cited in adverse reactions,

namely digitalis. The most frequent potential inter-

action noted in community25
( 50 per cent), nursing

home24
( 45 per cent) and hospital23

(35 per cent)

involved the use of digitalis glycoside(s) in com-

bination with a potassium-depleting diuretic. In ad-

dition, 72 per cent of those community-at-large pa-

tients25 receiving this combination were not on a

potassium supplement, and 37 per cent of the nurs-

ing home population using daily digitalis and po-

tassium-wasting diuretics were on neither potassium

supplement nor potassium-sparing diuretics, nor

were they having any routine electrolyte testing

performed. In light of one study31 which found that

10 per cent of patients taking digitalis alone

showed symptoms of toxicity and that, when a

potassium-depleting diuretic was added to the regi-

men, this incidence increased by 17 to 35 per cent

of patients, there does appear to be some evidence

that drug interactions may play a more prominent

role in adverse reactions than was formerly recog-

nized.

Furthermore, it has been shown that, as the

number of drugs increases, the number of adverse

reactions to drugs similarly increases.29 Therefore,

one of the most significant factors which predis-

poses any patient to drug reactions is the number

of medications (and hence number of potential in-

teractions) being taken by that patient. In the hos-

pital setting a patient simultaneously receiving an

average of six to ten drugs can expect as adverse

reaction rate of 7 to 10 per cent; as the number of

concurrently administered diugs approaches 20, the

patient has at least a 40 percent chance of having

an adverse reaction to one or more of the drugs.31

Drugs with the highest adverse reaction rates8 or

most commonly implicated in selected inpatient,

outpatient, causative, or contributing-to-admission

studies are presented in Table III.
9-14 Despite the

different patterns of drug utilization, services cov-

ered, ADR definition, and reporting among these

studies, there appear to be similarities in terms of

drugs most frequently implicated in each area. An-

other analysis5 of five additional studies found that

on the medical service digitalis was the most fre-

quently cited drug, while in the general hospital

population antibiotics caused more detected drug

reactions.

SYSTEMS AND SYMPTOMATOLOGY IN ADR's

On an inpatient basis the majority of ADRs
are functional gastrointestinal disturbances (nau-

sea, vomiting, diarrhea), together with cutaneous

manifestations (such as rash and itching), head-

ache, drowsiness, insomnia, muscle weakness, tre-

(Continued on next page)
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mulousness. twitching, and drug fever. These

symptoms account for up to 70 per cent of ADRs.5

In terms of drugs causing or contributing to

hospital admissions,13
-
14 the organ systems most

frequently involved were cardiovascular, gastro-

intestinal, hematologic, neurologic, endocrine-

metabolic, and dermatologic.

FACTORS ASSOCIATED WITH ADVERSE DRUG
REACTION

Patient Factors. Patients expect primary care

providers to prescribe medications. While it is

estimated that doctors write prescriptions for an

overall 75 per cent of their patients,
7 the figure

is higher among the elderly; 84 per cent of a

Medi-Cal population25 and 95 per cent of nursing

home patients24 were found to be utilizing medi-

cations. Yet even Galeen in the Second Century

noted that at least 60 per cent of his patients

had emotional rather than physical problems.32

Patients also misuse the medications they de-

mand or receive. Studies have documented that

15 to 93 per cent of all unsupervised patients

do not comply with the instructions for use of

their medications.33 Females tend to take more

drugs than males; they also have a greater ten-

dency toward drug reaction.5
'
7

•
®“14

,

18-19 These

trends become more prominent as women age,

but the elderly of both sexes tend to have a

much higher risk of drug reaction than younger

patients. In fact patients over 60-70 years of age

suffer an incidence of drug reaction almost double

that for adults 30-40 years of age..
7 In the elderly

patient “the efficiency of the individual organ

lessens . . . renal function diminishes, enzyme

induction is delayed, cell membrane ccmposition

and total body salt and water contents are al-

tered, and lean body mass is reduced. Conse-

quently, the elderly differ from younger people

in their response to drugs, for their ability to

handle drugs by absorption, detoxification, and

excretion is naturally affected. Not surprisingly,

therefore, iatrogenic disease related to drugs is

very common.”34

Since multiple drug therapy in itself predis-

poses to adverse reaction and multiple medication

usage may often be unavoidable in hypertensive-

cardiovascular-endocrine, infectious, and psychia-

tric problems, the incidence of these drug-related

problems is consequently greater in the geriatric

population.

While drugs are intended to affect various

pathologic states, the disease and its preferred

treatment can also affect drug response. Diseases

that may particularly predispose to drug reactions

are those that affect the absorption, distribution,

metabolism, and excretion of drugs, e.g. conges-

tive heart failure, and hepatic and renal disease.

Genetic and hereditary influences also play a

tole in predisposition to drug reactions. Many
peoples of Mediterranean ancestry show an in-

creased susceptibility to hemolytic anemia when

exposed to drugs with redox potential, due to an

inherited deficiency of glucose-6-phosphate dehy-

drogenase. Inherited differences in metabolism

have been showm for isoniazid, succinylcholine.

hydralazine, diphenylhydantoin, nitrites, allopuri-

nol, phenacetin, phenylbutazone, antipyrine, and

the coumarin anticoagulants, all of which display

well-knowm adverse reactions.35

The atopic individual appears to be more likely

to develop hypersensitivity reactions to medica-

tions.

Patients often take medications prescribed by

more than one physician. One study12 revealed

that 43 per cent of outpatients were taking drugs

from multiple prescribers. Recent research 17
indi-

cated that up to two per cent of admissions to

two small community hospitals could be attributed

to covert multiprescribeer involvement. The ob-

vious problem is how to coordinate therapy when

the incidence of multiple prescribers appears to

be so prevalent in the community. A recent paper

has focused on the many types of actual prob-

lems that have occurred when prescription infor-

mation is not rapidly and reliably collated and

transferred with patients as they move within the

health care “system.”36 One solution to the prob-

lem lies in the use of patient medication profiles

by the pharmacist, a practice that is required by

the states of New Jersey and Washington. Similar

legislation is pending in the legislature of 15 other

states.

Those patients who have a history of adverse

r: action to drugs are also more likely to develop

further reactions to the same or related medica-

tions. For instance, the patient who demonstrates

an allergic response to a sulfonamide antibacterial

may be prone to react when exposed to medica-

tions that share the sulfamyl characteristic, e.g.

thiazide antihypertensives and sulfonylurea hypo-

glycemics). On the other hand, while upwards of

half of a patient population 12 give a history of

a drug reaction in terms of less severe complaints

(headache, neusea, and vomiting), many indi-

viduals who are not even taking medications may

give a history of complaints that are not amen 1

able to objective documentation.
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One study37 of ‘ healthy” individuals (not on

medications) revealed that 81 per cent had symp-

toms which might be considered to represent ad-

verse drug reactions. Another investigator38 re-

ported symptomatic complaints in 13 per cent

of patients and 58 per cent of healthy volunteers

taking placebos.

Pharmaceutical Industry Factors. The ‘‘detailing”

of an ever increasing number of prescription drugs

to prescribes and the advertising of over-the-

counter (OTC) drugs to the public has undoubt-

edly had an influence on the prescribing and

utilization patterns of medications in the com-

munity. Several leading companies are beginning

to attempt of their own accord or by Federal

Drug Administration mandate to correct many of

the misleading but convincing claims that un-

doubtedly increase sales volume.

Physician Factors. In the push-pull relationship

of the doctor and patient the favorable response

gained by writing a prescription for a medication

that usually makes the patient get better tends

to set the pattern for the procedure for many

or any ills, some of which may not successfully

be treated by the medication in question.

Failure to use therapeutic objectives and para-

meters to assess the attainment of objectives are

further factors contributing to adverse reactions. 7

In the absence of a therapeutic endpoint a toxic

endpoint is often the result. Conversely, the ap-

parent ineffectiveness of therapy cannot be gauged

without consideration of objectives and suitable

means for determining whether these objectives

were attained.

Physician-Pharmacist Factors. Even if all health

care practitioners were totally aware of the nu-

ances of the pharmacology and pharmacokinetics

of all the medications a patient is supposedly

using, the prevention of adverse drug reactions

is hampered by one fact: we usually have an

incomplete medication history of the patient. A
complete medication record would include all

chronic disease states, prescription and OTC drugs,

the patient’s compliance with therapeutic direc-

tion, notes on the effectiveness of therapy, and

documested problems that have occurred.

OBSTACLES TO RECOGNITION
Obstacles to the recognition of ADRs reportedly

include a low degree of suspicion7 on the part

of the prescriber, who is naturally reluctant to

believe that his therapeutic interventions may have

compounded the patient’s problem. The data base

of knowledge of the clinical pharmacology and

toxicology cf the drugs may be limited. On the

other hand where does the blame ftr an ADR
belong? Did the patient misuse the drug or u. e

other agents for recreation and relaxation? It is

reported that many more deaths occur from al-

cohol, suicide, and accidental poisoning than front

“therapeutic disadvantages.”39 Did the manufac-

turer not disclose possible adverse effects of the

drug? Or did the pharmacist or physician not

take the time to investigate a potential problem?

Was the drug effect ambiguous at best? The

recognition of drug reactions is often difficult,

as the patient may be taking many dtugs and the

effect may not be unequivocally attributable to

any one drug, nor may it appear immediately

(e.g. vaginal adenocarcinoma in offspring of

women taking diethyl stilbestrol for threatened

abortion).

As concluded in a recent review5 : “It is not

clear how much of the problem results from inept

prescribing . . . how much is preventable either

by decreasing such prescribing, or by educating

doctors and patients about drug-drug interactions,

drug-disease interactions, and scrupulous adherence

to directions. Lack of such information is the

greatest handicap to a proper understanding of

the subject.”

METHODS FOR RECOGNIZING AND REDUCING
INCIDENCE

A growing number of dedicated community and

hospital pharmacists consider it their professional

responsibility to take and make available the

results of drug histories to appropriate health

team colleagues. Unfortunately, this is not yet

an accepted professional standard. The concept

of rapid and reliable collection and transferral

of such information is illustrated in Figure 1. This

should ideally be an essential component of a

drug efficacy and adverse experience reporting

and prevention system. Efforts such as the Boston

Collaborative Drug Surveillance System must be

expanded to include all aspects of drug-related

problems and types of hospitals, services, and

health care areas before we can get an accurate

picture of the magnitude of drug-related prob-

lems in the community, let alone of how to at-

tempt solutions to these problems. Interim solu-

tions appear to center on research concerning rea-

sons why people take drugs, more complete data

on drug use, educational efforts based on the

results of analysis of scientifically complete and

valid data, and assessment of the efficacy of

(Continued on next page)
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Figure 1. Patient Medication Profile Links Health

Care Team Practitioners.

these educational efforts. A conceptualization of

these continued competence efforts has been pro-

posed and tested.
40

In an immediate sense a drug information cen-

ter* (manned by a specially trained pharmacist)

can help to identify problems, assist in patient

and realth care practitioner education, and pro-

vide current and objective evaluations of the drug

literature and claims. Pharmacy education is un-

dergoing a change in emphasis from a product

to a patient orientation. In both graduate and

post-graduate educational programs a significant

behavioral objective is the ability to predict,

detect, and report drug reactions and efficacy.

Community pharmacists in the Spokane area are

engaged in a project specifically designed to de-

tect potential and prevent actual drug-related

problems. Computerized drug utilization reviews

are being conducted by third party groups in

numerous areas and states. Specific manual and

computerized projects aimed at reduction of drug-

*The College of Pharmacy, University of Rhode
Island Drug Information Service may be reached

at 521-5055, ext. 313 — Dr. R. J. Moleski, Director

related problems in the community-at-large are

under way in Xampa, Idaho; South County, Rhode
Island; Charleston, South Carolina; and Toronto,

Oniaiio. Only by way of team commitment to

open and maintain communications concerning

drug usage will we be able to utilize medications

most effectively.

Those drugs with a high intrinsic risk should

have very specific therapeutic objectives and para-

meters by which to assess efficacy and prevent

toxicity.41 In the case of digoxin we have con-

vincing recent evidence from the Boston area

that obtaining frequent digoxin serum levels do-es

reduce the incidence of digitalis toxicity. A simple

method is the use of a convenient nomogram42

which makes use of serum creatinine, lean/fat

ratio, and body weight to predict digoxin serum

levels and toxicity risks. (Similar nomograms are

available for dosing kanamycin and gentamicin

by renal function.42 ) If the patient is also taking

a potassium depleting or retaining diuretic or

supplement, periodic serum potassium levels should

be determined to prevent both hypo- and hyper-

kalemic states. In addition to the previously

mentioned risk of pushing digoxin for inappro-

priate indications, the question also arises "Do
patients require digoxin for the rest of their

lives?” In a group of 53 patients taking mainte-

nance digoxin, treatment was successfully with-

drawn in 48 cases (90 per cent). In another group

of 1 1 patients who showed toxic digitalis effects

digoxin was stopped permanently.43 Findings such

as these raise serious questions regarding the

validity of the dictum “Once digitalis, always digi-

talis.”

For other drugs with high risk potential (e.g.

quinidine, procainamide, lidocaine, salicylate,

lithium, diphenylhydantoin) serum levels serve a

dula purpose: to determine whether a therapeutic

level has been attained and whether toxicity is

imminent.

It is a key pharmacokinetic consideration

that, any time a maintenance dosage change is

made in the absence of a bolus or loading dose,

the peak effects will not become evident for five

to six half-lives (t }4) of the drug. In the case of

digoxin, for instance, which has a half-life of ap-

proximately 1.5 days in patients under 60 to 70

and up to three days in older patients (with

diminished creatinine clearances), a peak effect

wculd not be seen for eight to 18 days after the

change if the dose were given on the half-life

(Continued on page 287)
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Editorial

PL 93-641

Quietly on January 4, 1975, President Gerald R.

Ford signed the National Health Planning and Re-

sources Development Act of 1974. While the Medi-

cal Profession has been largely unaware of the

existence of this new legislation, it may well be the

most significant legislation affecting medical care

since the enactment of the Medicare and Medicaid

amendments to the Social Security Act. It has been

described as another iceberg floating in from Wash-

ington like Medicare, Medicaid, PSRO and HMO.
This legislation in effect wraps up in one package

three former federal health programs: Comprehen-

sive Health Planning (CHP), Regional Medical

Programs (RMP), and Hill-Burton.

The law provides for the establishment of three

entities: 1. Private non-profit or public Health

Systems Agencies, 2. a State Health Planning and

Development Agency at the state level, and 3. A
Statewide Health Coordinating Council at the State

level.

The Health Systems Agencies (HSAs) are de-

signed to: 1. improve the health of residents of

their areas, 2. increase the accessibility, acceptabil-

ity, continuity, and quality of health services, 3.

restrain increases in the cost of providing health

services, 4. prevent unnecessary duplication of

health resources. The HSAs are to be supervised

by a governing body, more than half of which shall

be consumers and the remainder providers. Each

HSA is to prepare a health systems plan and all

annual implementation plans for its area. It is also

responsible for giving approval or disapproval to

applications for federal funds for health programs

within the area.

The Health Planning and Development Agencies

(State Agencies) are established for the purpose of

conducting overall health planning for the state,

integrating the plans of local HSAs which require

some state government activity and will also ad-

minister a Certificate of Need program which is

mandated by the new law.

Finally, the state agency is to be advised by a

Statewide Health Coordinating Council (SHCC)
which must contain a majority of consumers. Sixty

per cent of its members must be appointed from

the state’s health systems agencies.

The law provides for a continuation of the health

facilities construction program, but linked to the

new planning process. Grants, loans, and loan guar-

antees are available for modernization of medical

facilities, construction of ambulatory facilities, and

construction or conversion of inpatient facilities.

Before any of these funds can be awarded, however,

the state agency must send to the Secretary of

HEW a state medical facilities plan which has been

approved by the statewide health coordinating

Council.

Through the intercession of Senator Claiborne

Pell, special flexibility in implementation has been

provided for states such as Rhode Island which

have no county or municipal health institutions or

departments, and which have maintained a health

planning system which complies with the purposes

of the Act.

In making his special plea, Senator Pell described

the nonprofit health planning network operating in

Rhode Island consisting of the Health Planning

Council, Inc. (HPC), the Rhode Island Health

Science Education Council (RIHSEC), and Rhode

Island Health Services Research, Inc. (SEARCH).
As a result of this special status, Rhode Island

will have no Health System Agencies (HSAs). This

is pursuant to a request of Governor Philip Noel

as provided in this special section of the law. that

Rhode Island be exempt from establishing such

HSAs. The approximately $1.5 million for training

purposes which would be available in Rhode Is-

land for these agencies will instead go directly to

the State Agency. Governor Noel has furthermore

designated the State Health Department as the

State Health Planning and Development Agency.

At the suggestion of Senator Pell a committee on

Health Legislation has been convened under the

sponsorship of the Governor's office to recommend

how the functions of a Health Systems Agency can

best be implemented in Rhode Island. The com-

mittee has representation from the Governor’s office,

the State Department of Health, the State Budget

Office, the statewide planning program, the HPC,
SEARCH, RIHSEC, Blue Cross, and the state

Hospital Association. The Rhode Island Medical

Society is now a participant.

The most sensible feature of the new law appears

to be the elimination of overlapping jurisdictions

among CHP, RMP, and Hill-Burton. Its full im-

pact, however, will not be evident until the regula-

( Concluded on next page)
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tions for implementation are drawn. One recent

paper on the subject was appropriately titled:

‘‘Health Care Planning Gets Muscle.” The involve-

ment of government in medical practice is not only

implicit in the law, but explicit in the statements

of at least one government official. According to

Eugene J. Rubel, director of the new HEW Bureau

of Health Planning and Resources development:

“We are now very definitely intervening in the pri-

vate practice of medicine and in the organization

and operation of health care institutions, and the

reason is dollars. More and more of the federal bud-

get is going toward health care expenditures. As in-

flation has eaten up all of the benefits of Medicare,

there’s been an overwhelming need to say that

government can no longer play the passive role of

simply paying the bills.”

The federal government is now in a powerful

position to call the tune, and in Rhode Island the

State Health Department will be a vocal partner.

& t &

Will You Support The Rhode Island Professional

Standards Review Organization, Inc.?

OVER 900 PHYSICIANS HAVE JOINED!!

The officers and the Board of Directors of R.I.P.S.R.O., Inc. have ap-

plied to the Secretary of Health, Education and Welfare for designation as

the PSRO for the Rhode Island area and have received a planning grant to

qualify as a conditionally designated PSRO. Under the law, a “substantial

portion” of all physicians in the area must be members of R.I.P.S.R.O.

It is our hope that you will agree with the approach of the officers and

directors of R.I.P.S.R.O., a peer review organization controlled and directed

by a committee of licensed physicians. Even though you may not agree with

the basic concept of PSRO itself, we hope that you will give your support by

requesting membership in R.I.P.S.R.O. There are no dues, fees or other mone-

tary obligations involved.

Dr. Alton M. Pauli

President — R.I.P.S.R.O., Inc.

Dr. Alton M. Pauli, President

R.I.P.S.R.O., Inc.

106 Francis Street

Providence, Rhode Island 02903

Dear Doctor Pauli

:

I agree with the general approach of the officers and Board of Di-

rectors of R.I.P.S.R.O., Inc., a physician controlled and directed organiza-

tion, and wish to support that organization as long as it shall be controlled

by the physicians of Rhode Island.

I hereby accept membership in R.I.P.S.R.O., Inc.

Signature Address

Name Printed Date
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Subdural Hematoma In Children

By Thomas C. McOsker, M.D.

Head injury is a common disorder in children. A
substantial number of children are admitted to hos-

pitals each year for observation because of fear of

intracranial complications. Some are obviously seri-

ously damaged with complicated skull fractures and

brain lacerations. These patients may have some

subdural bleeding as a part of the overall skull and

brain damage but the subdural is merely a com-

plicating part of the overall picture. It has long

been felt by neurosurgeons that acute and chronic

subdural hematomas are not seen in childhood to

any great degree. They are seen commonly in in-

fancy and much has been written about this. Gurd-

jian, in his book “Head Injuries” stated that sub-

dural hematoma occurs in 5 per cent of head in-

juries but that it is more common in infants than

children. Matson reported 537 cases of subdural

hematomas between 1937 and 1966. Of these only

24 occurred in the group older than 24 months.

The records at Rhode Island Hospital from the

year 1966 to 1973 were searched. During those

years there were a little more than 1,000 admis-

sions a year to the neurosurgical service. By con-

census conjecture, since exact figures are not avail-

able, about 100 of these a year were children with

head injuries so that about 800 admissions aged

2 to 14 were involved in this search.

CASE REPORTS

Carl M, aged 12, was knocked from a horse with

temporary unconsciousness on 8-10-70. He devel-

oped diplopia, then papilledema. Echo, angiogram

and electroencephalogram were abnormal and the

scan was suggestive of subdural hematoma. On
8-14 50cc of dark blood was evacuated from the

subdural space and he did well.

Ronald F, aged 14, was struck by an auto and

admitted with dilated pupils but roving eyes. Emer-

gency operation showed a large right subdural

hematoma. There was however, also brain contusion

and although he recovered he later showed poor

memory, behavior problems and had seizures treated

with anileptics.

Alfredo S, aged 10, was admitted with a history

of having had a subdural hematoma treated with

craniotomy at age 8 at another hospital. However,

his original injury occurred at 7 or 8 months of

age. He was retarded, had a spastic left hemi-

paresis. No operation was done at his admission

to Rhode Island Hospital.

There were however, no subdural hematomas

from a proximate injury diagnosed in the age group

3 to 11.

CONCLUSION
Subdural hematomas are very uncommon in the

usual head injury sustained by an otherwise nor-

mal prepuberty child who does not have an over-

whelming head injury.

REFERENCES
‘Gurdjian ES, Webster JE: Head Injuries. Boston,
Little, Brown and Company, 1958

2Matson DD: Neurosurgery of Infancy and Child-
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CANCER OF THE ENDOMETRIUM
(Continued from page 266)

gestrone which reduced the mean DNA synthesis to

46 per cent and the RNA synthesis to 39 per cent

of control values. Among a series of endometrial

cancers treated with high dose progesterone about

75 per cent showed decreased survival in organ

cultures and a significantly reduced DNA syn-

thesis in vitro and in vivo.

LH secretion in patients with endometrial car-

cinoma is 7 times greater than the normal popula-

tion.
16 This can be restored to normal with the ad-

ministration of 17 alpha hydroxy-progestrone ace-

tate to these patients. These changes, that is, the

elevation of LH, cannot be demonstrated in women

with ovarian or breast cancer.

The use of contraceptive pills containing estro-

gen and progestrone has been said to offer protec-

tion against carcinoma of the endometrium. There

are at least 3 known cases of people who have de-

veloped endometrial carcinoma while on sequential

contraceptives. Perhaps this medication does not

give the same degree of protection as com-

bined medication for 21 days does, especially since

our present concept a minimum dose of estrogen

is given.

The mechanism of action so far as the progestins

are concerned has not been elucidated. It is not

known whether they have a suppressant effect,

whether there is a change in sex steroid components

or sex steroid support of the tumor, or whether

there is direct action upon the neoplastic cell itself.

It has been noted that, if the vaginal smear shows

that the continuous estrogenic effect has been sup-

pressed by progesterone, there is usually uninter-

rupted tumor progression. It also has been postu-

lated that progestins seem to work better if there

has been no prior irradiation. Kistner 17 makes the

point that, when there is remission with one agent

followed by eventual failure, if one then switches

to another progestin, a further remission may be

produced. The main drugs used are 17 alpha hy-

droxyprogesterone acetate (Delalutin®) intramuscu-

lar in doses of 3,000 to 5,000 mg weekly. This is

continued indefinitely until the patient’s tumor

escapes. With the use of progesteronal agents it is

rare that the patient will show clinical remission in

less than 8 to 12 weeks of therapy. Depo-Provera®

(medroxy progesterone acetate) in daily doses of

400 mg intramuscular until 15 or 30 grams are

given over a 50 to 80 day period seems equally

successful. The maintenance dose is then dropped

to 1,250 mg per week. This, too, is continued until

the patient fails to show a response. Megestrol ace-

June, 1975

tate (Megace®) given in doses of 20 mg 4 times a

day ( 1 7 alpha acetoxyprogesterone) seems to be

equally as good as other progestins. It has the

great advantage of being an efficient oral medica-

tion. In some instances as much as 320 mg a day

has been used for long periods. All in all, most

observers reported a response of about 30-35 per

cent to any of the above-mentionel progestins —
the average response lasting anywhere from 12 to

20 months.

Lewis 18 makes the point that, if progesterone pro-

duces remission followed by an escape of tumor and

advance of the diesase, a switch to alkylating agents

may be worthwhile. This sometimes can control the

cancer for an additional year or two, at which time

there is generally marrow failure and one is forced

to abandon this mode of therapy. However, if one

switches back to a progestin, this may again con-

trol the disease. If it does not, it will at least give

symptomatic relief to the terminal patient. He also

states that progestin, if not used as primary therapy

(he quotes 300 cases) but as as adjunct to other

therapy, does not affect the final cure rate. In other

words, progestin plus hysterectomy, for instance,

did not affect the final cure rate.

Progress is being made in understanding the role

of hormones among patients with cancer of the

(Concluded on next page)
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endometrium. Soon it will be possible to apply this

knowledge in selecting patients for hormone treat-

ment and will provide a method of monitoring ther-

apy.

DISCUSSION

Despite the fact that these results have been

achieved from treatment by unsophisticated tech-

niques, there is still controversy over the best treat-

ment for cancer of the endometrium. It is axiomatic

that once a diagnosis is made a plan of treatment

must be formulated to give the best results. In a

British review on this subject the statement was

made that “it appears that in the best hands there

is little to choose between the results obtained by

hysterectomy with removal of the adnexa, hyster-

ectomy plus pre- or post-operative radiotherapy,

vaginal hysterectomy, and irradiation alone.” “By

each of these treatments,” he concludes “the experts

appear to be able to produce a 3 out of 4 chance

of 5 -year apparent cure in the most favorable type

of case.” 19

By the last statement the author placed an obli-

gation upon the physician to choose the best form

of treatment for a given patient. Bichenback20 has

decisively demonstrated that radiation therapy alone

is inferior to surgery or a combination of surgery

and radiation. Few physicians working in the field

recommend radical hysterectomy as a routine. Per-

haps only about 1 in 5 or 1 in 4 would be suitable

for this approach.

However, it is important to have parameters

(depth of invasion, site, grading, and cellular mor-

phology) available that will indicate that extra-

uterine spread is likely. In these patients treatment

in the form of surgery or irradiation should be em-

ployed to extend beyond the uterus and to include

the pelvic nodes. The patients at risk for spread

beyond the uterus are those with involvement of

the cervix or lower uterus, grade III lesion, and

myometrial invasion beyond 1/4 of the myorne-

Curran & Burton
DIVISION OF TEXACO, INC.

1120 Eddy Street

Providence. Rhode Island

HOpkins 7-8050

trium. If tumor spreads to adjacent structures and

metastasizes to pelvic glands, the only logical treat-

ment would be one capable of destroying cancer

cells in all of these sites. Philosophically speaking,

the problem of treatment is as simple as that. This

may be impossible in practice, or achieved only at

the risk of complications so serious that it would

not be justified.
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RADIATION TREATMENT OF
CARCINOMA OF THE ENDOMETRIUM

(Continued from page 270)

of the patients who died died within 2 years; pelvic

control is also shown. Hysterectomy alone is not

nearly as efficient as preoperative irradiation and

hysterectomy. The small group treated by irradia-

tion only is quite interesting, having the best re-

sults. The numbers are too small for statistical sig-

nificance, but they point out that mixed mesodermal

sarcoma, contrary to the commonly held opinion, is

not a radioresistant tumor.

SUMMARY OF CURRENT MANAGEMENT OF

ENDOMETRIAL CANCER AT

M. D. ANDERSON HOSPITAL

The current policies of treatment are:

1 )
Small uterine cavity and a well differentiated

tumor — hysterectomy only with a wide vaginal

cuff.

2) Uterus slightly enlarged and the tumor well

differentiated — one radium insertion of 72 hours

with a tandem and 7,000 rads surface dose with

vaginal ovoids. The hysterectomy is performed 2

to 3 days after removal of the radium system.

3) Disease more advanced, i.e. the uterus mod-

erately enlarged but still well differentiated — 2

Heyman packings or 4,000 rads whole pelvis irra-

diation and one Heyman packing and hysterectomy.

The latter approach would be advisable at most

institutions, because the Heyman packing is a dis-

appearing art.

4) A large uterine cavity or an anaplastic

tumor — 4,000 rads whole pelvis irradiation is

given first, one Heyman packing and hysterectomy.

SUMMARY
Using preoperative irradiation and an extrafascial

conservative hysterectomy, the failure rate within

the pelvis is low, not only in Stage I but also in

Stage II. Presently at the M. D. Anderson Hospital

one attempts to adjust the treatment to the volume

of cancer, the degree of anaplasticity, and the de-

gree of myometrial invasion.

Patients with medical contraindications for sur-

gery can still be treated efficiently with radical ir-

radiation alone. Mixed mesodermal sarcoma is best

treated with irradiation and surgery. If surgery is

contraindicated, carefully planned radical irradi-

ation alone is effective.

^ ^ ^

IMPLICATIONS OF DRUG
REACTIONS — RECOGNITION,
INCIDENCE, AND PREVENTION

(Continued from page 280)

interval. In addition, the patient with diminished

renal function and extended t (three days)

would exhibit an average peak blood level ap-

proximately twice that of the patient with a

shorter t (1.5 days), if the same dose were

administered to both patients. While most drugs

display linear kinetics of elimination, some drugs

(e.g. aspirin and diphenylhydantoin) exhibit non-

linear elimination rates. Doubling the dose of these

drugs will produce much greater than two-fold in-

creases in plasma concentration. This consideration

necessitates the use of small increments when

titrating to therapeutic endpoint. On the other

end of the time spectrum, when quinidine is ini-

tially given at an interval of every two hours

(normal renal function) to convert atrial prema-

ture contractions, a plateau effect is seen in 10

to 12 hours. If, however, quinidine is initally

given every four hours, the maximum serum con-

centration is not achieved until 48 to 72 hours.44

Another less well known aspect of both quinidine

and procainamide therapy is that they are both

weak organic bases. Alkalinization of the urine

by diuretics, antacids, alkaline-ash diet, or bicar-

bonate tends to cause retention, longer half-life,

and potential toxicity. Acidification of the urine

by ascorbate, methionine, ammonium chloride, or

acid-ash diet tends to cause more rapid excretion

and1 diminished therapeutic levels. In either case,

serum levels and urine pH testing can serve as

useful parameters for assessing pharmacologic ef-

fect and pharmacokinetic explanation for that

effect.

SUMMARY
There is little to be gained from adverse re-

action studies, except an appreciation of the need

to recognize which drugs most commonly cause

problems in various circumstances in specific

organ systems and what apparently predisposes

a patient to an adverse reaction. It can be real-

ized from preliminary studies
16-17

’
34-36 that the

patients may contribute to the problem of drug

toxicity by their noncompliance, covert multi-

prescriber usage, or abuse of licit and illicit drugs

as much as or more than the intrinsic toxic poten-

tial of the drugs implicated. Most of these drugs

are time-honored medications which improve both

the quality and quantity of life. Much more re-

search in these matters is clearly needed.

(Concluded on next page)
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Preventive measures involve a concerted appli-

cation of the concept of the long-strived for but

yet to be achieved “health care team,” in which

lines of education, communication and responsi-

bility are accepted and promoted to ensure that

the intrinsic toxic potential of our relatively -“non-

toxic drugs” is minimized.
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In patients with chronic or

frequently recurrent urinary

tract infections

Bactrim
outperforms
ampicillin.

In new multicenter studies a higher percentage

of Bactrim-treated patients maintained clear cultures

for four, six and eight weeks.

Before prescribing, please consult complete product
information, a summary of which follows:

INDICATIONS: Chronic urinary tract infections evidenced
by persistentbacteriuria (symptomatic or asymptomatic),
frequently recurrent infections (relapse or reinfection),

or infections associated with urinary tract complications,
such as obstruction. Primarily for cystitis, pyelonephri-
tis or pyelitis due to susceptible strains of E. coli,

Klebsiella-Enterobacter, Proteus mirabilis, Proteus
vulgaris and Proteus morganii.

Note: The increasing frequency of resistant organisms
limits the usefulness of antibacterials, especially in

these urinary tract infections.

The recommended quantitative disc susceptibility
method (Federal Register 37: 20527-20529, 1972)
may be used to estimate bacterial susceptibility to

Bactrim. A laboratory report of “Susceptible to tri-

methoprim-sulfamethoxazole” indicates an infection
likely to respond to Bactrim therapy, “Intermediate
susceptibility” also indicates a likely response and
“Resistant" that response is unlikely.

Contraindications: Hypersensitivity to trimethoprim or
sulfonamides; pregnancy; nursing mothers.

Warnings: Deathsfrom hypersensitivity reactions, agran-
ulocytosis, aplastic anemia and other blood dyscrasias
have been associated with sulfonamides. Experience
with trimethoprim is much more limited but occa-
sional interference with hematopoiesis has been re-

ported as well as an increased incidence of thrombo-
penia in elderly patients on certain diuretics, primarily
thiazides. Sore throat, fever, pallor, purpura or jaun-
dice may be early signs of serious blood disorders.
Frequent CBC’s are recommended; therapy should be
discontinued if a significantly reduced count of any
formed blood element is noted. Data are insufficient
to recommend use in infants and children under 12.

See charts on following page for details of studies.

For chronic cystitis or pyelonephritis

evidenced by persistent bacteriuria,

frequently recurrent infections or infections

associated with urinary tract

complications, when infection is due

to susceptible organisms.

Precautions: Use cautiously in patients with impaired
renal or hepatic function, possible folate deficiency,
severe allergy or bronchial asthma. In patients with
glucose-6-phosphate dehydrogenase deficiency, he-
molysis, frequently dose-related, may occur. During
therapy, maintain adequate fluid intake and perform
frequent urinalyses, with careful microscopic exami-
nation, and renal function tests, particularly where
there is impaired renal function.

Adverse Reactions: All major reactions to sulfonamides
and trimethoprim are included, even if not reported
with Bactrim. Blood dyscrasias: Agranulocytosis,
aplastic anemia, megaloblastic anemia, thrombopenia,
leukopenia, hemolytic anemia, purpura, hypopro-
thrombinemia and methemoglobinemia. Allergic re-

actions: Erythema multiforme, Stevens-Johnson
syndrome, generalized skin eruptions, epidermal
necrolysis, urticaria, serum sickness, pruritus, exfolia-

tive dermatitis, anaphylactoid reactions, periorbital

edema, conjunctival and scleral injection, photosen-
sitization, arthralgia and allergic myocarditis. Gastro-
intestinal reactions: Glossitis, stomatitis, nausea,
emesis, abdominal pains, hepatitis, diarrhea and pan-
creatitis. CNS reactions: Headache, peripheral neuri-

tis, mental depression, convulsions, ataxia, hallucina-
tions, tinnitus, vertigo, insomnia, apathy, fatigue,

muscle weakness and nervousness. Miscellaneous
reactions: Drug fever, chills, toxic nephrosis with
oliguria and anuria, periarteritis nodosa and L.E.

phenomenon. Due to certain chemical similarities to

some goitrogens, diuretics (acetazolamide, thiazides)

and oral hypoglycemic agents, sulfonamides have
caused rare instances of goiter production, diuresis
and hypoglycemia in patients; cross-sensitivity with
these agents may exist. In rats, long-term therapy
with sulfonamides has produced thyroid malignancies.

DOSAGE: Not recommended for children under 12.

Usual adult dosage: 2 tablets b.i.d. for 10 to 14 days.
For patients with renal impairment:

Creatinine Recommended
Clearance (ml/min) Dosage Regimen

Above 30 Usual standard regimen

15-30 2 tablets every 24 hours

Below 15 Use not recommended

Bactrim
(80 mg trimethoprim/400 mg sulfamethoxazole)

Supplied: Tablets, each containing 80 mg trimetho-

prim and 400 mg sulfamethoxazole—bottles of 100
and 500; Tel-E-Dose® packages of 100; Prescription

Paks of 40, available singly and in trays of 10.

Roche Laboratories
Division of Hoffmann-La Roche Inc.

Nutley, New Jersey 07110



In new multicenter studies

of patients withchronic or frequently
recurrent urinary tract infections

Bactrim
(80 mg trimethoprim/400 mg sulfamethoxazole) *9 WEDfOiP

outperforms ampicilli
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Bactrim vs ampicillin. 10-day therapy. 157 patients.
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Numbers in parentheses: No. of patients evaluated for this time period.

17.5%The Bactrim plus.

Patients maintaining clear cultures for 8 weeks

Bactrim: 70.3%

ampicillin: 52.8%

In two multiclinic, double-blind studies of pa-

tients with chronic or frequently recurrent urinary

tract infections, Bactrim maintained a higher rate of

clear cultures than ampicillin. All patients had "sig-

nificant bacteriuria" (100,000 or more organisms/ml
of urine) on two consecutive pretreatment cultures;

many had previously undergone multiple treatment

programs and/or surgery. Organisms were E. coli and
Proteus mirabilis.

Side effects were relatively mild (e.g., nausea,
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Bactrim vs ampicillin. 28-day therapy.* 53 patients.

4 weeks of clear culture 6

100
<&

D 90

5
u 80

ai
70

u 60
JO

z 50

c 40

ro
30

20
O

er 10

0

92.0%
(25)

hu.o% ,, n ,
• 25 76.0

mi

'Hi
68 . 2%

( 22 )

(19)

»:•»>: Bactrim

lllllll ampicillin

38.9*;

(18)

Criterion for clear culture: 1000 or fewer organisms/ml of urine.

Numbers in parentheses: No. of patients evaluated for this time period.
|

37.1% The Bactrim plus.

Patients maintainingelear cultures for8 weeks

Bactrim: 76.0%

ampicillin: 38.9%

vomiting, rash), but more serious side effects can

occurwith theagents studied. Please consult the

manufacturers' product information forall warnings,

precautions, contraindications and adverse reactions.

•While the usual therapy regimen for Bactrim is 10 to 14 days, patients

with chronic urinary tract infections can be and are treated for sub-

stantially longer periods with standard agents such as ampicillin.

These studies, therefore, include both 10-day and 28-day courses of

therapy. In both studies dosage was one 500-mg ampicillin capsule

q.i.d. or two Bactrim tablets b.i.d. plus placebos to make each drug
regimen appear identical.

Please see preceding page for summary
of product information.





Both ofter

Predominant

• psychoneurotic
anxiety

Associated

• depressive

symptoms

Before prescribing, please consult com-
plete product information, a summary of

which follows:

Indications: Tension and anxiety states;

somatic complaints which are concomi-
tants of emotional factors; psychoneurotic

states manifested by tension, anxiety, ap-

prehension, fatigue, depressive symptoms
or agitation; symptomatic relief of acute

agitation, tremor, delirium tremens and
hallucinosis due to acute alcohol with-

drawal; ad.iunctively in skeletal muscle
spasm due to reflex spasm to local pathol-

ogy, spasticity caused by upper motor

neuron disorders, athetosis, stiff-man syn-

drome, convulsive disorders (not for sole

therapy).

Contraindicated: Known hypersensitivity

to the drug. Children under 6 months of

age. Acute narrow angle glaucoma; may
be used in patients with open angle glau-

coma who are receiving appropriate

therapy.

Warnings: Not of value in psychotic pa-

tients. Caution against hazardous occupa-

tions requiring complete mental alertness.

When used adjunctively in convulsive dis-

orders, possibility of increase in freq n

and/or severity of grand mal seizure n

require increased dosage ofstandarcn

convulsant medication; abrupt withd n

may be associated with temporary in

crease in frequency and/or severity i

seizures. Advise against simultaneou n

gestion of alcohol and other CNS dep s

sants. Withdrawal symptoms (similar

those with barbiturates and alcohol) v

occurred following abrupt discontinue

(convulsions, tremor, abdominal and i

cle cramps, vomiting and sweating). <

addiction-prone individuals under ca i



According to her major

nptoms, she is a psychoneu-

ic patient with severe

xiety. But according to the

scription she gives of her

lings, part of the problem

ly sound like depression,

is is because her problem,

hough primarily one of ex-

sive anxiety, is often accom-

nied by depressive symptom-
>logy. Valium (diazepam)

1 provide relief for both—as

excessive anxiety is re-

zed, the depressive symp-
ns associated with it are also

en relieved.

There are other advan-

es in using Valium for the

nagement of psychoneu-

ic anxiety with secondary

?ressive symptoms: the

'chotherapeutic effect of

lium is pronounced and
)id. This means that im-

: wement is usually apparent

in the patient within a few
days rather than in a week or

two, although it may take

longer in some patients. In ad-

dition, Valium (diazepam) is

generally well tolerated; as

with most CNS-acting agents,

caution patients against haz-

ardous occupations requiring

complete mental alertness.

Also, because the psycho-

neurotic patient’s symptoms
are often intensified at bed-

time, Valium can offer an addi-

tional benefit. An h.s. dose

added to the b.i.d. or t.i.d.

treatment regimen can relieve

the excessive anxiety and asso-

ciated depressive symptoms
and thus encourage a more
restful night’s sleep.

(diazepam)
2-mg, 5-mg, 10-mg tablets

in psychoneurotic

anxiety states

with associated

depressive symptoms

rveillance because of their predisposi-
n to habituation and dependence. In

egnancy, lactation or women ofchild-

iaringage, weigh potential benefit

ainst possible hazard.

^cautions: If combined with other psy-
1 otropics or anticonvulsants, consider
efully pharmacology of agents em-
iyed; drugs such as phenothiazines,

i rcotics, barbiturates, MAO inhibitors
• 1 other antidepressants may potentiate
1 action. Usual precautions indicated in

l ients severely depressed, or with latent
' aression, or with suicidal tendencies.

Observe usual precautions in impaired
renal or hepatic function. Limit dosage to

smallest effective amount in elderly and
debilitated to preclude ataxia or over-

sedation.

Side Effects: Drowsiness, confusion, diplo-

pia, hypotension, changes in libido, nausea,
fatigue, depression, dysarthria, jaundice,

skin rash, ataxia, constipation, headache,
incontinence, changes in salivation,

slurred speech, tremor, vertigo, urinary

retention, blurred vision. Paradoxical re-

actions such as acute hyperexcited states,

anxiety, hallucinations, increased muscle

spasticity, insomnia, rage, sleep disturb-

ances, stimulation have been reported;

should these occur, discontinue drug. Iso-

lated reports of neutropenia, jaundice;

periodic blood counts and liver function

tests advisable during long-term therapy.

Roche Laboratories
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Nutley. New Jersey 07 1 10
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Malpractice — The Patient Pays!

!

By Stephen J. Hoye, M.D.

With the inception of the Joint Underwriting Au-

thority of which we have all recently become part,

in order to obtain professional liability insurance,

it is fully understood that all of us are dissatisfied

with the sizes of the premiums! ! Very much so —
in many cases! ! But we had no other choice at the

time! ! ! We should realize that this is a temporary,

short-term answer to a serious crisis, and allows

us to obtain the necessary insurance to continue to

care for our patients while the roots of the prob-

lem are being investigated and dissected, and a so-

lution found.

The message that we have to get across to our

patients is that these premiums are exorbitant, and

as a business cost ultimately will be paid by them.

THE PATIENT PAYS!! When physicians across

the United States protest against skyrocketing in-

surance premiums, they are acting to protect their

patients from unfair “taxation” and rising health

care costs.

The medical profession is represented on the Di-

rectors Board of the JUA by three practicing phy-

sicians, and the entire Board worked long and

hard to arrive at an equitable premium structure.

So, when we find the rates higher than we had

anticipated, just realize that honest men are doing

the best they can with the information available

and are representing us — the Medical Society —
to the fullest extent of their ability! !

!

The same applies to the Governor’s Commission

on Malpractice Insurance where we are represented

by four practicing physicians. They are meeting

every other week throughout the summer, and the

subcommittees — Health Facilities, Medical, Legal,

Consumer, etc. — are meeting weekly. The mul-

tiple facets of the problem are being reviewed and

discussed. By mid September we hope to know more

about our cwn past experience in Rhcde Island,

so as to be able to chart a course for the future.

This is the reason for our recent questionnaire

mailing requesting your experience wiih profession-

al liability in the past few years. It seems incon-

ceivable that these data are not easily available, but

we are in the process of digging for it.

And just as it is the busiest summer I can ever

remember, it is leading into a busier fall and win-

ter as we hopefully prepare a remedial legislative

package for consideration by the General Assembly.

The Medical Society Malpractice Commission will

be meeting when there are substantive proposals

available for them to discuss. And then a statewide

information campaign will be launched by YOU —
THROUGH YOUR PATIENTS! — to emphasize

that “The Patient Pays,” that this is not the prob-

lem of the medical profession — but it is a health

care cost which can and must be restrained and,

hopefully, reduced.

But, full page information — imparting adver-

tisements cost money — and that is why the House

of Delegates resolved to assess each member $50.00,

so please do your part. It has been particularly

heartening to receive contributions from non dues-

paving members. It gives all of us the impetus

needed to carry on in this time-consuming effort.

So, do your part — and start now!

!

SEND IN YOUR CONTRIBUTION!
GIVE US THE INFORMATION!
TALK TO YOUR PATIENTS!
THE PATIENT PAYS! !

!
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leweightofscientific opinion:
If the pharmacist substituted a that ostensibly equivalent drug prod-

lically equivalent drug for the

you have specified for your

. nt—could you be certain of that

fuct’s safety and effectiveness

ly because the chemical content

he same?

Definitely not, unless bio-

/alence tests and other quality

ance checks had been conducted,

pharmaceutical industry and

7 scientists have maintained this

ion for years, but others have

rioned it. Now the Office of

nology Assessment of the

’ress of the United States has

;ted on the issue in its Drug
quivalence Study.*

Here are a few definitive state-

:s in the O.T.A. report:

ucts are, in fact, equivalent in bio-

availability.

DRUG
BIOEQUIVALENCE

7-V. :

“While these therapeutic fail-

ures resulting from problems of bio-

availability were recognized and

.. .the problem of bioinequiva-
well documented, it is entirely possi-

in chemically equivalent prod-
ble,*at other thetapeuttc fa.lures

s a real one. Since the studies in
and/o

,

r ‘"stanc“ of tox,clt>' that haJ

a similar basis have escaped
h lack of bioequivalence was

mstrated involved marketed

acts that met current compen-

tandards, these documented in-

es constitute unequivocal

nee that neither the present

ards for testing the finished

act nor the specifications for

rials, manufacturing process,

ontrols are adequate to ensure

attention.

The Pharmaceutical Manufac-

turers Association supports federal

legislative amendments that would

require manufacturers of duplicate

prescription pharmaceutical prod-

ucts, subject to new drug procedures,

to document:

(a) chemical equivalence; and

(b) biological equivalence, where

bioavailability test methods have

been validated as a reliable means
of assuring clinical equivalence; or

(c) where such validation is not

possible, therapeutic equivalence.

In addition, the PMA supports

federal legislation that would require

certification of all manufacturers of

prescription products before they

could start in business, annual in-

spections and certification thereafter,

and strict adherence to FDA regula-

tions on good manufacturing

practices.

The overall quality of the

United States drug supply is excel-

lent. But only a total quality assur-

ance program, envisaged in these and

other policy positions adopted by the

PMA Board of Directors in 1974,

can bring about acceptable levels of

performance by all prescription drug

manufacturers and thereby assure the

integrity of your prescription . .

.

Pharmaceutical Manufacturers

Association

1155 Fifteenth Street, N.W
Washington, D.C. 20005

*Copies of the complete report on Drug
Bioequivalence may be obtained from the

Superintendent of Documents, U.S.

Government Printing Office, Washington,

D.C. 20402.

rotatingthe
integrityof.

ourprescription



where does
Mrs. Pichney

go now?
She's progressing very well. Doesn't need extensive

hospital core any longer. And yet she's still not ready
to take care of herself ot home.

Now, you and your patient hove an alternative.

Another level in progressive patient core. Skilled

Nursing Fadlities. Because core in selected SNFs is now
covered under all Blue Cross and Blue Shield subscriber

contracts for anyone under age 65.

By using on SNF participating in the Blue Cross and
Blue Shield program, your patient con receive needed
core in o facility meeting or exceeding Federal

Medicare requirements. Core for your patient is directed

by you through a qualified registered nurse. All

medically necessary therapy and medication as well

os your visits ore covered, os they would be for

hospital services os outlined in the patient's subscrit

contract.

For you, this new benefit means the some claims fil
i

procedures and forms now being used with assista?

os close os your phone just by colling your professicl

relations representative.

>r your patients, it means health core coverage in

cility designed for their particular recovery needs.

Skilled Nursing Facility. Another link in progressive

patient core benefits from Blue Cross and Blue Shie

of Rhode Island. SNFs—they're on Mrs. Pickney's

way home. _— ^ " Blue Cross

vm —i Blue Shield
VmMW of Rhode Island

For a complete list of participating SNFs or additional information
,
write or call Blue Shield Professional Relations.



Physicians Seeking Opportunities In Rhode Island
Agu Suvari, M.D.
Qtrs. F-26

Naval Hospital

Philadelphia, PA 19145
internal Medicine & Oncology

* * *

Kowit Kouwabunpat, M.D.
621 Memorial Drive

Apartment 605

Chattanooga, TE
General Surgeon

sfc

F. Schwarz, M.D.
1192 Temple Drive

Yardley, PA 19067

Ophthalmologist
* * *

R. I. Faragalla, M.D.
6517 Landover Road No. 101

Cheverly, MD 20785

Urologist
* * *

M. H. Kulkarni, M.D.
254-20 74th Avenue
Glen Oaks, NY 11004
Anesthesiologist

* * *

David Wong, M.D.
291 Dalton Drive
Snyder, NY 14226
Urology

Sabina Ali Khan, M.D.
5 East 98th Street, Room 1018
New York, NY 10029
Anaesthesilogist

* * *

Charles J. Zwerling, M.D.
218 Chandler Road
Goldsboro, NC 27530
General Surgery

Peter Burkart, M.D.
5714A Brown Avenue
Fort Knox, KY 40121
Internal Medicine & Hematology

* * *

Purshottam B. Bhangdia, M.D.
9111 Church Avenue Apt. 3N
Brooklyn, NY 11236

Anesthesiologist
* * *

Rafiq Patel, M.D.
300 28th Street, S.E.

Charleston, WV 25304
General Surgery

% s{c jjc

John Christodoulides, M.D.
365 Englewood Avenue
Buffalo, NY 14223

Urologic Surgery
* * *

Perran Iyigun, M.D.
205 3rd Avenue Apt. 11-B

New York, NY
Pediatrics

* * *

Robert J. Breiman, M.D.
7801 N.E. Fourth Court
Miami, FL 33138
General Practitioner

* * *

Daniel C. Budd, M.D.
789 Kimberly Court
Gaithersburg, MD 20760
General Surgeon

* * *

Yong Ming Lee, M.D.
5452 Old Glenwood Park Avenue
Erie, PA 16509
General Surgery or Colon &

Rectal Surgery
Jji

Michael R. Sandberg, M.D.
505 N. Armistead Street

Alexandria, VA 22313
Internal Medicine

¥ 'I'

Cheo-Ming Jean, M.D.
1420 Arch Street, Apt. C-208
Norristown, PA 19401

General Practitioner

(Continued on page 316)

Attractive & Functional Offices

Designers & Suppliers of Offices

36 P»ranch Avenue Providence, R. I. 02904
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July, 1975 295



ATTENTION:

Profile "20"

Results in

Lowering Medical Costs

Profile "20" includes the following:

CALCIUM

INORGANIC PHOSPHATE

GLUCOSE

UREA NITROGEN

UREA ACID

CHOLESTEROL

BILIRUBIN

TOTAL PROTEIN

ALBUMIN

GLOBULIN

ALK. PHOSPHATASE

LDH

SGOT

HEMOGLOBIN

HEMATOCRIT

WHITE BLOOD COUNT
RED BLOOD COUNT

MCH
MCV

MCHC

ALL 20 PROCEDURES

$15.00

335 BROADWAY
PROVIDENCE, R. I. 02909 TEL. 421-3100

ANGELO VITICONTE, A. B. M. T.

DIRECTOR
ASCANIO Dl PIPPO DONALD MATTERA

Ph.. D B.S. M.T. (ASCP)

296

Doctors and Nurses

Here's a way to preserve any picture, di

ploma, certificate, etc. forever. Just by calling

or writing to:

LAMINATING UNLIMITED

1 492 Park Avenue

Cranston, R. I. 02920

(401) 943-1884

HEALTH HAVENS
A SKILLED NURSING HOME
MEDICARE PARTICIPATING

Registered Professional Nurses On All Shifts

Dietician Physiotherapist

Organized But Open Medical Staff

Ethically Managed

100 Wampanoag Trail East Providence

Tel. 438-4275

JCAH Accredited

Rhode Island Medical Journal



PRACTICE

QUESTIONSm
Depend on

Starkweather& Shepley
for the answers

and help

Hundreds of Rhode Island physicians rely on us because we're

insurance experts. As agents, we've spent years solving all types of

professional and personal insurance problems for the medical

community. And you can depend on us to help you through periods

of uncertainty. ..Starkweather & Shepley for answers and help.

ESTABLISHED 1879

Starkweather&Shepley, NC .

Complete Business & Personal Insurance, Pension & Estate Planning

Representing the World's Major Insurance Companies.

155 South Main Street, Providence, Rhode Island 02903, Telephone (401)421-6900



ry for OVERWORKED DOCTORS

It would be rare indeed to find a physi-
cian who doesn’t put in long, tiring hours,
working in the area of death vs. life. Add
to that, the years spent in earning your
M.D.. the untold hours of post-graduate
study and the nights perusing medical
literature to keep abreast of the latest

developments in your fast-changing pro-

fession.

Surely, you deserve something beyond
the satisfaction of doing your job well.

Suggestion: investigate the pleasures of

owning “The Perfect Car”. We, too, have
spent years in perfecting our techniques
of delivering to our customers cars that

have been gone over with a fine-tooth

comb. We “fit” it. Every “bug” has been

taken out, and we test-drive the car for

200 miles before delivery, thus guaran-
teeing you'll avoid the aggravation of

squeaks, rattles, leaks, mechanical prob-

lems and just about anything which could

create dissatisfaction. We call it the

Tasca ABC Plan. It's a major develop-

ment in satisfying customers.

Combine the Tasca ABC Plan with

great cars to start with, — Lincoln Con-
tinental, Mark IV, or the new Mercury
Monarch, and you're well on your way
to relief from the tension which comes
from doing your job so conscientiously.

You deserve The Perfect Car, — from

Tasca. No appointment necessary.



Pretend it’s 1961.

Vouldyou investinChateauLatour?

Did you see the article about

the man who bought the fancy

French wine 10 or 12 years ago at

$ 1 .50 a bottle, and now it’s worth so

much he can’t drink it?

Well, it’s true.

Ifyou had the specialized

knowledge and insight it takes to

invest in wines, you could have

made a killing between 1961 and

1974. But, most likely, you didn’t.

Because common sense told you

not to try unless you knew what

you were doing.

The same principle applies

equally well to other kinds of invest-

ments. There are no substitutes for

the knowledge and insight that come
from thorough research and years

of professional experience.

If this principle is true for pro-

fessional money managers in gen-

eral, it’s especially true for Industrial

National’s Trust Department. We’ve

got the people, the philosophy and

the organization needed to make

your money grow.

In fact, we’ll gladly match the

growth record of the investments

we manage against anybody else’s.

To find out more, give us a call.

Ask for Mr. Evans at 278-6607.

He’ll show you how easy it is to

make the necessary arrangements.

And you’ll probably find that the

service costs much less than you

think.

Trust& Investment Division,

Industrial National Bank, 100

Westminster Street, Providence,

Rhode Island 02903

ismm
Industrial National Bank

Somethingextra in Investment Management.



BROWN UNIVERSITY HEALTH SERVICES

Student Health Physician — September opening, full time at Brown Univer-

sity. Share general medical care of students and emergency care of faculty and
employees.

Prerequisites: Board certificature or eligibility—preferable in gynecology,

family med.cine, internal medicine, or adolescence medicine. Experience in a

college or University student health service preferred .

Competitive salary and good benefits.

Reply with curriculum vitae to:

Roswell D. Johnson, M.D., Director

Brown University Health Services

P.O. Box 1928

Providence, R.l. 02912

An Equal Opportunity and Affirmative Action Employer

ALL THE SERVICES PHYSICIANS NEED TO CARE FOR PATIENTS AT HOME
Nursing, Physical Therapy, Respiratory Therapy, Occupational Therapy,

Speech Therapy, Social Service, Nutritional Counseling, Laboratory

Services, EKG, EEG, X-Ray, Medical-Surgical Supplies and Equipment,

Medications, Meals-on-Wheels, Homemaker-Home Healih Aide, and
Transportation.

WILLIAM C. HARVEY
Director

RUSSELL P. HAGER, M.D., Ph.D.

Medical Director

CALL 521-2633

ASSOCIATION of

GREATER PROVIDENCE, INC.

1 57A WATERMAN STREET PROVIDENCE, RHODE ISLAND 02906

300 Rhode Island Medical Journal



A
half-ounce

o prevention
Use it to prevent a topical infection. Or to treat one that’s already started.

In either case, it’s good medicine. Whether for lacerations,

burns, open wounds, IV catheter or surgical aftercare.

Neosporin® Ointment provides broad antibacterial coverage against common
susceptible pathogens. And since it contains three antibiotics that are

rarely used systemically, the risk of sensitization is reduced.

Neosporin Ointment. A half-ounce of prevention. Also available in a

full ounce of prevention and in convenient foil packets.

Neosporin Ointment carried on Apollo and Skylab missions.

Neosporin
0

Ointment
(polymyxin B-bacitracin-neomycin)

Each gram contains: Aerosporin® brand Polymyxin B Sulfate 5,000 units; zinc bacitracin 400 units;

neomycin sulfate 5 mg (equivalent to 3.5 mg neomycin base); special white petrolatum qs.

In tubes of 1 oz and 1/2 oz and 1/32 oz (approx.) foil packets.

INDICATIONS: Therapeutically, used as an adjunct to appropriate systemic
therapy for topical infections, primary or secondary, due to susceptible organ-

isms, as in: • infected burns, skin grafts, surgical incisions, otitis externa

• primary pyodermas (impetigo, ecthyma, sycosis vulgaris, paronychia) • second-
arily infected dermatoses (eczema, herpes, and seborrheic dermatitis)

• traumatic lesions, inflamed or suppurating as a result of bacterial infection.

Prophylactically. the ointment may be used to prevent bacterial contamination
in burns, skin grafts, incisions, and other clean lesions. For abrasions, minor cuts
and wounds accidentally incurred, its use may prevent the development of

infection and permit wound healing.

CONTRAINDICATIONS: Not for use in the eyes or external ear canal if the eardrum
is perforated. This product is contraindicated in those individuals who have
shown hypersensitivity to any of the components.

WARNING: Because of the potential hazard of nephrotoxicity and ototoxicity

due to neomycin, care should be exercised when using this product in treating

extensive burns, trophic ulceration and other extensive conditions where

absorption of neomycin is possible. In burns where more than 20 percent of the
body surface is affected, especially if the patient has impaired renal function
or is receiving other aminoglycoside antibiotics concurrently, not more than
one application a day is recommended.

PRECAUTIONS: As with other antibacterial preparations, prolonged use may
result in overgrowth of nonsusceptible organisms, including fungi. Appropriate
measures should be taken if this occurs.

ADVERSE REACTIONS: Neomycin is a not uncommon cutaneous sensitizer.
Articles in the current literature indicate an increase in the prevalence of persons
allergic to neomycin. Ototoxicity and nephrotoxicity have been reported
(see Warning section).

Complete literature available on request from Professional Services Dept. PML.

/ Burroughs Wellcome Co.
' rr\ / Research Triangle Park
Wellcome/ North Carolina 27709



DYAZIDE
makes sense

Each capsule contains 50 mg.
of Dyrenium® (brand of triamterene)

and 25 mg. of hydrochlorothiazide.

Forlong-termcontrolofhypertension'
Before prescribing, see complete prescribing in-

formation in SK&F literature or PDR. The following

is a brief summary.

WARNING
This fixed combination drug is not indicated for

initial therapy of edema or hypertension. Edema
or hypertension requires therapy titrated to the
individual patient. If the fixed combination rep-

resents the dosage so determined, its use may
be more convenient in patient management. The
treatment of hypertension and edema is not

static, but must be reevaluated as conditions in

each patient warrant.

Indications: Edema: That associated with congestive

heart failure, cirrhosis of the liver, the nephrotic

syndrome; steroid-induced and idiopathic edema;
edema resistant to other diuretic therapy. Mild to

moderate hypertension: Usefulness of the triam-

terene component is limited to its potassium-sparing
effect.

Contraindications: Pre-existing elevated serum po-

tassium. Hypersensitivity to either component. Con-
tinued use in progressive renal or hepatic dysfunction

or developing hyperkalemia.

Warnings: Do not use dietary potassium supple-

ments or potassium salts unless hypokalemia de-

velops or dietary potassium intake is markedly-

impaired. Enteric-coated potassium salts may cause
small bowel stenosis with or without ulceration.

Hyperkalemia ( >5.4 mEq/L) has been reported in

4% of patients under 60 years, in 12% of patients over

60 years, and in less than 8% of patients overall.

Rarely, cases have been associated with cardiac ir-

regularities. Accordingly, check serum potassium
during therapy, particularly in patients with sus-

pected or confirmed renal insufficiency (e.g., elderly

or diabetics). If hyperkalemia develops, substitute a
thiazide alone. If spironolactone is used concomi-
tantly with ‘Dvazide’, check serum potassium fre-

quently— both can cause potassium retention and
sometimes hyperkalemia. Two deaths have been
reported in patients on such combined therapy (in

one, recommended dosage was exceeded; in the
other, serum electrolytes were not properly moni-
tored). Observe patients on ‘Dvazide’ regularly for

possible blood dyscrasias, liver damage or other idio-

syncratic reactions. Blood dyscrasias have been re-

ported in patients receiving Dyrenium (triamterene,

SK&F). Rarely, leukopenia, thrombocytopenia,
agranulocytosis, and aplastic anemia have been
reported with the thiazides. Watch for signs of im-

pending coma in acutely ill cirrhotics. Thiazides are

reported to cross the placental barrier and appear in

breast milk. This may result in fetal or neonatal

hyperbilirubinemia, thrombocytopenia, altered
carbohydrate metabolism and possibly other ad-

verse reactions that have occurred in the adult. When
used during pregnanes- or in women who mig ht bear
children , weigh potential benefits against possible

hazards to fetus.

Precautions: Do periodic serum electrolyte and BUN
determinations. Do periodic hematologic studies

in cirrhotics with splenomegaly. Antihypertensive
effects may be enhanced in postsympathectomy

patients. The following may occur: hyperuricemia
and gout, reversible nitrogen retention, decreasing

alkali reserv e with possible metabolic acidosis, hyper-

glycemia and glycosuria (diabetic insulin require-

ments may be altered), digitalis intoxication (in

hypokalemia). Use cautiously in surgical patients.

Concomitant use with antihypertensive agents may
result in an’ additive hypotensive effect. ‘Dyazide

interferes with fluorescent measurement of

quinidine.

Adverse Reactions: Muscle cramps, weakness, diz-

ziness, headache, dry mouth: anaphylaxis; rash,

urticaria, photosensitivity, purpura, other derma-
tological conditions: nausea and vomiting (may in-

dicate electrolyte imbalance), diarrhea, constipation,

other gastrointestinal disturbances. Necrotizing

vasculitis, paresthesias, icterus, pancreatitis,

xanthopsia and. rarely, allergic pneumonitis have

occurred with thiazides alone.

Supplied: Bottles of 100 capsules; in Single Unit

Packages of 100 ( intended for institutional use only).

SK&F Co., Carolina, P.R. 00630
Subsidiary' of SmithKline Corporation

‘DYAZIDE’
Justonce ortwice dailyformaintenance.
1hdroehlorothiazide to help keep

blood pressure down and triamterene
to help keep potassium levelsup.



We have a
specialty too.

Office
interiors.

ROITMAN & SON, INC.
Fine Furniture and Accessories

161 South Main Street.

Providence, Rhode Island 02903
Telephone (401) 861-6010

Open Monday and Thursday evenings until 9.

Convenient terms • Free parking

Delivery arranged beyond local area.

We plan and furnish professional offices of any size, from

the carpet up. Our professional interior designers work
with you or with your architect.

Our people are not only highly talented, they are

experienced.

Furnishing your office can be one thing you don’t have to

worry about. Just call us. 861-6010.

Coventry Needs Good Doctors

and

TRAFFORD, INC. NOTICE
has a professional building for them

MEMBERS OF A.C.S.

/OU CAN — Lease with an option to buy MEMBERS OF A.M.A.— Lease office space
— Purchase property outright

Can get the "right answers"
This property was an old six room colonial

home that was overhauled and is now in per-
about recent changes, and

feet condition. how they may be affected,

This property is suitable for two consultation by writing or 'phoning to:

rooms with a waiting room and receptionist

room as well as record storage area.

FOR FURTHER DETAILS CONTACT MR. JOHN
R. A. DEROSIER AGENCY

T. TRAFFORD, G.R.I. AT 821-0180. 215 Waterman Avenue

TRAFFORD, INC. East Providence, Rhode Island

REALTORS - INSURANCE AGENCY
Tel. 438-0660

884-TIOGUE AVENUE
COVENTRY, R.I. 02816

P S. — We have financing available



One contains aspirin.

One doesn’t.

Darvocet-N 100
100 mg. propoxyphene napsylate

and 650 mg. acetaminophen

O

Darvon
Compound-65
65 mg. propoxyphene hydrochloride,

227 mg. aspirin, 162 mg. phenacetin,

and 32.4 mg. caffeine

as*
Additional information available to the profession on request.

Eli Lilly and Company, Inc., Indianapolis, Indiana 46206

500341



Lymphomas In Children

Long-Term Remissions Are Common In

Both Hodgkins And Non-Hodgkins Lym-
phoma With Newer Treatment Regimens

By Edwin N. Forman, M.D.

A voluminous literature new exists on the lym-

phomatous malignant disorders. In this paper, I

shall focus on: when to suspect a lymphoma in a

child, appropriate diagnostic approaches, the cur-

rent available therapies, and their chances of suc-

cess. It is directed to pediatricians and general prac-

titioners, since early diagnosis and their involve-

ment in continuing care critically influence the

outcome for children afflicted by these conditions.

DEFINITION

The lymphomas are malignant tumors arising

from the lymphoreticular system. As we shall see,

they are a group of diseases with probably different

causative factors as well as different natural histor-

ies. Various classifications have been devised (Table

I).

The separation of Hodgkin’s Disease (HD), with

its characteristic Reed-Sternberg cell, from Non-

Hodgkin’s Lymphoma (NHL) is based on a clearly

different histology, pattern of spread, response to

therapy, and ultimate prognosis. Subdivisions on

the basis of diffuse versus nodular pattern, degree

of cellular differentiation, and histiocytic versus

lymphocytic predominance have been exceedingly

EDWIN N. FORMAN, M.D., Director Pediatric

Hematology/Oncology
,
Associate Professor of Pe-

diatrics, Brown University Program in Medicine

This is one of a series of papers supported by the

Continuing Education Program of The Rhode Island

Health Science Education Council.

helpful in predicting response to therapy and prog-

nosis in HD, but to date have been of less value in

childhood NHL.
FREQUENCY AND ETIOLOGY

As a group the lymphomas are the third most

common malignant disorder in children under the

age of 15 with an incidence of 1.3 new cases per

100,000 children per year and exceeded only by

the leukemias (4.2) andi tumors of the central

nervous system (2.6). NHL exceeds HD in this

age group, but the incidence of HD rises rapidly in

the teens. Males are more frequently involved.

The causes of these tumors are not known, but

some highly suggestive possibilities have been un-

covered. Most striking is the association between

the Epstein-Barr virus (the causative agent of in-

fectious mononucleosis, which is clearly non-malig-

nant) and the African cases of Burkitt’s lymphoma.

There is an increased incidence of lymphomas in

patients with immunologic disorders, both congen-

ital (combined immuno-deficiency, X-linked agam-

ma-globulinemia, Wiskott-Aldrich syndrome, ataxia-

telangectasia, Chediak-Higashi syndrome, IgA de-

ficiency) and acquired (transplant recipients receiv-

ing immunosuppressive drugs). Finally, diphenyl-

hydantoin (Dilantin®) administration has, on rare

occasion, produced a lymphoma-like condition.

CLINICAL FEATURES

Although initial findings in HD and NHL may
be similar, there are usually significant differences.

(Continued on next page)
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TABLE 1

Classilcation of Malignant Lymphomas in Children

Type Comments and Old Terminology

Hodgkin’s Disease

Lymphocytic
Predominance

Nodular
Sclerosis

Mixed
Cellularity

Best prognosis

Observed in early disease

“Hodgkin’s Paragranuloma”

Second best prognosis

Most common form in children

Collagen septa divide tissue into

nodules containing atypical

histiocytes lying in lacunae

Intermediate in histology and
probably evolution between
Lymp. Predom. and Lymp. De-
plet.

“Hodgkin’s Granuloma”

Lymphocytic
Depletion

Non-Hcdgkin’s
Lymphomas

Undifferentiated

Worst prognosis

Probably late stage disease

Rare in children

“Hodgkin’s Sarcoma”

(All diffuse: nodular forms, such
as Giant Follicular Lymphoma,
do not occur in children)

Includes Burkitt’s type
Non-Burkitt’s has high leukemic

potential

Lymphocytic Poorly “Lymphoblastic Lymphosarcoma”
Differentiated Probably stage of acute leukemia

Lymphocytic, Well “Lymphocytic Lymphoma”
Differentiated Not reported in childhood

Histiocytic “Reticulum Cell Sarcoma”
Mixed, Histiocytic-Lymphocytic

HD: Presenting symptoms and signs reflect the

natural history of lymph nodal involvement fol-

lowed by orderly progression along lymphatic chan-

nels and invasion of adjacent structures. Thus, the

most common presenting complaint is painless, pro-

gressive enlargement of superficial node(s), espe-

cially cervical (approximately 75 per cent of the

cases). Others include persistent non-productive

cough (secondary to mediastinal mass), abdominal
pain (with retroperitoneal adenopathy), fever

(most common: intermittent elevations to 38.3-39°

C (101-102 F); daily remittent “picket-fence”

type with sharp afternoon or evening spikes to

40 C (104 F), often with a chill; Pel-Ebstein

pattern (rare in children), night sweats, anorexia

and wreight loss. Less commonly nodal pressure in

various areas may cause symptoms of respiratory,

circulatory, or neurologic impairment.

MIL: Plantations reflect the pathogenetic fea-

tures of 1 ) origination wherever lymphoid tissue is

present: within lymph nodes (adenopathy in ap-

proximately 50 per cent of cases; cervical most

common: 33 per cent) or outside of nodes (e.g.

masses in skin, gastrointestinal tract, kidneys); 2)

tendency to multicentric appearance (disease often

widespread at diagnosis, including spinal fluid and

bone marrow); and 3) rapidity of progression.

Weight loss, fatigue, and fever are uncommon as

early findings.

It is of particular note that both conditions can,

through the development of a mediastinal mass

which compresses the superior vena cava and tra-

chea, cause a potentially life-threatening condition

(superior vena cava syndrome) consisting of brassy

cough, hoarseness, dyspnea, cyanosis, facial plethora

and venous engorgement, and edema of head and

neck.

DIAGNOSIS

Early diagnosis almost certainly increases cura-

bility. A common problem, especially for cervical

masses, is to rule out infectious adenitis. This con-

dition is often associated with an upper respiratory

infection and tender, warm, and usually bilateral

swellings. Lymphomas are firmer, usually unilateral

and painless, but can be symmetrical and some-

what tender (from rapid growth and stretching of

node capsule). Depending on the history and other

findings, if adenitis is suspected, a throat culture

tuberculin and mononucleosis tests, a course of an-

tibiotic therapy, and a one to two week observation

period are often employed before biopsy.

The aims of the diagnostic work-up are two fold:

First: to make a tissue diagnosis by incisional or

preferably excisional (and not needle) biopsy. It

is important to choose a site most likely to be in-

formative. A prominent node, increasing in size, is

the best choice. Smaller satellite nodes are likely

to show reactive hyperplasia rather than tumor.

Inguinal and submaxillary nodes are avoided if

possible, since changes secondary to recurrent in-

fections may mask a malignant process. Repeat

biopsy is indicated if the initial one is inconclusive.

Second: to define the extent of the disease in order

to deliver the most effective therapy.

STAGING
Staging (Table 2) has proved to be of crucial

value in HD, but is experimental in NHL. Accu-

racy is necessary not only to aim for eradication

of all disease sites, but to minimize the deleterious

effects of extensive radiotherapy and chemotherapy

on growing tissues. Clinical staging is further re-

fined with pathologic staging, determined by lapar-

otomy with splenectomy for children over 5 years

of age, which includes wedge and needle liver biop-

sies, bone marrow wedge biopsy from the iliac crest.
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and multiple abdominal lymph node biopsies (sple-

nic hilum, celiac axis, para-aortic, common iliac, me-

senteric, and others), and in the female patient, fix-

ation and radiopaque clip marking of the ovaries

outside the field of possible abdominal radiation.

Studies for diagnosis and staging should thus in-

clude, in addition to the history, physical examin-

ation and initial biopsy of the tumor, a complete

blood count including platelets, bone marrow as-

piration (and biopsy in HD), erythrocyte sedimen-

tation rate, urinalysis, blood urea nitrogen, serum

creatinine, uric acid and liver chemistries, tuber-

culin test, selected x-ray studies (chest, intravenous

pyelogram, skeletal survey, inferior vena cavagtam,

lymphangiography in most cases of HD), cerebro-

spinal fluid examination in NHL, and staging lapar-

otomy in HD. Other studies of interest and some

times of value include liver scan, immunologic as-

sessment (immunoglobulins, delayed hypersensitiv-

ity, T and B cells), whole body gallium scinugrams.

setum copper and iron, and Epstein- Barr virus

studies.

TREATMENT
Cure of any lymphoma by surgery alone, even

if the lymphoma is apparently well-localized, is

rare. With the advent of methods for identifying

disease sites and advances in radiotherapy and

Stage I

Stage II

Stage III

Stage IV

TABLE 2

Staging Classification

Involvement of a single lymph node re-

gion (1) or of a single extralym-

phatic organ or site (usually by di-

rect extension from a nodal area

(1e)

Involvement of two or more lymphoid

regions on the same side of the di-

aphragm (II) or localized involve-

ment of extralymphatic organ or

site and of one or more lymph node
regions on the same side of the di-

aphragm (He)

Involvement of lymph node regions on

both sides of the diaphragm (III),

which may also be accompanied by
localized involvement of extralym-

phatic organ site (IIIe) or by in-

volvement of spleen (Ills) or both
(IIIse)

Diffuse or disseminated involvement
of one or more extralymphatic or-

gans or tissues -with or without as-

sociated lymph node enlargement.

Each stage is further divided into A: no systemic

symptoms; and B: constitutional symptoms of night

sweats, unexplained fever with temperatures above
38 °C (100.5°F), or weight loss of more than 10 per
cent of body weight in the prior 6 months.

/V] a. n-Hc
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chemotherapy, remarkable progress in disease con-

trol has been achieved. Therapeutic approaches are

undergoing constant revision; the following discus-

sion is a brief and simplified outline. Permanent

eradication of NHL is, unfortunately, still uncom-

mon. With HD, however, the possibility of cure is

no longer questioned. Rather, the problem s which

treatment schedules are likely to produce the high-

est cure rate for different disease stages. The po-

tential long-term risks of extended field or total

ncdal radiotherapy in a growing child and the re-

markable success of drug combinations have led

to increasing use of radiation limited to involved

fields and raised the question of vchen not to use

adjuvant chemotherapy. At present the treatment of

choice at most centers for Stages I and II is radio-

therapy alone, directed either to the involved field

only or to include the contiguous lymph nede bear-

ing areas (extended field approach): The ‘‘mantle”

in the upper portion of the diaphragm or the “in-

verted Y” below (Figure 1), as dictated by the

localization and extent of the disease. Stage III is

generally treated with total nodal irradiation (man-

tle and inverted Y). However, many centers are

using supplemental chemotherapy for III and IIB.

and this may well prove to be the most successful

approach. For Stage IV, chemotherapy with or

without radiation is preferred. The use of multiple

drugs is clearly superior to single agents. Many
highly effective regimens have been developed, such

as MO'PP asd COPP (repeated courses of nitrogen

Mustard or Cytoxan,® Oncovin,®, Prednisone and

Procarbazine)

.

(Continued on page 318)
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The Mutual Obligations Of The Medical Profession

And The Press

Bear In Mind That The Press Can Be
An Ally

By Lawrence K. Altman, M.D.

We are here this afternoon for one of the rare

discussions concerning the mutual responsibilities

of physicians and scientists and the press in report-

ing the news of medicine. The topic is vital both to

the progress of medicine and to the public's wel-

fare. Medicine is in the news virtually every day. It

may surprise some of you to learn that that situa-

tion is not new. Medical advances traditionally

have made news in this country, particularly those

that have affected public health.

BENJAM.N WATERHOUSE AND THE PRESS

In 1799, for example, when Doctor Benjamin

Waterhouse learned about Doctor William Jenner's

smallpox vaccination technique, Waterhouse said

he ‘‘was struck witr the unspeakable advantages’
-

— that is the outstanding protection that smallpox

vaccination could offer.
1 Waterhouse then proposed

its routine use for his fellow Americans through

the usual channel of communication — a news-

paper article. He said: ‘‘As the ordinary mode of

communicating even medical discoveries in this

country is by newspapers. I drew up the following

account of the Cow Pox. which was printed in the

Columbian Centinal (a semi-weekly newspaper pub-

lished in Boston) March 12, 1799.”

Now, 176 years later, newspapers are still re-

porting news about smallpox: its impending eradi-

LAWRENCE K. ALTMAN, M.D., Medical Writ-

er, The New York Times.

Read at the 164th Annual Scientific Assembly of

the Rhode Island Medical Society, April 16, 1975.

Adapted from a paper which appeared in somewhat
different form in Clinical Research 22:226, Oct 1974

cation, and with it the controversies about the need

to continue regular vaccination schedules.

Although the media thrive on controversy, other

functions are served as well. With regard to science,

the media transfer knowledge and promote under-

standing. The quality of the reporting varies with

the individual and the publication. Whatever, the

ultimate aim is to help promote the practice of the

best brand of preventive and curative medicine.

The audience is not just the public but also the

medical profession. In effect, the media serve as a

form of primary and continuing medical education.

Nevertheless, for reasons that are not clear, in

recent years many dcctors have tended to overlook

the importance of this relationship.

We cannot discuss how well the press and medi-

cine are fulfilling their obligations or how doctors

can improve their image without stopping to take

an overview of the relationship betwreen medicine

and journalism.

ROLE OF THE PRESS

Human interest and welfare are probably the

basic reasons for journalism's interest in medicine.

But as third party payments particularly those

from the taxpayer, have become the way of life in

medicine, funding has been the impetus for much

tecent interest.

Taxpayers not only foot the bill for many of

the costs involved in every day medical practice

in American hospitals, they also are the prime sup-

port for medical research.

Medical research and medical practice once were

conducted almost exclusively on a private basis.
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That is no longer the case. Now the American tax-

payer funds a large share of medical practice and

medical research, not just at NIH but in private

institutions throughout the country.

INCREASING PUBLIC SCRUTINY

Much of your income comes from tax monies,

and even more comes from third party contracts.

Like it or not, this means that the direction of

scientific research and physician payments have

come under increasing public scrutiny. This scrutiny

covers the scope of the research, and the ethics of

clinical investigation, which often involves more

than just the patient and his doctor. It also covers

the ethics of medical practice.

Politicians debate the total expenditures allo-

cated to research vis a vis medical care vis a vis

defense budgets. Points that once were discussed

mainly on rounds and in hospital corridors have

now become public issues. The reason is simple:

the taxpayer foots a large share of the bill. Accord-

ingly, the medical community now is subject to

the same scrutiny that the press applies to Con-

gress, the Defense Department or the State De-

partment, for examples.

Let’s pause to reflect a moment.

Once upon a time, the physician was an individual

entrepreneur in the strict sense. The patient-doctor

relationship was rigidly confidential. The patient

paid his fee directly to the doctor. Public health

practices were rudimentary. Research as we know

it was more a dream than a reality. What little

research was done, generally was done by the

physician in his spare time or when a freak oppor-

tunity presented itself. Those who chose to take

advantage of the situation to satisfy their curosity

or to improve man’s lot did so at their own per-

sonal expense.

WILLIAM BEAUMONT
In 1825, for example, William Beaumont saw

the research potential in the hole that a bullet had

created is Alexis St. Martin’s stomach. 2

To refresh your memory, Beaumont, then an

Army surgeon, had treated St. Martin minutes

after the French-Canadian’s chest and abdomen

had been ripped open by an accidental shotgun

blast. Beaumont did not expect his patient to live

when Beaumont first came to St. Martin’s aid. But

St. Martin recovered, thanks to nature’s healing

powers and Beaumont’s constant attention. Beau-

mont nursed, clothed, lodged, and supported St.

Martin at much personal inconvenience and ex-

pense for nearly two years.

St. Martin regained his strength and resumed

normal physical activities. But the gunshot wound
had left a fistula and St. Martin became known as

the man with a lid on his stomach. That situation

made Beaumont think: “I had opportunities for

the examination of the interior of the stomach,

and its secretions, which has never before been so

fully offered to anyone.”

Beaumont had those rare qualities that makes a

person both a doctor and a researcher. But unlike

those of today’s era, Beaumont financed his own
research, even while a federal employee as an

Army surgeon. For almost a decade, from 1825 to

1833, Beaumont, whose salary was meager, paid

out of his own pocket to support St. Martin as

Beaumont’s clinical research patient. St. Martin, in

turn, entered into Beaumont’s service.

Beaumont wrote “during this time, in the in-

tervals of experimenting, he performed all the duties

of a common servant, chopping wood, carrying

burthens, etc., with little or no suffering or incon-

venience from his wound.”

Meanwhile Beaumont recorded a total of 238

observations on fundamental aspects of human
gastric physiology. Periodically, Beaumont reported

these findings in medical journals and eventually

in a book. Meanwhile, St. Martin apparently was

a popular figure in the press.

Let us not forget that financing one’s own re-

search extends well into the twentieth century.

BANTING AND BEST

In the 1920s Banting and Best funded them-

selves when they sought to discover insulin. 3

Banting sold his Ford and Best depended on what

he had saved from his World War I military pay as

they lived in the laboratory with their dogs. How-
ever, times had changed. Banting and Best worked

as a team with others in an institution — the Uni-

versity of Toronto — that was publicly financed. In

other words, Canadian taxpayers paid for the roof

over their heads. But the researchers paid their

own way for the privilege of discovering insulin!

And the researchers did not patent their discovery.

World War II brought great changes on medi-

cine. The pressing needs of a group of countries,

unprepared for war and fighting against a threat-

ened way of life, accelerated applied research. Re-

sponding to needs, researchers came up with peni-

cillin. They did not discover it then; they went

back to a breakthrough others had made years

before. Still other scientists produced andmalarial

drugs. And surgeons learned the lifesaving benefits

of blood banking — all from research funded by

government in a period1 of ultimate stress: war.

(Continued on next page)
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RESEARCH AND PUBLIC FUNDS

When the war ended, alert public officials re-

alized the potential of medical research for every-

day clinical medicine. Congress poured money into

research, chiefly to investigators in the medical

schools throughout the country. These were the

funds that helped establish medical schools in areas

when none had previously existed. A few deans

saw potential dangers for the day when the faucet

was turned off. But most researchers seemed awed

by the sudden affluence. Then the competition

began to build bigger and better research units.

The net effect was an investment that paid huge

dividends to society.

But where were your annual reports to the

stockholders — the American taxpayer?

The press covered some aspects. The gee-whiz

nature of the science and medicine involved drew

much of the press’ attention. Medical leaders did

not offer guidance. The press did not probe as

deeply as it might have into the impact that

federal funding would have on medical education,

the distribution of younger physicians, the cost of

medicine, and other socioeconcmic factors.

In short, the stories tended to be more con-

cerned with the science of the research than with

what the research would mean to patients. Perhaps

not until the last five years when Americans real-

ized they must set priorities did these become

issues for medical research.

Many among the modern generation of scien-

tists lost sight of what Waterhcuse knew was so

important: responsibly reporting advances in news-

papers. How many scientists tried to communicate

directly with the public? Instead of supporting

such efforts, many scientists looked down on their

colleagues as publicity seekers. In my medical

school days, the general attitude among doctors

toward the lay press was fear and disdain.

Physician-scientists said they considered it more

important to communicate with their peers in

technical jargon than to the public in simpler terms.

What happened? The public perceived the doctor as

arrogant.

The situation was not confined to the United

States.

Doctor Harry Nelson, the Medical Officer of Pre-

toria. South Africa, reflected on “the press and

us” in response to an article that stated: “The

press is capable of doing more damage to more

people in a very short time than almost any other

known organization.’ 4

But Doctor Nelson rebutted: "This statement

about the press which is an oft-repeated accusation

by many of our colleagues, is exaggerated and out

of proportion to the good publicity which we do

get and can still get from the press. Indeed, so

much more could be done through the willing

cooperation of the press to give the public intelli-

gent, useful, and health-promoting information, if

only we would make better and correct use of it.”

He went on to offer testimony to the rare

instance in which he was misquoted: “Pressmen

are just as acutely conscious and conscientious

about giving correct information as you or I. They

also have to safeguard their own reputations and

the security of their jobs. A newspaperman’s suc-

cess depends on his reputation for accuracy ... It

is perhaps true that we may be misquoted, but this

is often our own fault, because we have not been

careful enough about the way in which we give

information.”

Most people are fascinated by medicine because

it concerns their bodies and those of their families

and friends. Most people want to satisfy their

curiosity and learn more about biology, science,

and medicine. Just look at a television schedule or

the newsstands.

PUBL CITY AND EDUCATIONAL TOOL
But doctors have been slow to perceive this

phenomenom and to educate lay colleagues about

how advances are made, why they are so costly,

and how they might influence their own and their

famil'es’ lives. However, some who have seen this

clearly have used it to their advantage. For the

most part they did credit to research and to med-

icine. Yet, a few got caught in the trap of the

limelight, rather than viewing the publicity as

an educational tool to a broader goal, these few

seemed to have regarded it as an end in itself for

themselves.

How has the impact of federal funding changed

the relationship between clinical investigators and

the press? What are our mutual obligations?

Obviously, relatively little can be done today

without special medical tools and instruments. Tech-

nology is an integral part of research: we cannot

expect many more Beaumonts to appear cn the

horizon.

PHYSICIAN ATTITUDES AND THE PRESS

From the perspective of a medically trained

journalist writing for the lay audience, I would say:

First, doctors must learn to communicate in a

way their friends can understand. Don't talk down

to them. They have the capacity to understand a

(Continued on page 319)
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Blue Shield --Fifteen Years

Many ISeiv And Challenging Decisions
Will Continue To Appear On The
Horizon

By Arnold Porter, M.D.

My address to this Corporation this afternoon

will be my tenth as President or Chairman of the

Board of Blue Shield of Rhode Island, and, as

you know, my last.

First, I would again like to thank the House

of Delegates of the Rhode Island Medical Society

for having renominated me and the Corporation

for having re-elected me to five consecutive terms

to the Board of Directors of Physicians Service —
now Blue Shield of Rhode Island. It has been a

truly great experience, and I have really enjoyed

the challenges and have received great personal

satisfaction from having participated in the many
decisions that have been made over the past

fifteen years. Also, as one of your representatives

on the Board of Directors of Blue Cross for four-

teen years, this experience has been doubly satis-

fying.

I can tell you truthfully that I am going to

miss being a part of these two great non-profit

corporations in the years ahead because by now
both of them, without my being sentimental, have

become a part of my life. However, I do wish

to state emphatically that I believe the House

of Delegates acted wisely in January when they

ARNOLD PORTER, M.D., Past Chairman of the

Board of Directors of Blue Shield of Rhode Island;
Director of Emergency Room Services, Rhode Is-

land Hospital.

Address delivered at the Annual Meeting of the
Corporation of Blue Shield of Rhode Island on
March 19, 1975.

nominated new candidates for board membership.

Perhaps terms on the board should be limited

to a total of four terms or twelve years in order

to broaden physician participation in this public

oriented organization. I believe also a minimum
of at least two terms or six years is essential to

learn one’s way around in this multicomplex and

multifaceted business.

It was in April, 1960 that I was elected to the

Blue Shield board; and after serving as secretary

in 1961 and 1962, vice president in 1963 and

1964, I was elected president in 1965 succeeding

Doctors Joseph O’Connell and Charles Ashworth,

both of whom gave so much of their time and

self to further the cause of Physicians Service.

In order to put 1960 in a time reference, Dwight

D. Eisenhower was President of the United States,

Christopher Del Sesto was Governor of Rhode

Island, Kenneth D. MacColl was president of

Blue Cross, and Stanley Saunders was the execu-

tive director of both Plans.

Over the past fifteen years I have collected

two files of written material relating to Blue

Shield, Blue Cross, and related health care mat-

ters. In order to review a small part of the past

fifteen years with you this afternoon I have

selected at random some of the relevant material

which, in addition to its historical interest, will

demonstrate some of the trends and external en-

vironmental forces which have shaped and guided

many of the policies of both Blue Shield and Blue

(Continued on next page)
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Cross during my tenure on both boards of direc-

tors.

The different subjects about which I have chosen

to say a few words have been given no order of

priority as to relative importance or interest, but

were merely culled from my files on their way

to storage in a large box labeled simply “Blue

Shield and Blue Cross.”

ENABLING ACT
Physicians Service was incorporated in 1949

under the 1945 enabling act providing for incor-

poration of non-profit medical service corpora-

tions also defining their powers. It is most in-

teresting, and I am sure not known by all here,

that this act had been amended in 1960, 1961.

and 1964.

In 1960 an amendment of little importance re-

quired the corporation to pay 135 per cent of the

total salaries paid to state personnel who regu-

larly examine the books of both corporations less

any salary reimbursement. In 1961, however, and

of more importance, the definition of medical serv-

ices was changed to include the practice of

chiropody or podiatry; and a second amendment

required the contract of Physicians Service to

provide for payment of services rendered by a

chiropodist and podiatrist.

In 1964 there were two further amendments

to the statute which reflected the new voice of

the consumer. The first change required that

directors of any non-profit medical service cor-

poration formed after January 1, 1964 shall con-

sist of equal numbers of representatives of the

public, doctors of medicine, and subscribers. The

original act stated that the majority must be

doctors. The second change deleted the provi-

sion that the approval of the Rhode Island Medical

Society was necessary for the formation of such a

medical service corporation, which was part of the

original act.

There have been no new amendments since

1964. What future amendments may be legislated

one can only surmise, but one can be certain

there will be some and that they will be in the

interest of the public as determined by the public

and the lawmakers.

BY-LAW REVISIONS

As in all organizations, by-laws are drawn up,

approved, and then adopted only to be amended

at a later date in order to keep abreast of the

requirements of an ever changing society.

In my fifteen years on the Blue Shield board

there have been revisions of the original Blue

Shield by-laws on six different occasions. The

nature of these revisions reflects some of the con-

cerns and pressures we have faced during this

interval. The initial by-law changes that were

made over these years, which reflected some anx-

iety on the part of the corporation, transferred

approval on matters relating to indemnity fee

schedules as well as approval of future by-law’

amendments to the corporation. This authority

up until then had been invested in the board of

directors.

The process of nominating non-physician mem-
bers to the board was altered by the establish-

ment of the nominating committee consisting of

five members of the corporation. Previously they

had been appointed by the board. Later, the ex-

pansion of public representation on the board,

long overdue, was accomplished by a by-law

change which also increased the total number

of board directors to the present 21. This change

was soon followed by the addition of physician

members to the professional advisory committee,

which committee itself was altered to include phy-

sician members other than those who were on the

board of directors. The inclusion of non-physician

members added credibility and stature to this

important decision-making committee on profes-

sional matters.

The claims committee to which the late Doctor

Earl Mara made so many contributions was al-

tered in its membership to meet the ever increas-

ing workload, and it was also made for the first

time a standing committee of the board.

In the last revision, in 1974, the official name

of the corporation was changed from Physicians

Service to Blue Shield of Rhode Island, and cor-

porate titles were adopted. Our Plan was one of

the last in the country to make these changes.

The Plan had long since provided payment for

services other than those of physicians, and the

new name more aptly publicized our membership

in the National Association of Blue Shield Plans.

All of these amendments reflect reaction to

change which I interpret to be progress. It is

valuable to refresh our memories from time to

time on what our by-law’s actually say and what

they actually mean — something probably many
of you have not thought about for several years.

At present, I can readily see the need for future

revisions. These changes will be your responsibility

and need no comments by me today.

COMMITTEES
There are many committees of the Blue Shield
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and Blue Cross boards. As an appointee or ex-

officio member of three Blue Cross and seven

Blue Shield committees, I again call to your at-

tention the tremendous amount of physician input,

time, and energy expended in behalf of the af-

fairs of these corporations without financial com-

pensation. I include in this statement the non-

physician directors, who also are very much in-

volved in committee work. I believe this is one

of Blue Shield’s tremendous assets that never

appears on a balance sheet. It is this voluntary,

dedicated, professional, and community involve-

ment that sets these plans apart from the com-

mercial insurance companies.

I am not going to say anything about the pro-

fessional advisory and claims committees as you

are all familiar with their activities. I do wish

to call to your attention a new and most impor-

tant, and at present very active, committee. This

is the joint benefits review committee of Blue

Cross and Blue Shield, established in 1973, which

reports to both boards of directors and is charged,

as the name implies, with reviewing new benefits.

Now under consideration or recently considered

by this committee, which has six members, three

from each board, are such subjects as: the joint

operations agreement negotiated this year between

Blue Cross and the Rhode Island Dental Service

Corporation which resulted in the establishment

of a new third corporation known as Delta Dental

of Rhode Island; continual review and re-defini-

tion of medical emergency coverage; experimental

programs of day/night care for psychiatric pa-

tients to offer viable alternatives to typically long

in-hospital stays; establishment of special research

and development funds to promote further ex-

perimentation in the area of HM'Os; skilled nursing

facility benefits to be implemented shortly to offer

an alternative place of care to physicians; possible

programs for expansion of drug coverage; emer-

gency center coverage in appropriate facilities other

than hospitals; vision care programs; surgi -centers,

both hospital based and freestanding, which again

is intended to offer an alternate place of service

other than the expensive hospital setting; preven-

tive care riders for pediatric services to make the

scope of benefits offered by traditional Blue Cross

and Blue Shield plans more competitive with HMO
programs; statewide home care programs; and

expanded coverage in physical therapy, speech

therapy, and occupational therapy.

A host of other ambulatory services will come
under the jurisdiction of this committee in the

next few years and will need the combined sup-

port of all of you to succeed in meeting increas-

ing consumer demands. This committee is really

the long-range planning committee of both boards

for subscriber benefits, and subscriber benefits

is what Blue Cross and Blue Shield is all about.

GOVERNMENT PROGRAMS
In September 1960, shortly after 1 was elected

to the Blue Shield board (then Physicians Serv-

ice), the Social Security amendments of 1960

became Public Law 86-778, which law, in addi-

tion to broadening coverage, liberalizing eligibility,

and increasing certain benefits under the Social

Security program, established a new federal-state

grant-in-aid program to assist in the payments

of personal health services to those needy and

near needy over 65 who were unable to finance

these services out of their own resources. This

program, financed through general revenues, was

titled Medical Assistance for the Aged and was

known as the Kerr-Mills law. Rhode Island did

not implement this program until 1965. The va-

riety and extent of services as well as the federal

matching funds were different in each of the

states.

Blue Shield’s involvement in this program was

minimal. It was heavily backed by the AMA in

preference to other legislative plans under con-

sideration by Congress at that time which em-

braced compulsory medical care for the aged with

both medical and hospital benefits financed by

higher Social Security taxes. The most popular

of these proposals was the administration’s (Presi-

dent John F. Kennedy) known as the King-

Anderson bill. This bill divided the nation and

the Congress into two bitterly opposing camps,

one side believing it to be the salvation, the other

the end of health care in the United States. Blue

Shield’s official position was on the side of the

medical profession in favor of voluntary insurance

for those who could afford it, and with govern-

ment help in one way or another for those who

could not.

After eighteen months of political struggle, the

87th Congress in the summer of 1962 killed the

bill; but in 1963 a refined King-Anderson bill

was reintroduced and the battle was on again.

Organized medicine brought out its big guns claim-

ing the issue was not a medical one, but an issue

affecting the economic and political freedom of

the country. President Lyndon B. Johnson’s land-

slide victory over Senator Barry Goldwater, how-

ever, squslched the conservative opposition, and

(Continued on next page)
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Medicare, as the King-Anderson bill had become

known, was included in the Social Security amend-

ments of 1965; and on July 30, 1965 became

Public Law 89-97.

Blue Cross and Blue Shield became inexorably

involved, and almost all Blue Cross plans and

37 Blue Shield plans throughout the country were

chosen as carriers or intermediaries for the Medi-

care program. Blue Cross and Blue Shield of

Rhode Island were among them. The impact of

assuming the carrier role for Medicare in Rhode

Island resulted in the development of Plan 65

which fills the deductible and co-insurance gaps

in the federal program.

The impact of this program on Blue Shield as

an organization was probably more dramatic than

any change that has occurred in its history. All

areas of the operation were affected by this new

obligation. We have seen the organization grow

front 172 employees prior to Medicare to the

present employment level of over 500 people.

The functions and responsibilities of public re-

lations. subscriber relations, professional relations,

claims administration, and even the board of di-

rectors were radically changed within a few short

months. Very few plans in the country including

those in Rhode Island were totally prepared for

the impact which this federal program would cre-

ate. Out of that rather chaotic situation, however.

Blue Shield in Rhode Island was able to adjust:

and from all indications of performance published

by the Social Security Administration, Blue Shield

of Rhode Island now has a Medicare operation

that is second to none in the entire nation. Both

the physician community and the over 65 popu-

lation of our state have gained advantages from

the efficient administration of the Medicare pro-

gram.

After Medicare the next significant piece of

federal health legislation was the PSRO provision

included in the Social Security Amendments of

1972 (Public Law 92-603). Now just getting under

way, the law may have far more influence on the

medical profession than did Medicare. At this

moment the role and relationship of Blue Shield

to PSRO is not completely defined, but its in-

volvement is certain.

After PSRO came the HMO Assistance Act

of December, 1973 encouraging and providing

methods for financing alternative forms of health

delivery other than the traditional fee for service.

As I devoted my annual address to this subject

last year. I will say only that although this HMO
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concept is not at this time any panacea, provi-

sions are made for HMOs in every one of the

national health insurance proposals now before

Congress. To remain a viable organization. Blue

Cross and Blue Shield of Rhode Island must main-

tain involvement, at least experimentally, with

this concept. Ignoring HMOs altogether would be

utter folly as I stated a year ago.

The last and again a very significant piece of

government legislation signed into law January,

1975 by President Gerald Ford was the National

Health Planning and Resources Development Act

of 1974 (Public Law 92-641). This act provides

for a national health planning process with teeth.

It clearly states that the federal government is

intruding into and will control medical services.

It replaces the Hill-Burton Hospital Construction

Act. Comprehensive Health Planning, and the Re-

gional Medical Programs. It intends to create

and fund a national network of regional planning

agencies. Funds will be made available to regu-

late rates for health services in six states, and

this number is certain to increase. Dropped from

this bill were provisions which would have estab-

lished public utility-type regulations on physi-

cians' services as well as those of hospitals. Hos-

pital privilege arrangements, however, for many

physicians will be different in the future with

more standardization and amalgamation of facili-

ties. The regulations and guidelines to carry out

the program have not been written, and the even-

tual long-term effects this bill will have on health

care systems and health care itself remains to

be seen. It is certain the federal government is

fed up with pumping billions of dollars into health

services which have increased in the past ten years

from S3 to $30 billion, and is now planning to

do something about it.

Many national health insurance proposals, all

of which incorporate HMO and PSRO provisions,

are now again before Congress. It cannot be de-

termined at the present time which, if any. of

these proposals will receive approval; but one can

predict that probably a middle-of-the-road ap-

proach bill will emerge incorporating hopefully

the better provisions of all of them. Because of

the energy crisis and the combination of recession

and inflation, passage of a national health insur-

ance bill has been delayed and may not receive

serious consideration for another year. Because

of public dissatisfaction with unavailability, in-

accessibility, high cost, and two standards of

medicine, one for the rich and one for the poor.

(Continued on page 320)
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The Ambulatory Surgical Facility

Concept Is Consistent With Contain-
ment Of Costs And Quality Of Care

By Charles L. Hill, M.D.

The philosophy of medical care generally is

changing. To evaluate suggested new methods of

delivery using existing criteria perpetuates reac-

tionary provincialism which, in part, created the

demand for change. Who can impartially evaluate

the present and determine what advantages may be

gained by such efforts as ambulatory surgical facil-

ities — The patient with all the fears inherent in

variability of ill health? The insuring agency with

the greatest motivation being the least expenditure

of dollars? The hospital administrator and trustees

who are threatened by the erosion of their micro-

cosmic empires? The physicians with the possibil-

ity of enrichment with excessive surgery or anes-

thesia? Politicians who owe their positions to po-

litically attractive but not always practical prom-

ises? The bureaucrats whose jobs depend on in-

creasing governmental control? Obviously, on such

CHARLES L. HILL, Surgeon, Department

oj Otorhinolaryngology, Rhode Island Hospital;

Clinical Instructor
,
Brown University Program in

Medicine.

Presented at the Research Conference on Ambulatory
Surgery sponsored by the Dept. HEW at Washing-
ton, D.C., May 13-15, 1975.

an emotional subject complete impartiality is a

naive hope, but honest thinkers can recognize their

bias and work together to achieve a reasonable

thesis for this time in history.

The elements we all agree upon are the total

costs to the community, maintaining the highest

standard of care, and the availability of care. As

distasteful as it is to my Yankee background, I

feel any change in the existing system without a

careful coordinating agency would be of little value.

Only with such a planning agency would the total

community costs be balanced against the total com-

munity needs. This strikes at the fundamental con-

cept of university centers and general hospitals, but

the days of independent Topsy-like growth of health

facilities and services must end. Basic to a deter-

mination of need for ambulatory facilities is an

agreement on the method of payment for health

care. Should each independent institution be re-

sponsible through charges, grants and endowments

for all its costs? I believe there are certain bene-

fits derived from the presence of a health facility,

from education of health personnel, from research

for which the community as a whole shculd be

(Continued on next page)
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financially responsible through general taxation.

Day-to-day costs of providing services to the ill

may then be more accurately and equitably as-

sessed to them. The different categories of illness's

could then be assigned appropriate cost allowing

us now to discuss the advantages of ambulatory

surgery without the obvious concerns of “taking

the cream" from hospital income. Since this is not

a very popular thought, the only other way to re-

duce community costs would be to close superfluous

beds as the patient load shifted. Care must be

taken in properly assessing the value of these beds

to the community. The services of the institution,

the educational facilities available, and the intang-

ible resources are factors to keep in mind rather

than the overall geographic location of alleged ex-

cessive beds.

The definition of such a facility should not be

so restrictive as to be unable to provide for chang-

ing concepts in surgical practile. An ambulatory

operating facility should be a physical plant to

provide the sophisticated equipment and personnel

to do such procedures which, when finished, do not

require the use of trained personnel to insure qual-

ity care during the morbidity period, and yet may
not be performed in the physicians’s office or usual

cut-patient department. I prefer the hcspital-affili-

ated concept for the inherent ease of quality con-

trol, availability of ancillary facilities, and econ-

omies of large buying power. Unfortunately, until

the basic fiscal policies and management of most

hospitals are changed, I feel proprietary owner-

ship provides the Devil's advocate to stimulate

necessary hospital economies. An exciting concept

would be administration by the central planning

agency, or the medical society, or the insuring

agency, or all together in a cooperative approach.

I would limit procedures to elective surgery, rec-

ognizing that speed, ability, and practice patterns

differ amongst physicians. If a list be necessary, a

physician should not be required to use such facil-

ities for the listed procedures if he does not so

desire. And yet, the ability for prospective accep-

tance of newer unlisted procedures should be easily

attained without bureaucratic impedences. The ul-

timate quality control rests in the continuing edu-

cation of all involved and the provision of their

services. The initial requirement I would desire

would be the need assessment by the health plan-

ning agency. The remainder of licensing require-

ments as suggested in other papers could be nego-

tiated for each geographical area. The implementa-

tion at PSRO should also take into consideration

the advent of such changing concepts. The role of

the federal government I would envision initially as

a coordinator and underwriter to assess the effects

nationally of such a system of facilities.

The concept of ambulatory surgery is good.

Changing techniques in surgery and anesthesia

create a much more popular atmosphere among
surgeons and patients. Quality control, licensing,

and review can be more easily controlled than for

hospitals because of the fewer requirements nec-

essary, and the specific mission of these facilities.

The low cost of construction relative to in-patient

hospital beds creates a source of operating rooms

which may be considered disposable as they become

out-dated or treatment patterns change. The main-

tenance of life has developed a very expensive cost.

This is cne sector where part of the cost can be

contained, and, in fact, usually with improved

quality of care.

PREPARATION OF A MANUSCRIPT

Manuscripts for publication and correspondence

relating to them should be sent to:

Editor, Rhode Island Medical Journal

106 Francis Street

Providence, Rhode Island 02903

Manuscripts should be typewritten cn one side

ot the paper only, double-spaced, and with liberal

margins. References should be placed at the end

of the article and should be listed according to the

order in which they are cited in the text.

References should be based on the form used in

INDEX MEDICUS giving author (co-authors up

to three: et al. for more than three) with initials,

title of article omitting all but first capital, title

of journal, volume, first and last pages, month

(week), year (e.g.. Doe J, Blank RS: New ap-

proaches to . . . Rhode Island Med J 92: 1C 0-1 10,

Feb 80). Journal titles should be listed as they

existed at the time of publication.

References to books, monographs, and pam-

phlets should indicate the author (s), title, pub-

lisher's name, place and date of publication, edi-

tion. and pase number of the reference.
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Editorials

THE AMA

The American Medical Association is the only

organization that represents all physicians. There

has been some tendency with the great surge to-

ward specialization to downgrade the AMA in com-

parison with specialty societies. The far left con-

sider the AMA to be too conservative, and the far

right consider it to be too liberal. No organization

can bridge these differences to the satisfaction of

all. But if the AMA disappeared from the scene, it

would have to be invented all over aga ; n.

AMA membership currently constitutes about

one-half of all physicians in the United States. Why
not all? One important reason is that the peculiar

federated structure of the AMA pe mits physicians

to belong to their state societies without being mem-
bers of the ^MA. Many states, as is the case with

Rhode Island, do not even require state society

membership of county or district society members.

Such members get a free ride, having the advan-

tages of membership in organized medicine without

paying their full share.

The AMA is in financial difficulties, which could

be alleviated in large measure if its membership

included all practicing physicians. There have been

some preliminary activities on the rational scene

AND YOU

directed toward unified membership as a require-

ment for state constituency in the AMA. The Cal-

ifornia Medical Society submitted a resolution

to the June AMA House of Delegates meeting re-

questing the preparation of bylaws ‘‘to provide for

active AMA membership for all dues — paying

members of state medical societies.” The resolution,

however, was not adopted.

Action on a resolution requiring unified member

ship in Rhode Island (county, state, and AMA)
which was recently considered by the Rhode Island

Medical Society House of Delegates, was deferred

because of the possible impact on membership.

At the recent annual meeting of the Rhode Is-

land Medical Society both the retiring president,

Doctor Naihan Chaset, and the newly elected pres-

ident, Doctor Stephen J. Hoye, expressed vigorous

support for the concept of unified membershio.

Even though the AMA and RIMS dues may rise

substantially in the ensuing years, there will prob-

ably never be a better time to pursue this desirable

goal than right now. Unified membership is long

overdue. Let us courageously take this important

step forward.

HOPE AND DESPAIR IN PROVIDENCE

Mere people are content, or fewer are likely to

despair to the point of suicide, in Providence,

Rhode Island, than in any other city in the United

States, according to a recent letter to the editor of

the Journal of the American Medical Associ-

ation. In contrast, those beautiful, blissful, balmy

cities — Tampa, St. Petersburg, or San Jose — vie

with each other as spots where human despair is

frequently relieved by one’s own hand.

But to treat suicide so lightly disregards scientific

reasoning or the multifactoral basis for the ob-

served findings. Cultural backgrounds, religious eth-

ics and age of the population all have a bearing.

However, there is always some truth in old cliches

and observations made over the years. In an over-

simplification, suicides are apt to occur where the

climate is monotonous, and especially if the weather

is monotonously clear and beautiful. Change de-

mands accomodation, and activity is the best anti-

dote to boredom and depression.

It should make all Rhode Islanders a little more

content to knew that, as bad as things are, there is

less reason to despair here than anywhere else. And

perhaps we should complain a bit less about our

New England weather.

&
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PHYSICIANS OPPORTUNITIES
(Continued from page 295)

Walter J. Lentz. M.D.
Medical Center Hospital

BuTington, YT 05401

Internal Medicine
* * *

A. S. Sripathi Karanth, M.D.
Internal Medicine

c o George D. Ylahides, M.D.
Medical Education Director

Ellis Hospital

Schenectady, XY 12308
* * =:< *

Daniel Blumkin. M.D.
330 Norwalk Read
Springfield. IL 62704

Family Physician

Richard Kleiner. M.D.
515 West 59th Street

New York. XY 10019

Pediatrician
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Ronald S. Lorfel. M.D.
1505 Yicksburg

Belleville, IL 62221

Ophthalmologist
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Dante A. Rasaga. M.D.
140 Anton Street A-3

Biidgeport. CX 06606
Pathologist

Yito A. Angelillo. M.D.
1183 South 10th East

Salt Lake City, UT 84105

Internist
sjs ajs

William A. Colom, M.D.
2206 North Pickett Street. No. 304

Alexandria, YA 22304
Internist
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i

Joseph Manelis. M.D., F.A.C.S.

4044 Stonehenge Drive

Sylvania. OH 43560
Thoracic-Cardiovascular Surgeon
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Pro-BanthTne®
brand of

propantheline bromide

Indications: Pro-BanthTne is effective as

adjunctive therapy in the treatment of peptic

ulcer. Dosage must be adjusted to the

individual.

Contraindications: Glaucoma, obstructive

disease of the gastrointestinal tract,

obstructive uropathy, intestinal atony, toxic

megacolon, hiatal hernia associated with

reflux esophagitis, or unstable cardiovascular

adjustment in acute hemorrhage.

Warnings: Patients with severe cardiac

disease should be given this medication
with caution. Fever and possibly heat stroke

may occur due to anhidrosis.

Overdosage may cause a curare-like action,

with loss of voluntary muscle control.

For such patients prompt and continuing

artificial respiration should be applied until

the drug effect has been exhausted.
Diarrhea in an ileostomy patient may indicate

obstruction, and this possibility should be con-
sidered before administering Pro-BanthTne.

Precautions: Since varying degrees of urinary

hesitancy may be evidenced by elderly males
with prostatic hypertrophy, such patients

should be advised to micturate at the time
of taking the medication.

Overdosage should be avoided in patients

severely ill with ulcerative colitis.

Adverse Reactions: Varying degrees of

drying of salivary secretions may occur as

well as mydriasis and blurred vision. In

addition the following adverse reactions have
been reported: nervousness, drowsiness,

dizziness, insomnia, headache, loss of the

sense of taste, nausea, vomiting, constipation,

impotence and allergic dermatitis.

Dosage and Administration: The
recommended daily dosage for adult oral

therapy is one 15-mg. tablet with meals and
two at bedtime. Subsequent adjustment to

the patient's requirements and tolerance

must be made.

How Supplied: Pro-BanthTne is supplied as

tablets of 15 and 7.5 mg., as prolonged-

acting tablets of 30 mg. and, for parenteral

use, as serum-type vials of 30 mg.

Searle & Co.
San Juan, Puerto Rico 00936

Address medical inquiries to: G. D Searle 4 Co.
Medical Department, Box 5110, Chicago, III. 60680 481

SEARLE
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"Antiacid”action
for ulcer patients...

one of the many thingsyou
need in an anticholinergic

Pro-BanthTne is considered adjunctive

in total peptic ulcer therapy that may
include diet, conventional antacids,

bed rest, and other supportive measures.

Pro-BanthTne is provided in several

different dosage forms which will meet
virtually any clinical need. It is just as

versatile in filling patient needs, among
which are:

"Antiacid" action— Pro-BanthTne®

(propantheline bromide) reduces gastric

secretory volume and resting total and
free acid.

"Analgesic" action — Pro-BanthTne helps

to control the acid-spasm-pain complex.

Vigorous anticholinergic action —
Pro-BanthTne® Vials, 30 mg., are for

intramuscular or intravenous use when
prompt and vigorous anticholinergic

action is required.

Mild anticholinergic action —
Pro-BanthTne® Half Strength, 7.5 mg.
tablets, for more exact adjustment of

maintenance dosage in mild to

moderate gastrointestinal disorders.

Pro-Banfhine
(propantheline bromide)

agood
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sulfamethoxazole)

J.I.D.

>ur tablets (0.5Gm each) STAT-

ten 2 tablets D.I.D. for 10-14 days

asic therapywith
onveniencefor
cute nonobstructed
ystitis

Before prescribing, please consult complete
product information, a summary of which follows:

Indications: Acute, recurrent or chronic non-
obstructed urinary tract infections (primarily pyelo-
nephritis, pyelitis, and cystitis).due to susceptible
organisms. Note: Carefully coordinate in vitro sulfon-

amide sensitivity tests with bacteriologic and clinical

response; add aminobenzoic acid to follow-up cul-

ture media. The increasing frequency of resistant

organisms limits the usefulness of antibacterials,

including sulfonamides, especially in chronic or re-

current urinary tract infections. Measure sulfon-

amide blood levels as variations may occur; 20 mg/
100 ml should be maximum total level.

Contraindications: Sulfonamide hypersensi-
tivity; pregnancy at term and during nursing period;

infants less than two months of age.
Warnings: Safety during pregnancy has not been

established. Sulfonamides should not be used for

group A beta-hemolytic streptococcal infections and
will not eradicate or prevent sequelae (rheumatic
fever, glomerulonephritis) of such infections. Deaths
from hypersensitivity reactions, agranulocytosis,
aplastic anemia and other blood dyscrasias have been
reported and early clinical signs (sore throat, fever,

pallor, purpura or jaundice) may indicate serious

blood disorders. Frequent CBC and urinalysis with
microscopic examination are recommended during
sulfonamide therapy. Insufficient data on children

under six with chronic renal disease.

Precautions: Use cautiously in patients with
impaired renal or hepatic function, severe allergy,

bronchial asthma; in glucose-6-phosphate dehydro-
genase-deficient individuals in whom dose-related

hemolysis may occur. Maintain adequate fluid intake

to prevent crystalluria and stone formation.
Adverse Reactions: Blood dyscrasias (agran-

ulocytosis, aplastic anemia, thrombocytopenia,
leukopenia, hemolytic anemia, purpura, hypopro-
thrombinemia and methemoglobinemia); allergic

reactions (erythema multiforme, skin eruptions, epi-

dermal necrolysis, urticaria, serum sickness, pruritus,

exfoliative dermatitis, anaphylactoid reactions, peri-

orbital edema, conjunctival and scleral injection,

photosensitization, arthralgia and allergic myocardi-
tis); gastrointestinal reactions (nausea, emesis,
abdominal pains, hepatitis, diarrhea, anorexia, pan-
creatitis and stomatitis); CNS reactions (headache,
peripheral neuritis, mental depression, convulsions,

ataxia, hallucinations, tinnitus, vertigo and insomnia);
miscellaneous reactions (drug fever, chills, toxic

nephrosis with oliguria and anuria, periarteritis no-

dosa and L.E. phenomenon). Due to certain chemical
similarities with some goitrogens, diuretics (aceta-

zolamide, thiazides) and oral hypoglycemic agents,

sulfonamides have caused rare instances of goiter

production, diuresis and hypoglycemia as well as

thyroid malignancies in rats following long-term
administration. Cross-sensitivity with these agents
may exist.

Dosage: Systemic sulfonamides are contrain-

dicated in infants under 2 months of age (except

adjunctively with pyrimethamine in congenital toxo-

plasmosis).
Usual adult dosage: 2 Gm (4 tabs or teasp.)

initially, then 1 Gm b.i.d. or t.i.d. depending on sever-

ity of infection.

Usual child's dosage: 0.5 Gm (1 tab or teasp.)/

20 lbs of body weight initially, then 0.25 Gm/20 lbs

b.i.d. Maximum dose should not exceed 75 mg/ kg

/

24 hrs.

Supplied: Tablets, 0.5 Gm sulfamethoxazole;

Suspension, 0.5 Gm sulfamethoxazole/teaspoonful.

/ \ Roche Laboratories

< ROCHE > Division of Hoffmann-La Roche Inc.

\ / Nutley, New Jersey 07110

• Effective against susceptible E. coli ,

Klebsiella -Aerobacter , Staph, aureus ,

Proteus mirabilis and, less frequently,

Proteus vulgaris



On land, sea, and inthe air...

Up to 24 hours of effective control with
a single dose. ..in nausea, vomiting and
dizziness associated with motion sickness.

Dosage: 25 to 50 mg. 1 hour before travel.

Available on prescription only.

BRIEF SUMMARY OF PRESCRIBING INFORMATION
CONTRAINDICATIONS. Administration of Antivert

during pregnancy or to women who may become pregnant

is contraindicated in view of the teratogenic effect of the

drug in rats.

The administration of meclizine to pregnant rats during

the 12-15 day of gestation has produced cleft palate in the

offspring. Limited studies using doses of over 100 mg./kg./

day in rabbits and 10 mg./kg./day in pigs and monkeys did

not show cleft palate. Congeners of meclizine have caus<

cleft palate in species other than the rat.

Meclizine HC1 is contraindicated in individuals wl

have shown a previous hypersensitivity to it.

WARNINGS. Since drowsiness may, on occasion, occ

with use of this drug, patients should be warned of this po

sibility and cautioned against driving a car or operatii

dangerous machinery.

Usage in Children: Clinical studies establishing safety ar

effectiveness in children have not been done; therefot

usage is not recommended in the pediatric age group.

Usage in Pregnancy: See “Contraindications.”

ADVERSE REACTIONS. Drowsiness, Qr.00|rN gim
dry mouth and, on rare occasions, KwwMIVa B
blurred vision have been reported.

A division of Pfizer Pharmaceutic
New York. New York 10017

Antivert/25 CbewableTablets
(meclizineHC1) 25 mg.
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Fiske Fund Prize Dissertation

1975
The Trustees of the Fiske Fund of The Rhode Island Medical

Society announce the following for the Prize Dissertation of 1975:
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on

For the best essay on the subject worthy of a premium they

offer a prize of $1,000. The dissertation will be particularly graded

on the basis of original work by the author. The competition is

not restricted to physicians. Each competitor for the premium is

expected to conform with the following regulations:

To forward to the secretary of the Trustees on or before the

fifteenth day of December, 1975, free of all expense, a copy of his

dissertation with a motto thereon, and also accompanying it a
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LYMPHOMAS IN CHILDREN
(Continued from page 305)

In NHL no clearly optimal treatment has emer-

ged. Because of the characteristic multicentric

origin and rapid progression, radiotherapy alone is

rarely if ever indicated. Many drugs show dramatic

although often only transient effectiveness. A strik-

ing, often permanent, regression has been observed

with the use of Cvtcxan® in African Burkitt’s lym-

phoma, but not in the American forms of Burkitt’s.

In view of the aggressive nature of NHL, intensive

multidrug therapy is indicated in all stages cf the

disease. Regimens resemble those used in HD or

acute lymphocytic leukemia and are often com-

bined with irradiation of localized massive disease.

COMPLICATIONS OF TREATMENT
The use of multiple drugs and wide-held radia-

tion not only may depress the bone marrow but may
increase the susceptibility to a wide variety of in-

fections (viral, fungal, bacterial). Splenectomy may

add to the potential for overwhelming sepsis. Pa-

tients must be observed closely, blood counts taken

frequently, and infections treated promptly and

vigorously.

Perhaps the most common and feared complica-

tion of initial therapy, especially in NHL with

massive adenopathy, mediastinal mass, or hepato-

splenomegaly, or a combination of these, is uric

acid uropathv: a rise in serum uric acid due to

rapid turnover of nucleic acids plus destruction of

tumor cells by therapy leading to precipitation of

uric acid crystals in the kidney and subsequent

renal shutdown. This can be prevented by attention.

prior to instituting therapy, to hydration, the use

of allcpurinol, and alkal nization of the urine wh n

necessary to reduce the serum uric acid level.

PROGNOSIS
HD: Long-term remissions are common and

cures possible in all stages of the disease. Five-year

disease-free survival rates will likely exceed 90 per

cent for Stage I and 60 per cent for Stages II and

III, and prolonged survival (over five years) for

stage IX may be achievable in over 60 per cent of

cases.

NHL: L’ntil recently survival for more than 2

years was under 20 per cent. Histiocytic lymphoma

(reticulum cell sarcoma) in particular often shows

rapid recurrence and spread despite radiotherapy

and chemotherapy. Many (perhaps 50 per cent) of

the undifferentiated or poorly differentiated lym-

phocytic lymphomas undergo transformation to

acute lymphocytic leukemia. Of these a significant

number develop meningeal involvement. These com-

plications are treated by anti-leukemic drug regi-

mens. Improvement in survival se:ms to be appear-

ing with the current use of radiation combined with

intensive multidrug chemotherapy. In one such

study 50 per cent of the children remain in com
plete remission after two years.

FOLLOW-UP
hrequent evaluation during treatment is critical

to limit the acute side-effects of chemotherapy and

iadiation. Compassionate care by a central physi-

cian is of great value in -deterring the development

of sericus emotional problems in the child and his

family. Life-long follow-up is indicated to detect

tumor recurrence or long-term effects of therapy

(growth abberations, sterility, new tumor develop-

ment).
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ON; SENTENCE ESSAY

Let us not make a mistake by attempting to

create a one-to-one relationship between quality

care and liability exposure.

.... Don Harper Mills, M.D., J.D.

ONE SENTENCE ESSAY

It would be unfair to say that I prefer the back

of a book to its contents, but it is true that the

sight of a lot of books gives me the hope that I

may one day read them, which sometimes develops

into the belief that I have read them.

. . . Lord Kenneth Clark
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THE MUTUAL OBLIGATIONS OF
THE MEDICAL PROFESSION AND

THE PRESS
(Continued from page 308)

lot more than you think they can. Rely less on

broad platitudes. Instead be as specific as you can

in clear, concise terms so that a neighbor — in the

hospital or in the community — can understand

what you are doing, and why.

If it is research, explain the methodology. It’s

fascinating to most people.

If it is a patient’s problem, LISTEN to the

questions being asked and try to answer them di-

rectly.

Second, let the people at home know why the

costs are what they are. Talk to local groups like

Kiwanis and other civic organizations at lunch.

These meetings often are covered by the local press.

If you take the time to explain what you are all

about in the beginning, then my hunch is ycu will

have to spend less time defending yourselves later

on in the court of public opinion.

Third, there is a need for a more honest ap-

proach in the sometimes exaggerated promises and

claims made by both journalists and doctors for

what medicine can do.

Let me be clear. This is a two-way street. Jour-

nalists’ errors must be corrected by prompt replies

from scientists. But scientists’ overenthusiasm must

be stopped by comments from peers lest there be

public overexpectation.

Fourth, journalists must probe more into the

way things are done in medicine.

Because much research and patient care is pub-

licly funded, and because we are a society with

limited resources, costs have become critical. One
function of journalism is to cut down on waste and

to help improve efficiency.

Fijih, and not the least important, doctors must

learn that it is honorable to speak out to the press,

to provide facts, to correct errors, and to give

reasonable testimony on controversial issues. Stop

looking at those who do it honorably as publicity

seekers. Leaders of various medical and scientific

groups should comment when the topic touches on

public welfare. If you do not meet your responsi-

bilities, you will continue to subject yourselves to

a selecting-out process. As long as the responsible

leaders keep silent, the quacks and charlatans will

fill the vacuum.

There are many sides to complex, public issues.

Under our system of government, they are settled

in the political arena - and by that I mean by the

public-at-large, the taxpayers and the people

whose health you seek to improve. Your best bet

is to speak forcefully and honestly the first time

because the first story often has the greatest

impact. Silence may ibe golden, but if the public

hears only one side of an issue, it may never know
about the other.

In the final analysis, it is the American public

that wants the best possible health care to meet its

needs.

Bear in mind that the press can be an ally,

The times and reasons are different. But the prin-

ciple is not. Don’t overlook what Doctor Water-

house said 175 years ago.
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BLUE SHIELD—FIFTEEN YEARS
(Continued from page 312)

von can safely bet your bottom dollar that it is

coming.

All Blue Shield plans must be prepared to play

a role as carrier or intermediary or whatever role

it might be under national health insurance. The

National Association of Blue Shield Plans has spent

significant time and resources preparing itself for

this eventuality.

You here will be deeply involved in national

health insurance after my departure, and you

should be ahead of it in your thinking, planning,

and experimentation and research. You do not

want to be in the position of being left out of

ihe action or in the position of having to catch

up. I can assure you at this time, Blue Shield of

Rhode Island is, as President Arthur F. Hanley

says, "on top of it.’

BLUE SHIELD PLANS AND ENROLLMENT

FIGURES

In 1960 Physicians Service, as it was known

officially until 1974, offered only Plan A and

Plan B, both of which were service programs for

only that portion of the population whose income
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PROVIDENCE, R. I.
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Pharmacy License No. 225

was below the prescribed income limits of these

plans.

At that time 440,000 people or 77 per cent

were enrolled in Plan A, and 135,000 people or

23 per cent in Plan B for a total enrollment of

578,000. Today, the total enrollment under Blue

Shield is 757,000, which is 85 per cent of the

eligible population of the state. Sixty-two per cent

are now enrolled under Plan 100, which became

available in 1969, 36 per cent in Plan B, and only

2 per cent remaining in Plan A, with, of course,

the vast majority of the people in these latter two

plans having annual earnings above the income

limits, the words “service benefits” become almost

meaningless.

In 1962 Major Medical was introduced and

jointly underwritten by Blue Cross and Blue

Shield. Last year, 1974, a single Major Medical

contract was for the first time offered to small

groups and direct pay subscribers with a $100

deductible which pays 80 per cent of reasonable

and customary charges up to a lifetime maximum
of $25,000.

Today 75 per cent of all enrollees under age 65

are protected by a Major Medical policy, and

many of these have maximum coverage extending

to a quarter of a million dollars.

Plan 65, the gap filler, covering the deductibles

and co-insurance provisions not covered under

Medicare for those over 65 has an enrollment

of 76,000, or 74 per cent of those people under

the Medicare program.

CONCLUSION
What I have attempted to do this afternoon

in this rather lengthy but sketchy account of

some of the important events of the past fifteen

years is to highlight some of the social forces

beyond our control that have compelled Blue

Shield to change its course in order to remain the

leader in the prepayment health field. This has

been systematically accomplished with the knowl-

edge and intuition of an experienced crew which

includes staff, the board of directors, committee

members, and the medical profession.

The finish line may never be in sight. Many
new1 and challenging decisions will continue to

appear on the horizon. However, I am convinced,

because of your demonstrated past ability, you

are capable of steering a proper course. It will

be fun for you to be aboard.
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Hirsch Loeb Gordon, M.D. 1896-1969

Made Noteworthy Contributions To
Several Disciplines

By Harry A. Savitz, M.D.

Doctor Hirsch Leob Gordon was a versatile

scholar, who mastered several disciplines of learn-

ing, as evidenced by the number of academic de-

grees that adorn his name like medals on the lapel

of a famous general. He was a prolific writer and

the author of several books. He was skilled in

several languages, including English, Hebrew. Yid-

dish and Italian.

EARLY YEARS IN EUROPE

He was born on November 26, 1896 in Yilna,

Russia -— the Jerusalem of Lithuania — a dynamic

Jewish cultural center. His father, Elijah Gordon,

a profound scholar, who wrote four books dealing

with homoletics and legalism, then became Rabbi

of the city, and later in the United States. In his

youth Hirsch received the traditional Jewish edu-

cation in the elementary Hebrew school — the

Heder and continued his studies in the famous

rabbinical seminaries of Slobodka, Lyda, and Volo-

zhin. These were the nurseries of many erudite

Hebrew scholars who later accepted chairs of learn-

ing in the outstanding universities of the ETnited

States.

Hirsch Gordon was graduated from the Institute

of Jewish learning in Odessa in 1914. It is related

that as a student in Odessa he suffered great pov-

erty, but his lack of sustenance was compensated

for by the friendship of the famous Hebrew Poet

Laureate, Chaim N. Byalick, who at that time

lectured at the Institute. Gordon was entranced

by Byalick and absorbed every word while taking

HARRY A. SAYTTZ, M.D., Physician-in-Chief

Emeritus, Hebrew Rehabilitation Center.

Dr. Gordon as Health Service Officer

notes. The poet befriended his admirer, and their

friendship flourished.

Gordon reported the contents of the lectures to

the Hebrew daily, Ha-Zephira, and in return re-

ceived fan letters from the editor, Nahum Sokolov.

For lack of funds Gordon lived in a poor neighbor-

hood in a miserable dwelling. On one occasion he

heard a knock on the door and asked in Russian,

•'Who is there?” “I am Sokolov,” was the answer,

‘ and I am looking for Mr. Gordon.” Ashamed of

his poor abode, Gordon replied, “Mr. Gordon does

not live here.”

In 1910 at the age of fourteen Gordon entered

the famous rabbinical seminary
(
Yeshivah

)
at \k)lo-

zhin, a great center of Talmudic learning. Students

came from everywhere to study there, but the

mere study of the Talmud and its commentaries

and complexities did not satisfy Hirsch Gordon.

His thirst for knowledge led him secretly to read

many secular books, magazines, and articles in the

Russian language. He was particularly attracted to

Leo Tolstoy’s works. Quietly he pursued his secular

studies and prepared himself to enter the Russian

Gymnasium (secondary school). At the same time

(Continued on next page)
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he was busy with other actiivties, including Zionist

fund-raising groups. Under the pseudonym of ‘ Gil”

he published an article in Ha-Zeman (Hebrew-

Daily) on the status of education in the Volozhin

Yeshivah.

EMIGRATES TO AMERICA

He came to the United States in 1915 and be-

came a citizen in 1922. Here in the land of freedom

and opportunity he toiled in several fields of learn-

ing, mastered several disciplines, and succeeded in

accumulating more academic degrees. He was a

perpetual student, and his thirst for knowledge had

no limit. In 1922 he received a Ph.D. degree in

Semitics from Yale University; he also studied

medical history there under Castiglioni. In 1923

he received an M.A. degree in international law at

American University, a Doctor of Humanities in

Egyptology miazy at Catholic University and in

1926 an M.A. in psychology at Teachers College of

Columbia University. He received his M.D. degree

at the University of Rome in 1934, and also a Doc-

tor of Letters in classical archeology from the same

University. He was a diplomate of the Institute of

Legal Medicine in Rome and a Doctor of Hebrew

Studies in Talmud from the Jewish Theological

Seminary in New York in 1938. He was not satis-

fied with one profession, but wanted to absorb and

embrace several, like a bee that flies from flower to

flower to produce honey. His abundant learning

bore fruit, and he became a prolific writer. He was

the author of many literary and scientific articles

as well as several books. Included among his writ-

ings were a book on shock therajpy, an article on

the basilica and the stoa, and a paper which de-

tailed psychological concepts in the Bible, Talmud,

and Zohar. He translated from the Arabic a med-

ieval work by Moses Maimonides titled “The Pres-

ervation of Youth.” He published an article in

Hebrew on “Autopsies according to Jewish Law,”

including an historical review of post mortem

examinations.

AUTHOR
But his magnum opus was a book titled “The

Maggid of Caro” (Pardes Publishing Company,

New York, 1949). Here is how it came about. On

January 31, 1942 Gordon read a paper on “The

Maggid of Caro” before the Hebrew-speaking Med-

ical Society of New York City. It was discussed by

Professor I. S. Wechsler of Columbia University

and Professor Arturo Castiglioni of Yale University.

Doctor Gordon, believing that the topic of ‘‘Mag-

MEDICAL MALPRACTICE INSURANCE
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LEONARD R. DiPRETE
Insurance — Real Estate

322 Rhode Island Medical Journal



gidim*” would prove to be of interest to students

of psychology and psychiatry, expanded his paper

into a book. The book is the story of Joseph Caro

(1488-1575), who was an eminent Talmudic schol-

ar and codiner of rabbinic law. Born in Toledo,

Spain, he was exiled with his family in 1492. After

much wandering they settled in Safed, Palestine,

where Joseph later founded a “Yeshivah” (Hebrew

Academy) and wrote his code, “Beth Joseph (the

House of Joseph)'’ and its classical abbreviation the

Shulkan Aruch (the prepared table) in Safed in

1564-5.

The Shulkan Aruch was a collection of the views

of previous codifiers and Caro’s decisions in dis-

puted points. He was interested in Kabalah -

—

mysticism — and was greatly influenced by it, so

much so that he claimed that religious secrets

were revealed1 to him by an angel (the Maggid).

There are a number of comments in the book about

the Maggid. The scientist Albert Einstein had a

logical explanation of revelations of this type. He
felt that a new idea comes suddenly in a rather

intense way — intuition is nothing more than the

outcome of accumulated earlier intellectual experi-

ence.

PHYSICIAN
As a physician, Doctor Gordon had his own

explanation of Rabbi Caro: “It was his ambition to

become that supreme authority — to become presi-

dent of that seat of learning. To justify his wish,

high appraisal of his person rose to the surface of

his consciousness. To be sure, such pretensions on

the part of Caro were not crowded with the halo

of ordinary modesty. But while a great man may
affect outward humility and meek behavior, he can-

not silence within his soul the triumphant voice of

his true eminence and power.” How true-psycho-

logically — as is illustrated by the arrogant man
who ever boasts of his humility.

Gordon led a full and active life professionally.

He attended the Neurological Clinic of Mount
Sinai Hospital of New York beginning in 1935, and

later also at Maimonides Hospital in Brooklyn, the

Pilgrim State Hospital in Brentwood, Long Island,

and the Bellevue and Kings County Hospitals in

New York and Brooklyn.

In World War II he served as a Major in the

Army Medical Corps and was chief of shock ther-

apy at the Veterans Administration Hospital in

Northport, New York. In 1947 he was chief neuro-

psychiatrist for the Veterans Administration at

*Heavenly spirits or agents. Magid is singular.

Jacksonville, Florida and later was neuropsychi-

atric consultant to the Surgeon General of the

Army. This was followed by duty in the Public

Health Service as senior surgeon, and then as chief

of neuropsychiatry at the Marine Hospital on

Staten Island. In 1951 he became a member of the

Board of Appeals for the New York State Selective

Service.

Doctor Gordon was a fellow of the American

Geriatric Society of the American Psychiatric As-

sociation, and of the American College of Physi-

cians, and was a member of the New York Academy

of Medicine. In 1967 he received the Maimonides

Award given by the Michael Reese Hospital and

the College of Jewish Studies both of Chicago

(awarded to a physician chosen either from this

country or from abroad who has contributed sub-

stantially to both Medicine and Judaica). In 1968

he received the American University Alumni Award.

SUMMARY
Doctor Hirsch Loeb Gordon was a versatile

scholar, psychiatrist, historian, author, and journal-

ist, proficient in English, Hebrew, Yiddish, and

Italian. He was the recipient of degrees in several

disciplines and made noteworthy contributions to

each of them.
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Report Of The Committee On Drug Abuse

Cooperation Among The Medical So-

ciety. The Board Of Medical Examiners,

And The Health Department Is Vital

In September of 1973, a meeting had been held

with the Division of Drug Control personnel from

the State Department of Health and the pharma-

cists in charge of monitoring prescriptions for De-

partment of Social Service Rehabilitation Hospitals.

The meeting was called to discuss the misuse of

prescribing practices by physicians in Rhode Is-

land. As a result of this meeting, which had been

previously recorded, the Committee presented the

information to the Executive Council which in turn

directed the President of the Society and the Chair-

man of the Committee to meet with the Division

of Drug Control in order to work out ways in

which the Society could cooperate with them in

eliminating these practices. Because of a series

of circumstances, the meeting was not held

until April 23, 1975. Prior to the meeting, the

research of the committee revealed that one of the

difficulties in this cooperative effort would be the

legal restriction on the Division's divulging actual

names of offending physicians to the society when

these physicians were under investigation. Further

research revealed that at least one state, Illinois,

had devised a method in which hypothetical cases

were used as a presentation to a medical grievance

committee. Correspondence was maintained with

the Illinois Medical Society and at the meeting with

the Director of the Department of Health which

was attended by two members of his Division on

Drug Control, both executives of the Society and

Doctor Nathan Chaset, Past President of the So-

ciety, this hypothetical model was presented to the

Division as one way in which we could cooperate.

After much discussion, the meeting concluded with

the following points of agreement:

1 ) That the Society, through its Grievance

Committee, would offer to the Division of Drug

Control a mechanism of previewing possible situ-

ations which could result in submission of cases to

the Board of Medical Examiners. This would in-

volve a preliminary opinion whether the alleged

practice was within the scope of accepted medical

practice.

2) It was felt that there was a lack of com-

munication between the Board of Medical Exam-

iners and the Medical Society concerning whatever

disciplinary actions the Board of Medical Examin-

ers take in individual situations. It was agreed

that communication would ensue about such ac-

tions so the Medical Society in turn could invoke

whatever disciplinary actions it deemed fit.

3) The Health Department felt that it would

be valuable to have some guidelines for the usage

of various abusable drugs in order to establish in

the minds of practitioners mutually acceptable prac-

tices and help provide the Health Department with

some broad guidance in deciding if a prescription

practice is within the usual scope of medical prac-

tice. It was pointed out to them that the AMA had

provided guidelines for the usage of barbiturates

and that the Rhode Island Medical Society is cur-

rently providing guidelines for the usage of psycho-

active medications in children. The Society of In-

ternal Medicine, Rhode Island Chapter, and the

Family Practice Society are embarking on prepar-
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ation of guidelines for usage of amphetamines in the

treatment of obesity.

4) There was difficulty in obtaining expert

medical opinion in grand jury deliberations on the

proper and accepted use of controlled substances.

Doctor Chaset felt that the Society cculd try to

obtain for the Division a pool of expert medical

witnesses for this purpose. He emphasized that the

Society was strongly and emphatically desirous of

eradicating the misuse of prescribing practices as a

problem in this state. It was mutually understood

that this problem involved less than one percent of

practicing physicians in the state of Rhode Island

but that this small number could create a minor

epidemic of controlled substance abuse and that the

Society wanted the state administration to be aware

that it would cooperate to its fullest extent to

eliminate this problem. It should be noted in this

regard that as far as investigations for misuse of

prescribing practices that there are two separate

enforcement entities involved. That is, the local

narcotics enforcement officers in municipal police

departments and the sometimes sepa rately operating

group from the Division of Drug Control. Within

the past few months a third enforcement area has

z

become operative; this is the L.I.U., the federal

agency which operates under the Law Enforcement

Administration Act. In the state of North Carolina,

for instance, this particular independently operating

body has resulted in the indictments of nineteen

physicians. The Drug Abuse Committee would,

therefore, like to reemphasize how important it is to

follow the letter of the law in using prescribing

powers involving controlled substances. Despite the

good offices of the leadership of the House of Rep-

resentatives and the sponsoiing author of the orig-

inal proposal of the revised Controlled Substances

Act of 1973, we were unable at this session of the

legislature to eliminate the provision on the report-

ing of continued usages of controlled substances. It

appears that the only recourse that we have left is

to participate in a class action suit along with the

ACLU to eliminate this gross invasion of patients’

privacy. The Committee shall seek the advice of

the Executive Council on this particular course of

action.

John E. Farley, Jr. M.D.

Chairman

Drug Abuse Committee

R. I. Medical Society

Wherever you go,

forget your telephone

calls. Well take them

for you, day or night
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Get the details about opportunities open

to young doctors in Air Force medicine.

Just fill out the coupon.

I Medical Recruiting Office

|

123 Main Street

, Milford, CT 06460
I Tel: (203) 878-0117

Please send me more information about
becoming an Air Force physician.

I Name
I

|

Address

j

City

I State Zip
I

|

Telephone

, Age Specialty

|

A Healthy Bonus,

i Professionalism.

Air Force Medicine.



pisruptive anxiety usually meets its match here.

Often effective when reassurance and counseling are insufficient.

Three dosage strengths to meet most therapeutic needs.

Before prescribing, please consult complete
roduct information, a summary of which
>llows:

Indications: Relief of anxiety and tension
ccurring alone or accompanying various
isease states.

Contraindications: Patients with known
iypersensitivity to the drug.
Warnings: Caution patients about possible

ombined effects with alcohol and other CNS
epressants. As with all CNS-acting drugs,
laution patients against hazardous occupa-
ons requiring complete mental alertness

?.g., operating machinery, driving). Though
hysical and psychological dependence have
jarely been reported on recommended doses,
se caution in administering to addiction-
rone individuals or those who might increase
osage; withdrawal symptoms (including
lOnvulsions), following discontinuation of the
: rug and similar to those seen with barbitu-
ates, have been reported. Use of any drug in

Tegnancy, lactation, or in women of child-
'earing age requires that its potential benefits
ie weighed against its possible hazards.
Precautions:
ORAL: In the elderly and debilitated and in

hildren over six, limit to smallest effective
osage (initially 10 mg or less per day) to

reclude ataxia or oversedation, increasing
radually as needed and tolerated. Not recom-
mended in children under six.

injectable: Keep patients under observa-
on, preferably in bed, up to three hours after
nitial injection; forbid ambulatory patients to
perate vehicle following injection; do not
dminister to patients in shock or comatose
Itates; use reduced dosage (usually 25 to 50
ng) for the elderly or debilitated and for
hildren age twelve or older.
ORAL AND INJECTABLE: Though generally

lot recommended, if combination therapy
/ith other psychotropics seems indicated,
arefully consider individual pharmacologic
ffects, particularly in use of potentiating
ompounds such as MAO inhibitors and
Shenothiazines. Observe usual precautions in

presence of impaired renal or hepatic func-
ion. Paradoxical reactions (e.g., excitement,

i ti mulation and acute rage) have been
eported in psychiatric patients and hyper-
ctive aggressive children. Employ usual

precautions in treatment of anxiety states
with evidence of impending depression;
suicidal tendencies may be present and pro-
tective measures necessary. Variable effects
on blood coagulation have been reported very
rarely in patients receiving the drug and oral
anticoagulants; causal relationship has not
been established clinically.

Adverse Reactions: Drowsiness, ataxia and
confusion may occur, especially in the elderly
and debilitated. These are reversible in most
instances by proper dosage adjustment, but
are also occasionally observed at the lower
dosage ranges. In a few instances syncope
has been reported. Also encountered are
isolated instances of skin eruptions, edema,
minor menstrual irregularities, nausea and
constipation, extrapyramidal symptoms,
increased and decreased libido— all infrequent
and generally controlled with dosage reduc-

tion; changes in EEG patterns (low-voltage
fast activity) may appear during and after
treatment; blood dyscrasias (including agran-
ulocytosis), jaundice and hepatic dysfunction
have been reported occasionally, making
periodic blood counts and liver function tests
advisable during protracted therapy.

With the injectable form, isolated instances
of hypotension, tachycardia and blurred vision
have been reported; also hypotension asso-
ciated with spinal anesthesia, and pain
following I.M. injection.

Usual Daily Dosage: Individualize for maxi-
mum beneficial effects. Oral: Adults: Mild and
moderate anxiety and tension, 5 or 10 mg
t.i.d. or q.i.d.-, severe states, 20 or 25 mg t.i.d.

or q.i.d. Geriatric patients: 5 mg b.i.d. to q.i.d.

(See Precautions.)
For Parenteral Administration: Should be

individualized according to diagnosis and
response. While 300 mg may be given during
a 6-hour period, do not exceed this dose in

any 24-hour period. To control acute condi-
tions rapidly, the usual initial adult dose is

50 to 100 mg I.M. or I.V. Subsequent treat-
ment, if necessary, may be given orally.

(See Precautions.)
Supplied:
Oral: Librium® (chlordiazepoxide HCI)

Capsules—

5

mg, 10 mg, 25 mg— bottles of 100
and 500; Tel-E-Dose® packages of 100; Pre-
scription Paks of 50, available singly and in

trays of 10.

Libritabs® (chlordiazepoxide) Tablets—
5 mg, 10 mg and 25 mg—bottles of 100 and
500.

Injectable: Librium® (chlordiazepoxide
HCI) Ampuls— Duplex package consisting of
a 5-ml dry-filled ampul containing 100 mg
chlordiazepoxide HCI in dry crystalline form,
and a 2-ml ampul of Special Intramuscular
Diluent (for I.M. administration). Before pre-
paring solution for I.M. or I.V. administration,
please consult package insert for instructions
on preparation and administration of solu-
tions. Boxes of 10.

Roche Laboratories
Division of Hoffmann-La Roche Inc.

Nutley, New Jersey 07110

Librium:
(chlordiazepoxideHCI)

5mg,10 mg,
25mg capsules

Please see following page.



f Disruptive anxiety usually meets its match hen





Bothofte

Associated

• depressive

symptoms

Predominant
psychoneurotic
anxiety

Before prescribing, please consult com-
plete product information, a summary of

which follows:

Indications: Tension and anxiety states;

somatic complaints which are concomi-
tants of emotional factors; psychoneurotic
states manifested by tension, anxiety, ap-
prehension, fatigue, depressive symptoms
or agitation; symptomatic relief of acute
agitation, tremor, delirium tremens and
hallucinosis due to acute alcohol with-

drawal; adjunctively in skeletal muscle
spasm due to reflex spasm to local pathol-

ogy, spasticity caused by upper motor

neuron disorders, athetosis, stiff-man syn-

drome, convulsive disorders (not for sole

therapy).

Contraindicated: Known hypersensitivity

to the drug. Children under 6 months of

age. Acute narrow angle glaucoma; may
be used in patients with open angle glau-

coma who are receiving appropriate

therapy.

Warnings: Not of value in psychotic pa-

tients. Caution against hazardous occupa-

tions requiring complete mental alertness.

When used adjunctively in convulsive dis-

orders, possibility of increase in freqi

and/or severity of grand mal seizures

require increased dosage of standard 1

!

convulsant medication; abrupt withdr 1

may be associated with temporary in-

crease in frequency and/ or severity o,

seizures. Advise against simultaneous

gestion of alcohol and other CNS depr

sants. Withdrawal symptoms (similar

those with barbiturates and alcohol) f

occurred following abrupt discontinue

(convulsions, tremor, abdominal and

cle cramps, vomiting and sweating). Y

addiction-prone individuals under can



According to her major

symptoms, she is a psychoneu-

rotic patient with severe

anxiety. But according to the

description she gives of her

feelings, part of the problem

may sound like depression.

This is because her problem,

although primarily one of ex-

cessive anxiety, is often accom-
panied by depressive symptom-
atology. Valium (diazepam)

can provide relief for both—as

the excessive anxiety is re-

lieved, the depressive symp-
toms associated with it are also

loften relieved.

There are other advan-

tages in using Valium for the

management of psychoneu-

rotic anxiety with secondary

depressive symptoms: the

psychotherapeutic effect of

Valium is pronounced and
rapid. This means that im-

provement is usually apparent

in the patient within a few
days rather than in a week or

two, although it may take

longer in some patients. In ad-

dition, Valium (diazepam) is

generally well tolerated; as

with most CNS-acting agents,

caution patients against haz-

ardous occupations requiring

complete mental alertness.

Also, because the psycho-

neurotic patient’s symptoms
are often intensified at bed-

time, Valium can offer an addi-

tional benefit. An h.s. dose

added to the b.i.d. or t.i.d.

treatment regimen can relieve

the excessive anxiety and asso-

ciated depressive symptoms
and thus encourage a more
restful night’s sleep.

Valium'
(diazepam)
2-mg, 5-mg, 10-mg tablets

in psychoneurotic

anxiety states

with associated

depressive symptoms

urveillance because of their predisposi-

ion to habituation and dependence. In

pregnancy, lactation or women of child-

bearing age, weigh potential benefit

igainst possible hazard.

’recautions: If combined with other psy-

hotropics or anticonvulsants, consider
arefully pharmacology of agents em-
ployed; drugs such as phenothiazines,

:arcotics, barbiturates, MAO inhibitors

nd other antidepressants may potentiate

:s action. Usual precautions indicated in

atients severely depressed, or with latent

epression, or with suicidal tendencies.

Observe usual precautions in impaired
renal or hepatic function. Limit dosage to

smallest effective amount in elderly and
debilitated to preclude ataxia or over-

sedation.

Side Effects: Drowsiness, confusion, diplo-

pia, hypotension, changes in libido, nausea,
fatigue, depression, dysarthria, jaundice,

skin rash, ataxia, constipation, headache,
incontinence, changes in salivation,

slurred speech, tremor, vertigo, urinary

retention, blurred vision. Paradoxical re-

actions such as acute hyperexcited states,

anxiety, hallucinations, increased muscle

spasticity, insomnia, rage, sleep disturb-

ances, stimulation have been reported;

should these occur, discontinue drug. Iso-

lated reports of neutropenia, jaundice;

periodic blood counts and liver function

tests advisable during long-term therapy.

Roche Laboratories
Division of Hoffmann-La Roche Inc.
Nutley, New Jersey 07110
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b a o w m BROWN UNIVERSITY

DIVISION OF BIOLOGICAL AND MEDICAL SCIENCES

Providence, Rhode Island 02912

863-3231

MEDICAL EVENTS CALENDAR

SEPTEMBER

10 Opening Ceremonies for the New Family Care Center and Residency Pro-

gram, The Memorial Hospital. "Family Practice in the Provision of Primary

Health and Medical Care," Charles A, Janeway, M.D., Professor of Pedi-

atrics, Harvard Medica 1 School. 3:00 p.m.. Auditorium, The Memorial Hos-

pital. Open house in Family Care Center will follow.

19 "Recent Advances in Pediatrics," Sydney S. Gellis, M.D., Professor and
Chairman, Department of Pediatrics, Tufts University School of Medicine.

10:30 a. m.-12:00 noon, Kay Auditorium, Roger Williams General Hospital.

25 "The Cost of Preventing Retrolental Fibroplasia," Dr. Kenneth W. Cross, De-

partment of Physiology, The London Hospital Medical College. 10:00 a.m.,

WIH Auditiorium, Women and Infants' Hospital.

25 18th Annual Murray S. Danforth Oration, Albert B. Ferguson, Jr., M.D.,

University of Pittsburgh. 8:30 p.m., George Auditorium, Rhode Island Hos-

pital. Additional related activities will take place September 25-27; infor-

mation on these will be available from Rhode Island Hospital.

30 "Basic Immunology for the Practicing Physician," a twelve-week course to

be held Tuesday evenings beginning September 30, from 7:30 p.m.-9:00

p.m. in conference room 119 of the Bio-Medical Center, Brown University.

Registration is limited to 30 physicians, and is required by September 19,

1975. Tuition will be charged and will include advance and follow-up ma-

terials and coffee during discussion periods. To register, call Mrs. Allen,

863-2815, or write to Continuing Medical Education, Box G, Brown Uni-

versity, Providence 02912.

OCTOBER

8 "The Use of Anti-Neoplastic Agents in Non-Neoplastic Disease," a one-day

symposium featuring Brown University faculty. 8:30 a.m.-4:00 p.m., An-

drews Hall, Brown University. This program has been approved for 6V2

hours of credit from the AAFP. A registration fee will be charged. For

information, call 863-2815.

10 "The Physiology and Treatment of Hypertonic Dehydration in Infants,"

Laurence Finberg, M.D., Professor and Chairman, Department of Pediatrics,

Medica! Center of the Albert Einstein College of Medicine. 10:30 a.m., Kay

Auditorium, Roger Williams General Hospital.



16 "The Nature and Uses of Behavior Modification Therapy," John Paul Brady,

M.D., Chairman, Department of Psychiatry, Hospital of the University of

Pennsylvania. 4:30-6:00 p.m., Ray Hall, Butler Hospitaal. This is part of

the Annual Butler Hospital Grand Rounds Series; a small admission will be

charged. For information, call 521-3400.

20 "Behavior Modification Applied to a County Mental Health Center: A Dem-
onstration Project," William Goodson, M.D., Associate Clinical Director,

Huntsville, Alabama. 4:30-6:00 p.m., Ray Hall, Butler Hospital. See October

16 listing.

23 "Assertiveness Training," Eileen Ganbrill, Ph.D., Lecturer, School of Social

Welfare, University of California at Berkeley. 4:30-6:00 p.m., Ray Hall,

Butler Hospital. See October 16 listing.

31 -Nov. 1 "Recent Advances in Medicine," American College of Physicians

Annual Regional Meeting. Friday sessions at Colonial Hilton Inn; Saturday

morning sessions at Barus-Holley Hall, Brown University. All physicians,

residents, interns, and medical students are invited; small registration fees

will be charged to practicing physicians only. Advance registration is re-

quired. This program has been approved for 9 hours of category 1 credit

towards the AMA Physician's Recognition Award, and 9 hours credit from

the AAFP. For information, call 863-2815.

NOVEMBER
FUTURE EVENTS

5 "Advances in Pediatric Diagnosis and Therapy," The Twelfth Annual Mau-

rice N. Kay Pediatric Symposium. 9:00 a. m.-5:00 p.m., Kay Auditorium,

Roger Williams General Hospital.

22 "Hematologic Problems in Surgery," presented by the Brown University

Section on Surgery. 8:30 a.m.-12 noon, George Auditorium, Rhode Island

Hospital.

The Calendar of Events is prepared by the Office of Continuing Medical

Education Brown University, Program in Medicine. Events to be listed must be

received in writing by the 10th of each month for publication in the next monthly

issue. Please indicate if a registration fee will be charged.

Address correspondence to: Continuing Medical Education, Box G, Brown

University, Providence, Rl 02912.
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CONVERSATIONS BETWEEN THE Cl

Contemporary realities have tempered the older

view that physicians, alone amongst those con-

cerned, are uniquely capable of rendering appropri-

ate assistance to the sick. The medical profession

in recent years has come to accept, indeed welcome,

the partnership role fulfilled by qualified members

of the allied health professions and the ministry.

Nurse-practitioners, physician-assistants, respiration

therapists, physiotherapists, and numerous other

professionals have begun to share with physicians

the responsibility of personally ministering to those

deprived of health.

The medical profession in the past has generally

acknowledged some role exerted by the clergy in

this area, but physicians have typically contended

that members of the clergy should confine their

health-related activities to the rendering of solace

to the bereaved or the administering of various rites

in response to the expressed desires of the patient

and the tenets of his faith. This view has under-

gone substantial revision in recent years as many

physicians have come to recognize and encourage

the significant contributions that can be achieved

by clergymen in relating closely with hospitalized

patients and their families.

Infonrial conversations designed to explore the

scope of potential cooperation and the interface

between medicine and the pastoral ministry began

last year between members of the Brown University

chaplaincy service and the medical school. These

dialogues were gradually enlarged to incorporate

representatives of the Diocese of Providence, the

Rhode Island Council of Churches, and the Rhode

Island Board of Rabbis. Since hospital chaplaincy

was one of the subjects of the inquiry, the circle of

participants was enlarged to include the senior ad-

ministrators of many of the larger hospitals in

Rhode Island. These various discussions have re-

cently culminated in the creation of an Interfaith

ERGY AND PRACTICING PHYSICIANS

Health Care Ministry (IHCM) with representation

from many of the hospitals of Rhode Island as well

as leaders of the major religious faiths in the State,

and from the Program in Medicine at Brown Uni-

versity. Chaplain Charles Baldwin has been chosen

to direct the IHCM during its initial ventures. The

avowed purpose of the IHCM is to aid in the im-

provement of patient care by means of new pro-

grams which might facilitate interprofessional work-

ing relationships in the health care delivery field,

develop more effective chaplaincy services in health

care institutions and provide limited clinical train-

ing for some members of the practicing clergy.

The first tangible product of these ecumenical en-

deavors began on June 23, 1975, with a five day

program entitled, An Introduction to Hospital

Health Care Systems. Fourteen clergymen from the

State of Rhode Island (including practicing min-

isters from the three major faiths) registered for

this educational experience. The resources or staffs,

or both, of the Veterans. Butler, St. Joseph’s, Rhode

Island, Miriam, Women and Infants, and Roger

Williams General Hospitals, as well as Hallworth

House, constituted the classroom base for a brief

but intensive ‘'internship.”

The participating clergy were introduced to all

aspects of hospital activity and took part in clinical

tounds, diagnostic evaluation sessions, direct pa-

tient interviews, operating room procedures, deliv-

eries, neonatal care, and various aspects and phases

of nursing from intensive to chronic care, including

the logistics of various specialized units. The medi-

cal, managerial, and fiscal components of inpatient

and outpatient care were explored with the clergy.

The curriculum of this week-long course also in-

cluded daily seminars on areas of mutual concern to

the pastoral and medical professions. Issues such

as psychological response to illness, personal re-

(Continued on next page)
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sponse to dying, bereavement, policy-making in

health care institutions, alcoholism, the financing of

health care and health education, and, finally, the

role of the clergymen in health care were reviewed

and constructively debated.

Large numbers of hospital administrators, practic-

ing physicians, hospital personnel, and Brown Uni-

versity faculty contributed to this inaugural pro-

gram. It is estimated that over 100 volunteers wTere

involved in the various seminars, teaching sessions,

demonstrations, and other educational exercises. The

working committee which designed the program was

chaired by Doctor Ralph Redding and included

Doctors Robert Michel, Ben Vogal, and David

Barlow, and Chaplain Rick Marker.

At the completion of this program the clergy

were asked to write candid evaluations of the pro-

gram. A review of their statements indicates that

they regarded the introduction to Hospital Health

Care Systems as an effective, well organized, and

creative effort, and they urged that it be made a

annual or biennial tradition in Rhode Island.

The expanding complexities of institutional med-

icine make it increasingly difficult for the parish or

congregational clergyman to find an appropriate

role in providing personal support for the patient

seeking his guidance. A vast array of sophisticated

instiumentation and technical procedures often in-

tervenes between the hospitalized patient and the

clergy, seriving at times to discourage the minister,

priest, or rabbi. We will have deprived our patients

of a potential spiritual resource if we do not find

ways of educating the concerned clergy regarding

the daily mechanics of hospital life. An increasing

awareness and understanding of hospital medicine,

with all its technical and administrative complex-

ities, will diminish the barriers between the clergy

and their patients. The recently completed hospital-

based course may be an effective step in this di-

rection.

Stanley M. Aronson, M.D.

Dean oj Medical Affairs

Brown University

ANNOUNCEMENT
THE FIRST MID-WINTER VIRGIN ISLANDS CLINICAL CONFERENCE will be held

in Si’. Thomas, January 29, 30, 31, 1976 by the U.S. Virgin Islands Medical So-

ciety in association with the Faculty of the University of Pennsylvania School of

Medicine.

This program is acceptable for 14 credit hours in Category 1 for the Physi-

cian's Recognition Award of the AMA, and will include lectures and seminars

of interest to the physician in General Practice, Internal Medicine, General Sur-

gery and OB-Gyn.

For further information, write AIRMAIL to:

Harold A. Hanno, M.D., F.A.C.P.

Secretary

U.S. Virgin Islands Medical Society

Box 1442

St. Thomas, Virgin Islands 00801
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Depend on
Starkweather& Shepley

for the answers
and help

Hundreds of Rhode Island physicians rely on us because we're

insurance experts. As agents, we've spent years solving all types of

professional and personal insurance problems for the medical

community. And you can depend on us to help you through periods

of uncertainty.. .Starkweather & Shepley for answers and help.

ESTABLISHED 1879

Starkweather&Shepley NC .

Complete Business & Personal Insurance, Pension & Estate Planning

Representing the World's Major Insurance Companies.

55 South Main Street, Providence, Rhode Island 02903, Telephone (401)421-6900
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Profile "20"

Results in

Lowering Medical Costs

Profile "20" includes the following:

_JlojjLinS Ujcclical cJnlorn lonj

335 BROADWAY
PROVIDENCE, R. I. 02909 TEL. 421-3100

ANGELO VITICONTE. A. B. M. T.

DIRECTOR

ASCANIO Dl PIPPO DONALD MATTERA
Ph.. D B.S. M.T. (ASCP)

CALCIUM

INORGANIC PHOSPHATE

GLUCOSE

UREA NITROGEN

UREA ACID

CHOLESTEROL

BILIRUBIN

TOTAL PROTEIN

ALBUMIN

GLOBULIN

ALK. PHOSPHATASE

LDH

SGOT

HEMOGLOBIN

HEMATOCRIT

WHITE BLOOD COUNT

RED BLOOD COUNT

MCH
MCV

MCHC

ALL 20 PROCEDURES

$15.00

HEALTH HAVENS

i

Registered Professional Nurses On All Shifts

Dietician Physiotherapist

Organized But Open Medical Staff

Ethically Managed

100 Wampanoag Trail East Providence

Tel. 438-4275

A SKILLED NURSING HOME
MEDICARE PARTICIPATING

JCAH Accredited

Aliraciive 4 functional unices

Division of National Office Supply Co.

Designers 8 Suppliers of Offices

36 Branch Avenue Providence, R. I. 0290-1

(Jet. No. Main St.) GAspee 1-5228
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Pretend it’s 1945.

« Wouldyouinvest inKodak?

When it comes to making

vestment decisions, there’s nothing

li e 20 or 30 years’ hindsight.

And when it comes to judging

tb performance ofyour invest-

ors, it’s the long term that counts.

The life of a trust represents

y ars ofinvestment decisions whose

: mulative effect is far-reaching.

f ad the record of Industrial National

E ink’s Trust Department is your

b st assurance that that effect will be

positive one.

We take a back seat to no one

i: the business of professional

financial management. And we’re

proud of our consistent long-term

performance record.

In fact, we’d like to discuss that

record with you, and to show you

how our combination of the right

people, the right philosophy, and

the right organization can bring a

realistic new performance orienta-

tion to the management of your

investments.

Call Mr. Evans at 278-6607.

Trust Department, Industrial

National Bank, 100 Westminster St.

Providence, Rhode Island 02903.

iH BASK
Industrial National Bank

Something extra in Investment Management.





lieweightofscientific opinion:

Ig
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If the pharmacist substituted a

mically equivalent drug for the

;
you have specified for your

ient—could you be certain of that

duct’s safety and effectiveness

ply because the chemical content

; the same?

Definitely not, unless bio-

ivalence tests and other quality

nance checks had been conducted.

: pharmaceutical industry and

ny scientists have maintained this

ition for years, but others have

stioned it. Now the Office of

hnology Assessment of the

tgress of the United States has

:>rted on the issue in its Drug
equivalence Study.*

Here are a few definitive state-

lts in the O.T.A. report:

‘...the problem of bioinequiva

:y in chemically equivalent prod-

is a real one. Since the studies in

ch lack of bioequivalence was

lonstrated involved marketed

lucts that met current compen-
standards, these documented in-

ces constitute unequivocal

ence that neither the present

dards for testing the finished

luct nor the specifications for

erials, manufacturing process,

controls are adequate to ensure

that ostensibly equivalent drug prod-

ucts are, in fact, equivalent in bio-

availability.

f DRUGbioequivalence

oertce or (kchnoiogv ARaceuMem
oruo moBOuivAiewcB sruoy PAwn

'

“While these therapeutic fail-

ures resulting from problems of bio-

availability were recognized and

well documented, it is entirely possi-

ble that other therapeutic failures

and/ or instances of toxicity that had

a similar basis have escaped

attention.”

The Pharmaceutical Manufac-

turers Association supports federal

legislative amendments that would

require manufacturers of duplicate

prescription pharmaceutical prod-

ucts, subject to new drug procedures,

to document:

(a) chemical equivalence; and

(b) biological equivalence, where

bioavailability test methods have

been validated as a reliable means
of assuring clinical equivalence; or

(c) where such validation is not

possible, therapeutic equivalence.

In addition, the PMA supports

federal legislation that would require

certification of all manufacturers of

prescription products before they

could start in business, annual in-

spections and certification thereafter,

and strict adherence to FDA regula-

tions on good manufacturing

|
practices.

The overall quality of the

United States drug supply is excel-

lent. But only a total quality assur-

ance program, envisaged in these and

other policy positions adopted by the

PMA Board of Directors in 1974,

can bring about acceptable levels of

performance by all prescription drug

manufacturers and thereby assure the

integrity of your prescription . .

.

Pharmaceutical Manufacturers

Association

1155 Fifteenth Street, N.W
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fy for OVERWORKED DOCTORS

It would be rare indeed to find a physi-
cian who doesn’t put in long, tiring hours,

working in the area of death vs. life. Add
to that, the years spent in earning your
M.D., the untold hours of post-graduate
study and the nights perusing medical
literature to keep abreast of the latest

developments in your fast-changing pro-

fession.

Surely, you deserve something beyond
the satisfaction of doing your job well.

Suggestion: investigate the pleasures of

owning “The Perfect Car”. We, too, have
spent years in perfecting our techniques
of delivering to our customers cars that

have been gone over with a fine-tooth

comb. We “fit” it. Every “bug" has been

taken out, and we test-drive the car for

200 miles before delivery, thus guaran-

teeing you'll avoid the aggravation of

squeaks, rattles, leaks, mechanical prob-

lems and just about anything which could

create dissatisfaction. We call it the

Tasca ABC Plan. It’s a major develop-

ment in satisfying customers.

Combine the Tasca ABC Plan with

great cars to start with, — Lincoln Con-
tinental, Mark IV, or the new Mercury

Monarch, and you're well on your way
to relief from the tension which comes
from doing your job so conscientiously.

You deserve The Perfect Car, — from

Tasca. No appointment necessary.



FAIN RELIEF
FOR THE MAJORITY
N0.4-for pain intensity below the need for injectables

As a rule, only pain that requires morphine is beyond the scope
of Empirin® Compound with Codeine No. 4. That’s because it

delivers a full grain of codeine. (In the preferred phosphate
form.) Its ant itussive action is particularly appreciated by
patients with fractured ribs, and following chest or abdominal
surgery. Its low addiction liability is a bonus for all patients who
require potent analgesia.

NO-3“for almost all other kinds of lesser pain
™

Most other kinds of lesser pain respond to Empirin Compound
with Codeine No. 3— whether musculoskeletal, neurological,

soft-tissue or visceral. One might say No. 3 is an “all-purpose”

analgesic - not too little, not
/Burroughs Wellcome Co.

too much. Just right for your ® / Research Tr,angle Park
out-patients in these categories. Wellcome / North Carolina 27709

MRIN'COMPOUND c CODEI
Wherever it hurts

0.3, codeine phosphate*(32.4 mg)gr V2 No.4, codeine phosphate*(64.8 mg) gr 1

‘Warning— may be habit-forming. Each tablet also contains aspirin gr 3V2 ,
phenacetin gr 2 1/2 ,

caffeine gr V2 .



The Clinical Diabetes Association

of Rhode Island

presents

ADVANCES IN DIABETES MELLITUS

"THE ROLE OF GLUCAGON IN DIABETES MELLITUS"

Philip Felig, M.D.

Yale University School of Medicine

"THE LIVER AND DIABETES MELLITUS"

Charles Trey, M.D.

Harvard Medical School, Boston, Massachusetts

Wednesday, October 8, 1975

10:00 a. m. -12:00 noon

KAY AUDITORIUM

Roger Williams General Hospital

825 Chalkstone Avenue

Providence, R. I.

All interested Physicians, residents, and medical students are cordially

invited to attend.
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Old StoneBank

Subordinated
Capital Notes

if you
invest...

your interest
income will be...

)U can buy Old Stone Bank
B Subordinated Capital Notes and
< rn a guaranteed 9% annual interest

( ch year tor the next seven years.
(
"ily $1 5 million of these notes will be

( ered, on a first come first-served basis.

( d Stone Bank 9% Subordinated Capital Notes can
t purchased with a minimum investment of $1 ,000.

ou invest between $1 ,000 and $4,900, interest will

t mailed to you or deposited in your Old Stone
c ecking account quarterly.

Iinthly Income Feature
I 'estments of $5,000 or more have a monthly
ii srest option. The monthly interest check can be a

v'lcome addition to your other monthly income for

ti) next seven years, and it is guaranteed to maturity.

monthly quarterly

) $1,000 $ 22.50

$2,500 56.25

$5,000 $37.50 112.50

$7,500 56.25 168.75

$10,000 75.00 225.00

Old Stone Bank Subordinated Capital Notes

can be purchased at any of Old Stone’s offices.

Pick up an offering circular today, or call Investor

Relations Department at 274-7800 to have one sent-
it is guaranteed to pay 9% interest annually for the

next seven years!

Return this coupon to:

mmo\-o
2 STOr\JEmm b/xisjk

Box 1536 Dept B. Providence. R 1 02901

Please send me an ottering circular lor the

Old Stone Bank 9% Subordinated Capital Notes.

Q(a|o 7
.

f is advertisement is not an offer to sell or a solicitation of an offer to buy any of these subordinated capital notes.

1 s offering is made only by the offering circular.

(
I Stone Bank Subordinated Capital Notes are not deposits of Old Stone Bank and therefore are not insured by the FD.I.C.

1 sy cannot be redeemed before maturity; however, ownership of the notes is transferable.]
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One contains aspirin.

One doesn’t.

Darvocet-N lOO
100 mg. propoxyphene napsylate

and 650 mg. acetaminophen

Darvon
Compound-65
65 mg. propoxyphene hydrochloride,

227 mg. aspirin, 162 mg. phenacetin,

and 32.4 mg. caffeine

Additional information available to the profession on request.

Eli Lilly and Company, Inc., Indianapolis, Indiana 46206



A Unified Concept Of The Epidemiology And

Endocrinology Of Breast Cancer

Virus Is Transmitted Genetically
,
But

Encounters Milieu Affected By Hor-
monal,

Environmental, And Immune
Factors

By Leonard J. Triedman, M.D., and Michael J.

Weaver, M.D.

The importance of the epidemiologic approach

to breast cancer is threefold. Firstly, identification

of high risk groups allows wide screen testing and

examination techniques with high yield and lower

cost. Secondly, epidemiologic studies stimulate

other etiologic studies; that is, of hormonal, en-

vironmental, genetic, and viral factors. Finally,

these studies will hopefully complement all other

approaches in the eventual “solution” to the breast

cancer problem. In the end, our goal must be to

diversify our therapy to meet specifics, should

indeed breast cancer be a collection basket term

with several different etiologies, or eventually to

unify our concepts so that one disease process

becomes identifiable, hypothesizing further one

treatment and, better yet, one prophylaxis.

This paper is intended to review the more sig-

nificant findings of epidemiologists on breast can-

cer and to observe their reflection in the most re-

cent endocrinologic, genetic, and viral studies

which are providing more and more information

biochemically and microscopically, which closely

parallels previous epidemiologic studies.

A general overview of the subject repeatedly

LEONARD J. TRIEDMAN, M.D., F.A.C.S., F.I.-

C.S., Surgeon, Miriam Hospital and Roger Williams

General Hospital; Instructor in Surgery, Brown

University Program in Medicine.

MICHAEL J. WEAVER, M.D., Chief Surgical

Resident, New England Medical Center, Boston,

Massachusetts.

confirms several factors which consistently are in

evidence throughout the recent literature. These

are the recognized incidence facts:

1. The risk is two times greater for women

who have their menopause beyond age 55 than

for those who have it at age 45 or earlier.
49

2. Women castrated before age 35 have one-

third the risk of the general population.49

3. Unmarried women and those with fewer

children have a greater risk of developing breast

cancer.38

4. Japanese women have one-fifth the inci-

dence of breast cancer of American women.

Japanese-American women have an increase in

incidence approaching the incidence in American

women as more generations of their families make

their home in America even though they do not

outmarry. 16

5. Affluent and Jewish women have a two

times greater risk of developing breast cancer

than the general population.42

6. Women with a family history of breast can-

cer are more likely to develop breast cancer. 17
'
21

7. Breast feeding has no proven protection

against breast cancer. 12

8. Women with cancer in one breast have a 10

per cent chance of developing tumor in the other

breast; a two and one half times greater risk than

the general population. 7

9. The risk is much higher in larger women,

especially those on a high fat diet.
45

(Continued on next page)
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ESTROGEN
Since 1896 when Beatson 5 discovered the bene-

ficial effects of oophorectomy in disseminated

breast cancer, ovarian hormones6 have been impli-

cated as having a significant role in the develop-

ment and pathogenesis of breast tumors. Estrogens

have been implicated as carcinogens in the off-

spring of women treated during pregnancy with

diethylstilbesterol, in male breast cancer, and in

some carcinomas of the cervix and uterus.38 Estro-

gens have had long term notoriety as mammary
carcinogens, but. conversely, estrogens are

therapeutic in many post-menopausal women with

disseminated disease. Indeed, even pre-menopausal

women have been successfully treated with high

doses of estrogen while low doses in the same

women stimulate tumor growth.47

Recently a more specific theme explaining the

role of estrogens in breast cancer has evolved.

There are three major estrogen fractions: estrone

(El), estradiol (E2), and estriol (E3). Two of

the fractions have been shown to be carcinogenic,

El and E2, while E3 not only is non-carcinogenic,

but also competes with E2 for cytoplasmic bind-

ing sites in mammary tissue. Thus, the higher the

E3/E2 + Ei ratio is in a given woman, the

lower is her chance of developing breast cancer. 13

This hypothesis has been tested by epidemio-

logic studies, 16, 30 and the results of these studies

are highly consistent with the proposal. As pre-

dicted, Xorth American women with a five to six

fold increased risk over Asian women for develop-

ing breast cancer have significantly lower E3 /ei

and E2 ratios compared with aged matched Asian

women. This theory also fits nicely if viewed in

the light of normal endocrine physiology. Early

castration and shorter menstrual histories are pro-

tective, because in the follicular phase of the men-

strual cycle most of the estrogen is synthesized in

the form of estradiol. Estriol on the other hand

is produced during the luteal phase of the cycle

and during pregnancy estriol is increased in much

greater amounts than the other two fractions. 11

This may explain the protective inbuence of preg-

nancy and also possibly indirectly explains the

greater risk in more affluent patients (later mar-

riage and fewer children).

ESTROGEN RECEPTOR THEORY AND ESTROGEN
RECEPTORS

In 1965 Jenson24 and others demonstrated

estradiol receptors in human mammary tumors.

These receptors have also been found in normal

uterus, vagina, pituitary, and hypothalmus. Re-

ceptors were found in about one-half of pre-meno-

pausal patients, and in a somewhat smaller per-

centage of post-menopausal patients. This is in

agreement with the clinical experience that breast

cancer is hormone dependent in 40 to 50 per cent

of cases.27, 28

Essentially, estrogen receptors are 8S particles

in cell cytoplasm which bind with estrogen to be-

come a complex 5S unit. This complex is trans-

ferred to the nucleus where binding of the com-

plex to a gene site is believed to result in protein

synthesis reflecting estrogen stimulation.26 The
importance of this phenomenon is that estrogen

receptor testing has proved a highly accurate

method of determining subsequent response to

endocrine ablation. In a recent study combining

results of several centers in this testing, of 57

estrogen receptor positive patients, 46 had ob-

jective remission, while only four out of 79 estro-

gen receptor negative patients benefited from

endocrine ablation. 26

These are indeed encouraging results especially

when the cases are reviewed individually, as some of

the failures with estrogen receptor positive tumors

occur in patients with liver metastasis. If one also

considers that many of these patients have mul-

tiple metastases and that analyses of multiple

metastases have given mosaic patterns (some posi-

tive and some negative) to estrogen receptor test-

ing, it becomes obvious that further refinements

may give close to 100 per cent accuracy in pre-

dicting response to endocrine therapy or endocrine

ablation. Some centers have already begun keeping

reoords of estrogen receptor testing on breast

lesions at the time of mastectomy, and only fur-

ther studies will determine their accuracy in pre-

dicting response to ablation.23

PROGESTERONE

Progesterone stimulates mammary gland growth,

inhibits pituitary gonadotropins, and possesses

antiestrogenic and antiandrogenic properties. Both

stimulation and retardation of rat mammary
tumors has been reported.

Progesterone has been used with some success

in hormone responsive breast tumors,47 although

it is generally suggested that their value is less

than (and that their use should follow) estrogens

and androgens. 18 Progesterone has been success-

fully combined with estrogen to bring about re-

missions in a higher percentage of recurrent and
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metastatic breast cancer than with estrogen use

alone. 14

Although greatly feared because of their estro-

gen components, contraceptive pills have never

been shown to cause an increased incidence of

breast cancer despite extensive observation.3
-
52

>
54

All of these authors have alluded to the possible

protective influence of the progesterone content.

All also hasten to add that not enough time has

elapsed since the widespread use of the birth con-

trol pills for us to become complacent about their

possible carcinogenic potential.

Sherman and co-workers,43 while studying in-

fertility, have recently proposed from their data

another hormonal abnormality associated with in-

creased breast cancer. While studying follicle

stimulating hormone (FSH), luteinizing hormone

(LH), progesterone, and estrogen levels in infertile

and normal women during their menstrual cycles,

they have proposed an entity which they call the

"short luteal phase.'’ By their definition, this is

a luteal (progesterone secreting) phase of less

than 10 days, observed in women with both regu-

lar and irregular menstrual periods. Endometrial

biopsies have confirmed concurrent lack of secre-

tory endometrium in these women. This informa-

tion can be coupled with a previous report20 in

which 87 women with breast cancer were compared

with 50 women without breast cancer as control.

While endometrial biopsies were normal in 68

per cent of controls, they were normal in only

17 per cent of breast cancer patients. This pro-

vides at least circumstantial evidence that the short

luteal phase may indeed be the physiologic and

morphologic epression of the hormonal defect

present in association with breast cancer.

Progesterone binders have recently been iden-

tified in human and mammary cancers, although

their significance has yet to be determined.48

PROLACTIN

The importance of human prolactin has recently

been studied amid the hormonal milieu necessary

for the development of breast cancer. Prolactin

has been shown to be a stimulant to hyperplastic

alveolar nodules (pre-malignant lesions) in the

C3H mice (mice in which tumors occur spontane-

ously) 45 Increasing serum prolactin with pituitary

isografts increases the frequency of mammary
tumors in adreno-ovariectomized animals and low-

ering serum prolactin with ergot drugs lowers the

frequency of mammary tumors.45 Conversely, com-

paring prolactin levels in C3H mice (high preva-

lance of mammary tumors) with prolactin levels

in C57BL mice (low prevalance for mammary
tumors) Sinha found tha C3H rats to have con-

sistently lower levels until very late in life.
44

In Sprague Dawley rats (rats highly susceptible

to the development of breast tumors under the

stimulus of the carcinogen dimethylbenzanthra-

cene) prolactin is necessary for the development
of the tumors, but in super physiologic amounts
appears to be protective against tumor develop-

ment. Once the tumors have been induced in rats,

however, increasing prolactin levels by pituitary

grafts, reserpine, phenothiazines, or median emi-

nence lesions enhance tumor growth while the

use of ergot drugs decreases tumo: 45 giowth.

In human subjects studies have been ambiguous.

Kwa et al.
25 found no difference in plasma pro-

lactin levels comparing 115 women with breast

cancer to 115 controls, but did find h'gher pro-

lactin levels in 64 members of nine families with

a high prevalance of breast cancer. Turkington50

found increased prolactin in five of eight pa'.ients,

who had remission of their metastatic disease

following pituitary stalk section. Perhaps the

most important work to date on prolactin has

been that of Minton who has achieved excellent

results in the relief of metastatic bone pain in 10

of 30 patients using 250 to 500 milligrams of

L-DOPA (a prolactin inhibitor) every four

hours.32 These results correlate closely with re-

sults of endocrine ablation in the same patients.

Although the study is as yet small, it appears

that L-DOPA testing may be used in conjunction

with estrogen receptors to predict with a high

degree of accuracy patients who will respond to

endocrine ablation.33

How does the estrogen theory stand now fol-

lowing the most recent work with prolactin? Es-

trogen itself has a direct effect on normal and

cancerous mammary tissue, as does prolactin. Es-

trogen stimulates the release of prolactin (Sound

theory in rats, still ambiguous in human sub-

jects
45

). However, since estrogen cannot support

tumor growth in the absence of a pituitary, where-

as prolactin supports tumor growth in the ab-

sence of ovaries and adrenals, estrogen may play

only a secondary role to prolactin. It has been

noted also, however, that prolactin acceleration

of tumors in the absence of estrogen is a short-

lived phenomenon and that these tumors regress

in 10 to 12 days.31 In summary, estrogens are

probably essential but not sufficient for the growth

of some mammary tumors. Exactly how prolactin

(Continued on next page)
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studies will relate to our previously estrogen-

oriented epidemiologic studies remains yet to be

studied extensively.

Prolactin research has given strength to one

theory favoring the influence of environmental fac-

tors on breast cancer development. It has been

shown that women with high fat diets have an in-

creased incidence of mammary carcinoma. 38 In rats

a high fat diet increases serum prolactin and stimu-

lates the induction of breast tumors, an effect which

is abolished by the use of anti-prolactin drugs.45

Recently prolactin receptors have been demon-

strated in mammary cancer cells and

have been shown to be associated with hormone

dependence.51 Whether the same receptors will

be found in human breast tissue and demonstrated

to have significant prognostic value remains to

be seen.

OTHER HORMONES
It is not our purpose to discuss in detail the

roles of testosterone and cortisone in relation to

the hormonal milieu of breast cancer patients. Cer-

tainly all have been used successfully to treat

hormone dependent metastatic breast cancer both

separately and in series with estrogen therapy

and ablative procedures.47 Whether their efforts

are primary or are a result of their alteration of

the estrogen-prolactin axis remains to be seen.

The role of thyroid hormone in breast cancer

has been discussed sporadically in the past, but

recent exciting work is now underway in studies

of Mittra and co-workers34, 35
,
who have shown

significant alteration of prolactin metabolism by

thyroid stimulating hormone. Mittra has not only

revived several forgotten epidemiologic studies re-

lating the high incidence of breast cancer in areas

of endemic goiter (Michigan) and contrasted them

with the low incidence of breast cancer in areas

of high iodine consumption (Japan), but also in-

tends to make biochemical correlations.

Growth hormone is similar to prolactin in many

activities, and recent studies have shown this hor-

mone to be elevated in certain strains of mice

with a high incidence of mammary tumors.44

Growth hormone dependence among human breast

cancer patients has been reported. 15 More work

is certainly forthcoming in this area.

GENETIC FACTORS

Striking racial variation in the incidence of

breast cancer is one strong argument for the im-

portance of genetic factors in breast cancer causa-

tion. As previously mentioned, 16 oriental women

have a five times lesser incidence of the disease

than Occidental women, and a matching pre-exist-

ing protective hormonal milieu has been shown
to be present in these women which may be

genetically determined. However, this hypothesis

is weakened by the fact that breast cancer inci-

dence increases in orientals who have migrated

to the west, and this holds despite the absence of

intermarriage. Petrakis55 has noted that the breast

cancer rate in the African Negro is low, but in

black Americans the incidence now approaches

that in Caucasian Americans. He has related this

increase in incidence to racial admixture and has

-pointed out a strong relationship to the presence

of the Duffy gene in black breast cancer patients.

This gene, not present in pure black Africans, is

frequent in Caucasians and occurs in three to 26

per cent of black Americans. Petrakis55 has also

reported an association between wet type cerumen-

producing individuals and a higher incidence of

breast cancer. Cerumen-determining genes exist in

two phenotypes, the wet allele being dominant

over the dry. The wet type predominates in Amer-

ican and European Caucasians, but is rare in

Orientals. A study is currently underway regarding

this factor and its relation to the global distribu-

tion of breast cancer.

Breast cancer has been reported in a few fami-

lies where it has been inherited by the females

as a simple Mendelian dominant trait.
21 Fortu-

nately this trait is rare, and in most familial in-

stances the rules of Mendelian inheritance have

not been demonstrated to be operative.

Anderson, 1
in a study directed to families in

which two or more members had breast cancer,

developed from his statistics the hypothesis that

two types of breast cancer exist. In one group,

the group in which multiple familial cases ap-

peared, he also noted a significantly lower age at

diagnosis, a higher incidence of bilaterality, more

frequent benign breast disease and ovarian cysts,

and a higher incidence of -blood group O. In the

non-familial group there was an associated older

age at diagnosis, less bilaterality, and more fre-

quent occurrence of diabetes, hypertension, uterine

disease, and blood type A. These observations have

not yet been demonstrated to have any endocrine

or viral correlation, but parallel studies along such

lines may prove valuable in confirming the hypo-

thesis.

Much other diverse evidence for the role of

genetic factors in breast disease can be cited.

(Continued on page 353)
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Surgical Treatment Of Angina Pectoris

Patients With Unacceptable Morbidity
Despite Optimal Management Should Be
Evaluated For Revascularization Sur-

gery

By Karl E. Karlson, M.D., Ph.D.

Patients with symptomatic coronary heart di-

ease are candidates for surgical therapy when ap-

propriate drug therapy does not restore them to a

life style acceptable to the patient or if critical life-

threatening coronary lesions are demonstrated an-

giographically. The operation which has been found

to be effective and has had increasing application

in the last seven years is aortocoronary by-pass. In-

terposition of vein grafts between the ascending

aorta and the obstructed coronary arteries increases

myocardial blood flow immediately (Fig. 1). Pa-

tients are selected for operation on the basis of

appropriate cardiologic examinations, which include

electrocardiograms, exercise testing, and cardiac

catheterization with coronary cineangiography.

SELECTION OF PATIENTS FOR EVALUATION

Chronic angina-. A patient with chronic angina

who has sufficient angina to alter his or her life

style to the point where limitation of activity is in-

compatible with what the patient considers to be a

productive and enjoyable life should be evaluated

for operation. Some patients will tolerate angina

which demands a very sedentary existence, forc-

ing them to stop working and participating in many

KARL E. KARLSON, M.D., Ph.D., Professor of

Medical Science, Brown University, Surgeon-in-

Charge, Division of Cardiovascular and Thoracic

Surgery; Rhode Island Hospital
,
Providence Rhode

Island

This is one of a series of papers supported by the

Continuing Education Program of the Rhode Island

Health Science Education Council.

PROXIMALLY

Figure 1. a. Angiogram performed after reversed

saphenous vein by-pass graft to the left anterior de-

scending coronary artery, b. The outline drawing of

the angiogram shows that contrast medium injected

into the ostium of the saphenous vein at the aorta

fills the vein graft and the LAD both proximally and

distally to the site of anastomosis of the graft to the

LAD.

Surgical Treatment of Angina Pectoris

(Continued on next page)
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of the usual activities of an active life. If this ex-

istence is satisfactory to the patient, operation to

relieve the angina is not necessary. However, if

angina causes limitations which result in economic

hardship or less than acceptable measure of life’s

pleasures, such a patient should be evaluated for

revascularization. Therefore, the amount of angina

which is an indication for revascularization varies

from patient to patient.

Unstable angina

:

Patients in this group have an-

gina on effort of recent origin, angina on effort with

a changing pattern, or angina at rest. These pa-

tients have electrocardiographic changes of myo-

cardial ischemia but without Q waves or enzyme

changes of infarction. They are candidates for ur-

gent coronary angiography and revascularization

surgery because they have an increased risk of

myocardial infarction. This symptom complex is

frequently termed intermediate coronary syndrome:

that is, of intermediate risk between stable angina

and frank myocardial infarction. Prompt evaluation

and myocardial revascularization surgery will re-

store the great majority of these patients to full

activity without angina.

Left main coronary stenosis: Patients who have

demonstration of left main coronary stenosis, even

though they may be asymptomatic or virtually so.

are candidates for consideration of myocardial re-

vascularization. This is particularly so if they have

greater than 2 mm depression of the ST segment

on exercise testing. This group of patients has a

reported risk of death in one year of up to 45 per

cent, a risk sufficient to warrant revascularization

in appropriate cases. Although there may be some

Figure 2. Angiogram after injection of contrast

into the left coronary artery. A 95 per cent stenosis of

the proximal left anterior descending coronary artery

is indicated by the arrow. The distal LAD is of ade-
quate caliber for bypass.

dispute concerning severe obstructions of the proxi-

mal left anterior descending coronary artery, our

opinion is that this is also a dangerous lesion for

which bypass should be considered in the asympto-

matic patient.

INDICATIONS FOR OPERATION
Patients with angina pectoris in whom it is im-

possible to achieve an acceptable life style on medi-

cal management are candidates for operation if the

anatomy of the coronary arteries is appropriate as

demonstrated byr cineangiography and the left ven-

tricular function is adequate.

Coronary anatomy

:

Coronary arteries are suited

for bypass grafting if they have hemodynamically

obstructive significant proximal stenoses and have

adequate lumen distal to the obstruction (Fig. 2),

The distal lumen should be at least 1.5 mm in

diameter to allow an anastomosis between the vein

and the coronary artery of sufficient size to remain

patent. Distal arborization of the vessel should be

visualized to anticipate good ' run-off” and signifi-

cantly improved blood flow to the myocardium.

Seventy per cent or greater obstruction of the right

coronary7 artery, the left anterior descending cor-

onary artery, the circumflex coronary artery, or its

ma’or marginal branches is considered significant.

A proximal obstruction of this extent in any one of

these vessels associated with incapacitating or un-

controllable angina is an indication for bypass.

Left ventricular function

:

The risk of operative

mortality in bypass operations is almost entirety

associated with the adequacy7 of function of the

left ventricle. This is best evaluated by cardiac

catheterization, at which time the left ventricular

end diastolic pressure is measured and the e
:

ection

fi action of the left ventricle either estimated or,

more recently in our laboratory, measured from the

left ventriculogram. A poorly functioning left ven-

tricle indicates an increased operative risk. An ejec-

tion fraction of less than 40 per cent, an end di-

astolic pressure greater than 20 mm Hg, or both are

indications of impaired function. However, some

patients with a poorly functioning ventricle are

significantly relieved of symptoms and some may

even experience improvement in ventricular func-

tion after revascularization. They therefore should

be considered for operation if the coronary arterial

anatomy is favorable and there are no other con-

traindications to operation.

RESULTS OF OPERATION

Operative mortality: The operative mortality for

(Continued on page 356)
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Using Psychiatric Consultation Liaison Service

Physicians Should Become Aware Of
The Importance And Potentialities Of
Consultation Liaison Psychiatry In Hos-
pital Practice

By John R. Ruggiano, M.D.

4

The purpose of this paper is to familiarize the

attending physician or house officer of a general

hospital with the concept of psychiatric consulta-

tion liaison service. It is hoped that with a better

understanding of the range of application and the

limitations of this service the physician of any

specialty can make better use of the psychiatric

consultation in his delivery of total patient care.

The aspects of who, how, and what in the initia-

tion of a consultation should be known by the

physician: Who should initiate the consultation,

the mechanics of how it is initiated, and what

questions or problems realistically are in the realm

of psychiatric expertise. The author draws from

an 18-month experience cl consultation liaison

psychiatry that includes over 400 consultations

at Rhode Island Hospital between August of 1973

and January of 1975.

WHO SHOULD INITIATE THE CONSULTATION?

A general hospital, consultation is a question

that one expert, the consultor, asks of another,

the consultant. A. psychiatric consultation is a

question asked of a psychiatrist by a consultor

from any of a variety of sources. The consultation

may be initiated by a physician of any hospital

JOHN R. RUGGIANO, M.D., a Providence Psy-

chiatrist and Staff Physician, Rhode Island Hos-

pital.

service, the nursing staff, social service, the hos-

pital administration, the patient himself, the pa-

tient’s family, or even another psychiatrist. Any

of the sources, experts in their own field, may
have a question or problem requiring the expertise

of a psychiatrist and thereby may initiate the

psychiatric consult. Although the source is

varied, it is most commonly the physician who

initiates the consultation, and among physicians

it is most often those of the medical service who

request the consultation. A study by Kaufman 1

showed that, out of 13,811 admissions in a two-

year period 1,319, 10 per cent resulted in psy-

chiatric consultation, and of these 617, 50 per

cent of the consultations, were from the medical

service. A study by Vaillant2 et al. showed that

psychiatric consultation was sought in one out

of six admissions. Percentages of emergency room

patients that require psychiatric help tend to run

even higher. Nigrcv3 found that 28 per cent of

emergency room visits required psychological man-

agement. Beliak4 et al. reported that 50 per cent

of the patients in a medical-surgical emergency

clinic had psychological problems unrelated to a

somatic complaint. At Rhode Island Hospital the

percentage of admissions resulting in psychiatric

consultation, one per cent, is much smaller than

any of those quoted, but the distribution of sources

for the consultations roughly corresponds to that

of Kaufman’s study. These figures do not attempt

(Continued on next page)
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to prove anything in particular, but do indicate who
is using the consultation service and at what rate.

They should demonstrate for example that the

internist who has hospitalized 75 to 100 patients

without a psychiatric consultation may be over-

looking significant emotional components of this

patients’ illness.

HOW TO INITIATE THE CONSULTATION
Initiating the consultation involves three con-

siderations: informing the patient, specifying the

question, and communicating the specific question

to the consultant. Informing the patient may be

simple and routine if the pat-'ent recognizes his

psychiatric problem and readily consents. It may
require more tact if the idea of the psychiatric

problem is new to the patient. Openers such as

‘‘Your emotional reaction to this illness may be

complicating things; I should like to get a psy-

chiatric opinion” can be helpful in leading to dis-

cussion with eventual patient consent for the con-

sultation. To ask for consultation on an uninformed

or unconsenting patient should be avoided because

of its likelihood of disastrous consequences of em-

barrassment or even legal complications. For the

more complex situation problems of informing the

patient or obtaining consent can easily become

part of the consultation and, as such, best solved

by discussion with the consultant.

When the patient has been informed, the next

consideration is specifying the problem. Specifying

the problem by means of a clear statement or spe-

cific question allows the consultant to focus his

attention and concentrate his efforts. The more

specific the question of the consultation the more

likely the consultant can provide useful informa-

tion. Theoretically any patient can provide enough

mateiial and psychodynamics to complete a

multi-volumed case study. A request to “evaluate

patient X” with no specific question could result

in psychological testing, social service case study,

and weeks of psychiatric observation and inter-

view, yet yield no useful information for the

medical consultor. On the other hand a specific

request such as “Evaluate this patient's suicidal

potential” allows for much greater efficiency

in the use of the consultant’s time.

Communicating the specific question to the con-

sultant is the next step in the initiation of the

consultation. The ideal method is by verbal com-

munication between physicians. Where this ideal

is not practical, there are acceptable compromises.

Many hospitals use a consultation form with car-

bon copies in triplicate on which the consultor

states his problem or question and sends it to

the consultation service. The consultant then writes

his opinions and recommendations on the form,

and it becomes part of the patient’s medical rec-

ord. Where this system is not available, another

acceptable compromise is a written statement of

the reason for the consultation in the progress

notes of the chart with a corresponding order in

the doctors’ orders. Some other compromises in

communication are not acceptable. Examples are:

An order for the consultation in the doctors’ orders I

with no other clue to the problem mentioned in

the chart; or worse still, a telephoned message
1

from a wTard clerk to the consultant that says “Dr.

X wants you to see Mrs. Y on ward 8.”

An anecdotal account of such a compromise will

show its potential for wasted effort. The author !

was asked to see a patient on the medical service.

The call had come from a ward clerk who could

not remember the name of the physician who
asked for the consultation. The consultant found

a 45-year-old jaundiced female with “history of

alcoholism" and' no other clue to the reason for

psychiatric consultation in the chart. The con-

sultant directed his attention to the alcohol prob-

lem. Some comments on withdrawal phenomena

were made, and an offer of follow-up should re-

ferral or placement be needed. It was later learned

that social service had suggested the consultation

to the resident for a question of competency of

motherhood. Xeedless to say, much time and ef-

fort had been wasted on this unacceptable com-

promise of adequate communication of the prob-

lem.

WHAT MAY BE ASKED
Problems within the range of application of the

psychiatric consultation fall in three categories:

diagnosis, treatment, and disposition.

Questions in the first category are usually con-

cerned with the possibility of an emotional or

psychopathologic basis for the somatic symptom

that led to hospitalization. “Is this weight loss

due to depression?” or “How much of this chest

pain is anxiety?” are typical questions in this

category. A differential diagnosis of hypochon-

driasis, hysteria, and malingering is frequently

considered when that pesty discrepancy arises as

between subjective complaint and objective find-

ings. The psychiatric consultant may be helpful

in discerning diagnostic patterns and positive men-

tal status findings that can be much more sup-

portive than negative laboratory tests when sus-

( Continued on page 358)
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The Development And Future Prospects Of Family

Practice Training In Rhode Island

Program At Paivtucket Memorial Hos-

pital Will Enhance The Quality Of Care
In Rhode Island

By Robert P. ^IcCombs, M.D.

In the mid 1960s because of an awareness of the

need to review patterns of graduate medical train-

ing the Trustees of the American Medical Asso-

ciation appointed a Citizens’ Commission on Grad-

uate Medical. Education under the chairmanship

of John S. Millis, Ph.D. The report of the com-

mission, titled The Graduate Education of Physi-

cians, is having and will continue for many years

to have a profound effect upon both graduate and

undergraduate medical education. It was here that

the concept of training physicians for comprehen-

sive health care was first clearly stated. These

physicians would be involved in primary and con-

tinuing health care based upon family units, they

would be family physicians whose training and

status would be comparable to that of other spe-

cialists and, although strongly based on Internal

Medicine and Pediatrics, would have a strong

orientation in Psychiatry and the Social Sciences,

and in addition would provide experience in emer-

gency care, problems relating to pregnancy, de-

livery, and neonatology as well as surgical diag-

nosis, postoperative management, and follow-up

care. Emphasis would be placed upon community

health, comprehensive health care, and counselling

through the development of a Model Family

Practice Center where ambulatory patients could

be seen under conditions favorable to patient and

physician.

ROBERT P. McCOMBS, M.D., Director, Medi-

cal Education, Memorial Hospital, Pawtucket.

BACKGROUND
While the Citizens’ Commission on Graduate

Medical Education was making its survey, the

Council on Medical Education of the American

Medical Association appointed an ad hoc Com-

mittee on Education for Family Practice, chaired

by William R. Willard, M.D. Liaison was estab-

lished with the Millis committee, and the report

of the Willard committee, titled Meeting the Chal-

lenge of Family Practice, is consistent with and

reinforcing of that of the Millis commission. It

spelled out details of education and board certifi-

cation in Family Practice and was approved by

the House of Delegates of the AMA in November

1966. The stated principles have been embodied

in. the Guide for Residency Programs in Family

Practice prepared by the Residency Review Com-

mittee for Family Practice and approved by the

American Academy of Family Practice, the Amer-

ican Board of Family Practice and the Council

on Medical Education of the American Medical

Association. The first residency programs in Fam-

ily Practice were approved in 1967, and the first

group of trainees completed training in 1970. In

1975 there were 233 approved operating programs.

Only a few of these are in New England; the one

at Memorial Hospital of Pawtucket, RI is the first

in Rhode Island. All approved programs are based

upon the principles first outlined by the Millis

commission, but each has individual characteristics

that are determined by the community in which

(Continued on next page)
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the hospital is located, other training programs

in the hospital, relationships with medical schools,

and other factors.

RESIDENCY AT MEMORIAL HOSPITAL

The Family Practice Residency training pro-

gram at Memorial Hospital will be unique in many

respects. 1) It is a Brown University program

with full support of the administration and key

faculty members of Brown University School of

Medicine who are most interested in its develop-

ment and eventual success; few programs are so

closely related to medical schools. Limited parts

of the regular training and many of the electives

offered to residents based at Memorial Hospital

will involve teaching at other hospitals affiliated

with Brown. Yet the overall supervision of the

program will be under the direction of the head

of the Division of Family Practice, who will be

based at Memorial Hospital. 2) When fully im-

plemented in three years the Family Practice Resi-

dency will be the only full residency training pro-

gram at Memorial Hospital, inasmuch as the

present residency in Internal Medicine will gradu-

ally be phased out over this period. Thus, there

will be no competition between services for teach-

ing material as occurs in large teaching hospitals

with multiple training programs. 3) The Director

of the Family Practice program not only will su-

pervise the training at Memorial Hospital, but

will oversee the teaching of Family Medicine at

Brown and will study and make recommendations

regarding the extensions of Family Practice train-

ing in other hospitals in Rhode Island. The Di-

rector will appoint associates to aid in the de-

velopment of the model Family Care Center at

Memorial Hospital. 4) New appointments will

soon be made for full-time teaching associates at

Memorial Hospital in Psychiatry, Pediatrics, and

Obstetrics. These will be approved jointly by the

Director of Family Practice, the respective service

chiefs at Memorial Hospital and section leaders

of these disciplines at Brown. In this manner the

Director of Family Practice will be able to co-

ordinate teaching and patient care on services

not under his immediate direction. The Medical

Service will add two new divisions so that there

will be five, each headed by a full-time chief.

5) The Chief of the Family Practice Service will

supervise activities of the emergency room.

PROGRAM
During their three years of training in Family

Practice residents will spend approximately 14

months on the medical wards with graded respon-

sibilities. They will also attend medical specialty

out-patient clinics approximately three hours each
week. They will spend eight months in the Sec-
tion in Human Growth and Development divided

as follows: Inservice Pediatrics, two months; am-
bulatory Pediatrics, two months; neonatal inten-

sive care, one month; Obstetrics-Newborn Service,

two months; Gynecology-Oncology, one month.
There will be two months in the emergency room,
two months in general surgery, and two months
combined in-patient and out-patient psychiatric

training in which interview techniques, psy-

cho-pharmacology, collaboration with mental

health professionals, utilization of social support

systems, diagnostic and evaluation skills, out-

patient treatment, and follow-up care will be em-
phasized. In the third year it will be possible to

participate in several among many elective pro-

grams offered so that a resident may round out
his training as he or she wisres.

During all three years and for increasing periods

each year residents will spend time in the model
Family Care Center at Memorial Hospital. This

is a facility especially designed and staffed to give

opportunities for residents under supervision and
under ideal conditions to care for ambulatory

patients assigned to him by families. The Family

Care Center is completely separate from other

out-patient services. Patients are seen by appoint-

ment, and consultants in every specialty are avail-

able to see patients with the resident. The center

provides a clinical base where residents will ob-

serve and learn how to handle a variety of prob-

lems involving community and preventive medi-

cine. They will participate in programs for genetic

and marriage counselling, family planning, alco-

holism, drug abuse, and mental health. Residents

will learn how to participate as leaders in a team

approach to medical care, making use of nurse

practitioners, social workers, psychologists, public

health professionals, and other health assistants.

They will learn how to identify and utilize health

resources in the community to aid in management

of difficult problems in family health care. The

extended care unit of the hospital and home care

service are numbered among these resources.

MISCONCEPTIONS

Since there apt to be misconceptions about any

new program until everyone is familiar with its

operation, some of these will be discussed. Some

physicians have expressed fears that development

of this type of program represents an attempt by

(Continued on page 360)
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Editorials

LIAISON PSYCHIATRY
Published elsewhere in this issue of the Journal

is a paper describing the nature and benefits of a

consultation liaison psychiatric service. The author

has pointed out in a separate communication to the

editors that prior to 1974 Rhode Island had no

psychiatric consultation liaison service in a general

hospital. Only one per cent of admissions to Rhode
Island Hospital presently result in psychiatric con-

sultation, compared to ten per cent in the Mount
Sinai Hospital of New York, as reported in a study

by Ralph Kaufman. The author of the paper pub-

lished in this issue believes that this discrepancy

may signify not only lack of awareness on the part

of the physicians of Rhode Island, but also a

deficit in total patient care.

Another recent report 1 on the subject from the

Mount Sinai Hospital focuses on the usefulness of

liaise n psychiatry in the management of the dying

SAFETY IN

The recent American literature has contained

several retrospective studies of large numbers of

cases of pregnancy termination. For the most part

these have indicated a high degree of safety, more

particularly in the first trimester.

A recent prospective study from St. Paul, Min-

nesota strongly reinforces this impression. A study

period of eight months starting in October 1972

encompassed 10,453 first trimester abortions, for

sixty-five per cent of the cases there was full

follow-up information.

All procedures were performed by the same group

of Board Certified or Board Eligible staff gyne-

cologists following a standard protocol. Fifty per

cent of the cases were treated within 6 weeks of

gestation, 93 per cent within 10 weeks (12 weeks

from the last menstrual period), and only 7 per

cent between 10 and 14 weeks (those at the upper

limit not usually intended).

Vacuum aspiration under paracervical block was

used in every case. Flexible Karman catheters

were usually selected in cases under 8 weeks since

the last menstrual period. Premedication, oxytocics.

and antibiotics were administered only if indicated.

Major complications included all hospitalizations

all suspected perforations, fever lasting for three

days or more, and other disorders with comparable

degrees of death risk, prolonged illness, or functional

z

patient. Comprehensive medical care every step of

the way, it states, must involve doctors in the total

life experience of the patient, not only in his or-

ganic illness. There are, in fact, situations in which

the doctors need more help than does the patient

in coping with the intense and conflicting feelings

engendered by a hopeless situation. As a result of

the division of functions in the modern general

teaching hospital the anxicus patient is often con-

fronted by an impenetrable facade of distance and

withdrawal.

In calling attention to the need and potentialities

of liaison psychiatry in many trying situations, the

author has provided a timely and significant con-

tribution.

REFERENCE
^oose, LT, and Zucket, HD: Every Step of the way.
Mt. Sinai Journal of Medicine. 42:99, 1975.

NUMBERS
impairment. The most significant immediate com-

plication was uterine perforation. Delayed ccmpli-

actions of importance were retained placenta and

pelvic infections. There were five continuing preg-

nancies and four laparotomies. Three patients re-

quired blood transfusions. The overall major com-

plication rate was 0.92 per cent, and 1.4 per cent

for the 65 per cent of cases with complete follow-

up. There were no maternal deaths.

Minor complications were mainly cramps, mild

fever, or bleeding, preventing the patient from car-

rying on her usual activities, but not requiring

hospitalization. Since completion of the original

study the series has grown to 33,000 vacuum as-

pirations, still with no maternal mortality.

Several conclusions can be drawn from this mas-

sive study. It is desirable that termination of preg-

nancy, when sought, be accomplished during the

first trimester. When carried out under conditions

laid down by the authors, vacuum aspiration under

paracervical block is an eminently safe and reliable

procedure having a low complication rate and (thus

far) no mortality.
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Editor’s Mailbox

RIPSRO INCLUDED

To the Editor:

In an editorial titled ‘ PL 93-641,” published in

the June, 1975 issue of the Rhode Island Medical

Journal, there was an important omission concern-

ing RIPSRO. Inc. On Page 281 of that issue, the

editorial reported on the National Health Plan-

ning and Resources Development Act of 1974 and

indicated those agencies which had representation

on a committee which had been convened under

the governor’s office to recommend how the func-

tions of a health system agency can best be im-

plemented in Rhcde Island. The omission to which

I refer was that RIPSRO was not included among

the fisted agencies.

I call this matter to the attention of the mem-

bers of the Rhode Island Medical Society since, in

a recent RIPSRO newsletter (Yol. II. Xo. 2. June,

1975), I had mentioned in my President’s Column
that RIPSRO has urged physician representation

on this Committee on Health Legislation. I have

suggested not mere tokenism but a substantial num-

ber of doctors who would represent not only RI-

PSRO but also the Medical Society.

In conclusion. I wish to emphasize the signifi-

cance of the National Health Planning and Re-

sources Development Act of 1974 and I urge phy-

sicians to request the governor to name a substan-

tial number of doctors to the policy-making body

which will implement the Act in Rhode Island.

Alton M. Paull, M.D.

President

RIPSRO, Inc.

CONTINUING MEDICAL

To The Editor:

On February 25, 1975 the Continuing Medical

Education Committee of the Rhode Island Medical

Society performed its first survey of a Rhode

Island hospital for the purpose of accreditation

for Continuing Medical Education credit. The

Rhode Island Hospital was the hospital surveyed.

The background of the survey is that there is

a present need for approved continuing education

credit for physicians who wish to qualify for the

Physicians' Recognition Award given by the AMA
for approved activities in the continuing educa-

tion field, the American Academy of Family Prac-

tice, and others. There is a possibility that in the

future state licensing, hospital staff reappointment,

and American Board Recertification will require

evidence of approved continuing education.

With the full cooperation of the American Medi-

cal Association and the assistance of Doctor Rut-

ledge Howard of the Office of Continuing Medical

Education of the AMA. the survey was performed

and subsequently the full committee approved the

& 3
352

EDUCATION SURVEYS

Rhode Island Hospital for granting credit ap-

proved by the Society in its Continuing Medical

Education program. This program does not affect

residency or intern training.

Credit is given based on a hospital's showing

evidence that continuing medical education activi-

ties are formulated according to demonstrated

needs and that methods are used to determine the

efficacy of the offerings.

The CME Committee plans to survey Pawtucket

Memorial Hospital next and hopes to have at least

four of the 13 general hospitals in the state sur-

veyed this year.

Plans are also undemay for a simpler form of

inspection and certification for any specialty or

other professional societies that wish to have their

offerings approved for credit.

Howard S. Browne, m.d.

Chairman,

Committee on Continuing

Medical Education

&
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A UNIFIED CONCEPT OF THE
EPIDEMIOLOGY AND

ENDOCRINOLOGY OF BREAST
CANCER

(Continued from page 344)
12, 38, 40, d5 However, a unified or therapeutically

relevant concept awaits definition.

VIRAL FACTORS

Out of the genetic theory has grown evidence

for the viral theory of transmission. J. A. Murray

was the first to demonstrate a statistically higher

incidence of mammary cancer in mice who had

cancerous ancestry, compared with those of non-

cancerous ancestors. 17 By 1933 it was shown that

normal Mendelian inheritance patterns did not

dominate in the above inheritance but rather that

a higher incidence of mammary tumors was on

the mother’s side, This led to Bittner’s discovery8

in 1936 of the ‘‘milk factor,” the tumor inducing

activity of the milk of mice with a high incidence

of breast tumor. He demonstrated this by the

beautifully simple experiment of substituting high-

tumor-incidence mice as foster mothers for low-

tumor-incidence mice sucklings and vice versa.

Mouse mammary tumor particles were first dem-

onstrated by electron microscopy in 1954. Since

then biophysical and immunologic studies have

confirmed that “milk factor” is indeed viral.

In 1967 particles in human mammary tissue

and in human milk were observed to be strikingly

similar to mouse mammary tumor virus par-

ticles.
17 In a dramatic study by Moore36 and his

colleagues, viral type particles were demonstrated

in the milk of 60 per cent of American women
with positive family histories of breast cancer, in

39 per cent of women from the Parsi community

of Bombay (an inbred population with a high

incidence of breast cancer), and in only five per

cent of American women with no family history

of breast disease. Indirect immunfluorescence tests

carried out on the sera of breast cancer patients

and their relatives demonstrated antigenic activity

to mouse mammary tumor viruses in the majority

of breast cancer patients and in 13 per cent of

their relatives. Sera from normal donors showed

much less reactivity.39 In 1970 an enzyme, reverse

transcriptase, was described and has since been

demonstrated to be a universal property of RXA
tumor viruses.

46 More recent studies have demon-

strated particles containing this enzyme in the

milk of women with a strong family history of

breast cancer.41 Molecular hybridization methods

have been used to demonstrate that human breast

RNA tumor particles have a 75 to 90 per cent

correlation in amino acid sequence with the RXA
of mouse mammary tumor virions. 17 Recently, for-

malin-inactivated mouse mammary tumor virus

has been used as a vaccine to protect two strains

of mice against infection with the virus and its

tumorigenesis.3. This has given rise to the hope
that, either by cross-sensitization (as cowpox pro-

tects against smallpox) or by the use of de-acti-

vated human virus particles, a vaccine protective

against breast cancer may be feasible in the human
subject.

Despite the strong evidence for the viral etiol-

ogy, it has nevertheless been pointed out by
Domochowski 1

' that Koch’s postulates for the iden-

tification of an infectious agent have never been

satisfied for a viral agent in breast cancer. Nor
indeed does the evidence described in this paper

necessarily suggest that these viruses are trans-

mitted wholly by breast feeding, as these same
tumor particles have been found to be transmitted

via sperm and egg in mice.

CONCLUSIONS
By combining all of the above elements we

can formulate a more or less unified concept of

breast cancer in etiologic terms. The primary

agent is very possibly viral, transmitted not in

the usual horizontal pattern (epidemically, i.e.,

mouth to mouth, feces to mouth, air borne), but

in a vertical pattern (via sperm, egg, milk, trans-

placentally ) . Very possible these viruses are un-

able to produce clinical symptoms in some situa-

tions unless a proper hormonal milieu is present.

Perhaps all of the viruses will eventually express

themselves clinically, but the hormonal milieu de-

termines not only the timing but also the mode
of expression. Environmental factors (such as high

fat diet and prolactin, low iodine diets and goiter,

stress and its effect on the hypothalamic pituitary

access), play an important role in terms of their

effect of altering the hormonal milieu. Genetic make-

up will also determine the hormonal milieu, but per-

haps another very important yet, relatively un-

studied genetic factor involves immune factors

versus the infecting virus.
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Pro-Banthlne®
brand of

propantheline bromide

Indications: Pro-BanthTne is effective as
adjunctive therapy in the treatment of peptic

ulcer. Dosage must be adjusted to the

individual.

Contraindications: Glaucoma, obstructive

disease of the gastrointestinal tract,

obstructive uropathy, intestinal atony, toxic

megacolon, hiatal hernia associated with

reflux esophagitis, or unstable cardiovascular
adjustment in acute hemorrhage.

Warnings: Patients with severe cardiac

disease should be given this medication
with caution. Fever and possibly heat stroke

may occur due to anhidrosis.

Overdosage may cause a curare-like action,

with loss of voluntary muscle control.

For such patients prompt and continuing
artificial respiration should be applied until

the drug effect has been exhausted.
Diarrhea in an ileostomy patient may indicate

obstruction, and this possibility should be con-
sidered before administering Pro-BanthTne.

Precautions: Since varying degrees of urinary

hesitancy may be evidenced by elderly males
with prostatic hypertrophy, such patients

should be advised to micturate at the time

of taking the medication.

Overdosage should be avoided in patients

severely ill with ulcerative colitis.

Adverse Reactions: Varying degrees of

drying of salivary secretions may occur as

well as mydriasis and blurred vision. In

addition the following adverse reactions have
been reported: nervousness, drowsiness,

dizziness, insomnia, headache, loss of the

sense of taste, nausea, vomiting, constipation,

impotence and allergic dermatitis.

Dosage and Administration: The
recommended daily dosage for adult oral

therapy is one 15-mg. tablet with meals and
two at bedtime. Subsequent adjustment to

the patient’s requirements and tolerance

must be made.

How Supplied: Pro-BanthTne is supplied as

tablets of 15 and 7.5 mg., as prolonged-

acting tablets of 30 mg. and, for parenteral

use, as serum-type vials of 30 mg.

Searle & Co.
San Juan, Puerto Rico 00936

Address medical inquiries to: G. D. Searle & Co.
Medical Department, Box 5110. Chicago. III. 60680 481

SEARLE

354 Rhode Island Medical Journal



'Antiacid”action
for ulcer patients...

one of the many thingsyou
need in an anticholinergic

Pro-BanthTne is considered adjunctive

in total peptic ulcer therapy that may
include diet, conventional antacids,

bed rest, and other supportive measures.

Pro-BanthTne is provided in several

different dosage forms which will meet
virtually any clinical need. It is just as

versatile in filling patient needs, among
which are

:

"Antiacid" action — Pro-BanthTne'®’

(propantheline bromide) reduces gastric

secretory volume and resting total and
free acid.

"Analgesic" action — Pro-BanthTne helps

to control the acid-spasm-pain complex.

Vigorous anticholinergic action —
Pro-BanthTne® Vials, 30 mg., are for

intramuscular or intravenous use when
prompt and vigorous anticholinergic

action is required.

Mild anticholinergic action —
Pro-BanthTne® Half Strength, 7.5 mg.
tablets, for more exact adjustment of

maintenance dosage in mild to

moderate gastrointestinal disorders.

Pro-Banthine
(propantheline bromide)

agood
option
in peptic
ucer



DYAZIDE
makes sense

Each capsule contains 50 mg.
of Dyrenium® (brand of triamterene)

and 25 mg. of hydrochlorothiazide.

Forlong-termcontrolofhypertension
Before prescribing, see complete prescribing in-

formation in SK&F literature or PDR. The following
is a brief summary.

* WARNING
This fixed combination drug is not indicated for

initial therapy of edema or hypertension. Edema
or hypertension requires therapy titrated to the
individual patient. If the fixed combination rep-

resents the dosage so determined, its use may
be more convenient in patient management. The
treatment of hypertension and edema is not
static, but must be reevaluated as conditions in

each patient warrant.

* Indications: Edema: That associated with congestive
heart failure, cirrhosis of the liver, the nephrotic
syndrome; steroid-induced and idiopathic edema;
edema resistant to other diuretic therapy. Mild to

moderate hypertension: Usefulness of the triam-

terene component is limited to its potassium-sparing
effect.

Contraindications: Pre-existing elevated serum po-

tassium. Hypersensitivity to either component. Con-
tinued use in progressive renal or hepatic dysfunction
or developing hyperkalemia.

Warnings: Do not use dietary potassium supple-
ments or potassium salts unless hypokalemia de-

velops or dietary potassium intake is markedly
impaired. Enteric-coated potassium salts may cause
small bowel stenosis with or without ulceration.

Hyperkalemia ( >5.4 mEq/L) has been reported in

4% of patients under 60 years, in 12% of patients over

60 years, and in less than 8% of patients overall.

Rarely, cases have been associated with cardiac ir-

regularities. Accordingly, check serum potassium
during therapy, particularly in patients with sus-

pected or confirmed renal insufficiency (e.g.. elderly
or diabetics). If hyperkalemia develops, substitute a

thiazide alone. If spironolactone is used concomi-
tantly with 'Dyazide', check serum potassium fre-

quently— both can cause potassium retention and
sometimes hyperkalemia. Two deaths have been
reported in patients on such combined therapy (in

one, recommended dosage was exceeded; in the
other, serum electrolytes were not properly moni-

tored). Observe patients on 'Dyazide' regularly for

possible blood dyscrasias. liver damage or other idio-

syncratic reactions. Blood dyscrasias have been re-

ported in patients receiving Dyrenium (triamterene,

SK&F). Rarely, leukopenia, thrombocytopenia,
agranulocytosis, and aplastic anemia have been
reported with the thiazides. Watch for signs of im-

pending coma in acutely ill cirrhotics. Thiazides are

reported to cross the placental barrier and appear in

breast milk. This may result in fetal or neonatal

hyperbilirubinemia, thrombocytopenia, altered
carbohydrate metabolism and possibly other ad-

verse reactions that have occurred in the adult. When
used during pregnancy or in women who might bear
children , weigh potential benefits against possible

hazards to fetus.

Precautions: Do periodic serum electrolyte and BUN
determinations. Do periodic hematologic studies

in cirrhotics with splenomegaly. Antihypertensive
effects may be enhanced in postsympathectomy

patients. The following may occur: hyperuricemi
and gout, reversible nitrogen retention, decreasin
alkali reserve with possible metabolic acidosis, hyper
glycemia and glycosuria (diabetic insulin require

ments may be altered), digitalis intoxication (ii

hypokalemia). Use cautiously in surgical patients

Concomitant use with antihypertensive agents ma;
result in an additive hypotensive effect. ‘Dyazide

interferes with fluorescent measurement o
quinidine.

Adverse Reactions: Muscle cramps, weakness, diz

ziness, headache, dry mouth; anaphylaxis; rash

urticaria, photosensitivity, purpura, other derma
tological conditions; nausea and vomiting (may in

dicate electrolyte imbalance ), diarrhea, constipation

other gastrointestinal disturbances. Necrotizin;

vasculitis, paresthesias, icterus, pancreatitis
xanthopsia and, rarely, allergic pneumonitis hav<

occurred with thiazides alone.

Supplied: Bottles of 100 capsules; in Single Unii

Packages of 100 ( intended for institutional use only)

SK&F Co., Carolina, P.R. 00630
Subsidiary of SmithKline Corporation

‘DYAZIDE’
Justonce ortwice daily formaintenance.
HydrocHorothiazide to help keep

blood pressure downand triamterene

to help keep potassium levels up.



On land, sea, and inthe air...

Up to 24 hours of effective control with
single dose. ..in nausea, vomiting and
izziness associated with motion sickness.

|

Dosage: 25 to 50 mg. 1 hour before travel.

Available on prescription only.

IIEF SUMMARY OF PRESCRIBING INFORMATION
ONTRAINDICATIONS. Administration of Antivert

iring pregnancy or to women who may become pregnant

contraindicated in view of the teratogenic effect of the

ug in rats.

The administration of meclizine to pregnant rats during

e 12- 15 day of gestation has produced cleft palate in the

Fspring. Limited studies using doses of over 100 mg./kg./

y in rabbits and 10 mg./kg./day in pigs and monkeys did

not show cleft palate. Congeners of meclizine have caused

cleft palate in species other than the rat.

Meclizine HC1 is contraindicated in individuals who
have shown a previous hypersensitivity to it.

WARNINGS. Since drowsiness may, on occasion, occur

with use of this drug, patients should be warned of this pos-

sibility and cautioned against driving a car or operating

dangerous machinery.

Usage in Children: Clinical studies establishing safety and

effectiveness in children have not been done; therefore,

usage is not recommended in the pediatric age group.

Usage in Pregnancy: See “Contraindications.”

ADVERSE REACTIONS. Drowsiness,

dry mouth and, on rare occasions,

blurred vision have been reported.

ROeRIG
A division of Pfizer Pharmaceuticals
New York. New York 10017

Antivert/25 ChewableTablets
(meclizine HC1) 25 mg.

formotion sickness



Should a
specially prepared

package insert

be made available to

patients?

a©
Dr. James H. Sammons
Executive Vice President

of the American
Medical Association

a

©
<p.

Dialogue

The idea of a so-called pa |nt

package insert has been aroun for

a long time. Many physicians a lady
use written instruction sheets t

provide patients with informati i

about the drugs they are takingAnd

some physicians give verbal in: uc-

tions; but in too many instance

these are what I call eye-glazinj x-

ercises. I have seen patients sit it-

glazed eyes listening to a rapid e

lecture by a hurried physician \(o

has 20 people out in his waiting

room. These patients aren’t giv

sufficient understanding and tl 'e-

fore do not follow instructions.
I

think the idea of an official pact ge

insert for patients is a good one
Perhaps we should really think

this kind of information simply an

extension of drug labeling.

The benefits of patient involvem it

Many physicians may not al- i

ize how frequently a patient obtns ’>

his drug information from Aunl :

Tillie or the next door neighbor, nc:

this information is almost alws i

bad or irrelevant to the case at Ino

Furthermore, the incentive to g: {

along with a prescribed progrars

slim if the only reading mattertl

patient receives, along with his e-«

scription, is a bill.

As an educator I am impreietf

by the principle that the best Wcto

get someone to do something is>I

involve him in the process. Sotlil

think there are advantage
well as some real disadvantages
a patient package insert. When ;j i

begin to use semi-medical or m<i-«

cal terms to describe complicat -.$

or possible sequelae of disease i l
treatment, you may frighten the 3-

1

tient— particularly since the mo
|

highly sophisticated patient is n i

the one who is going to read the • J

sert. The patient who will read it I

the one most susceptible to frigl I

and confusion by the language,
j

On the positive side, a paclJ
insert will probably give the pati

better insight into why he is beir I

treated the way he is, and it may I
give the physician a little bit moiB
time. But it does not remove froil

the physician the need or obliga 4
to explain the insert.

Some pitfalls in the inclusion of

side effects

Certainly a patient should t|

warned of the possibility of sericl

side reactions—to know what th<|

real dangers are. But it doesn’t cl

bit of good to indicate that a pati I

on oral penicillin may develop a
|

rash, itching, or a drop in blood

pressure. Or that he may faint. I

think the real danger is that frigff

engendered by the insert may pc

sibly outweigh the potential gooc



i n purpose of drug information

i|he patient is to get his coopera-

cfin following a drug regimen.

uaration and distribution of

£ ent drug information

We would hope to amass infor-

],ion from physicians, medical

;.eties, the pharmaceutical indus-

',nd centers of medical learning.

j ultimate responsibility for uni-

i.i labeling must, however, rest

i the Food and Drug Administra-

:
There is nothing wrong with

i
;

agency saying, "this informa-

; is generally agreed upon and
ijefore it should be used,” as long

= ur process for getting the infor-

i
on is sound.

Distribution of the information

aroblem. In great measure it

Id depend on the medication in

ition. For example, in the case

i injectable long-acting proges-

ne, we would think it mandatory
sue two separate leaflets—

a

1 1 one for the patient to read be-

tgetting the first shot and a long

itotake home in order to make a

}sion about continuing therapy,

[is case, the information might
jut directly on the package and
Removable at all. But for a medi-

I

in like an antihistamine this

mation might be issued sepa-

y, thus giving the physician the

bn of distribution. This could
ierve the placebo use, etc.

the doctor can remove that fear

3 or 30 minutes of conversation.

I’m not suggesting that we
add any information from the

:nt because, first of all, it would
itally dishonest and secondly, it

d defeat the very purpose of the

1. 1 do think that a patient on the

control pill should knowabout
ncidence of phlebothrombosis.
If you’re going to tell a patient

ncidence of serious adverse re-

ins, then you have to tell him
a concerned medical decision
made to use a particular medi-
>n in his situation after careful

ideration of the incidence of

plications or side effects.

tionally unstable patients pose
icial problem

There are patients who, be-

e of severe emotional problems,
d not handle the information
ained in a patient package in-

Yet if we are going to have a
age insert at all, we just can't
two inserts. I think we might

)ly have to tell the families of

a patients to remove the insert
i the package.

i I implications of the patient
i age insert

Just what effect would a pa-

It is in the distribution of pa-

tient information that the pharma-
cist may get involved. As profession-

als and members of the health-care

team and as a most important source
of drug information to patients,

pharmacists should be responsible
for keeping medical and drug rec-

ords on patients. It is also logical

that they should distribute drug in-

formation to them.

Realistic problems must be
considered

We have to expect that the in-

troduction of an information device

will also create new problems. First,

how can we communicate complex
and sophisticated information to

people of widely divergent socio-

economic and ethnic groups? Sec-
ond, what will we say? And third,

how can we counteract the negative

attitude of many physicians toward
any outside influenceor input? Hope-
fully the medical profession will re-

spond by anticipating the problems
and helping to solve them. Assum-
ing we can also solve the difficulty

of communicating information to di-

verse groups throughout the United

States, our remaining task will be
the inclusion of appropriate material.

What information is appropriate?

In my opinion, technical, chem-
ical and such types of material

should not be included. And there is

tient package insert have on mal-
practice? We could try to avoid any
legal implications by pointing out

that the physician has selected a

particular medication because, in

his professional judgment, it is the
treatment of choice. For instance,

you can’t tell everyone takinganti-

histamines not to work just because
a few patients develop extreme
drowsiness which can lead to acci-

dents. And what about the very small

incidence of aplastic anemia rarely

associated with chloramphenicol?
If, based on sensitivity studies and
other criteria, we decide to employ
this particular antibiotic, we do so

in full knowledge of this serious po-

tential side effect. It’s not a simple
problem.

How do we handle an insert for medi-

cation used for a placebo effect?

With rare exceptions, physi-

cians no longer use medications for

a placebo effect. This question does
raise the issue of how a patient may
react to receiving a medication
without a package insert.

Preparation of the package insert

The development of the insert

ought to be a joint operation be-

tween physicians, the pharmaceuti-
cal industry.theA.M.A.andtheF.D.A.

no point in the routine listing of side

effects like nausea and vomiting
which seem to apply to practically

all drugs, unless it is common with
the drug. However, serious side ef-

fects should be listed, as should in-

formation about a medication that

is potentially risky for other reasons.
Other pertinent information

might consist of drug interactions,

the need for laboratory follow-up,

and special storage requirements.
What we want to include is informa-
tion that will help increase patient

compliance with the therapy.

Positive aspects of patient drug
information

Labeling medication for the
patient would accomplish a number
of good things: the patient could be
on the lookout for possible serious

side effects; his compliance would
increase through greater under-
standing; the physician would be a

better source of information since
he would be freer to use his time
more effectively; other members of

the health-care team would benefit

through patient understanding and
cooperation; and, finally, the physi-

cian-patient relationship would prob-

ably be enhanced by the greater

understanding on the part of the pa-

tient of what the physician is doing
for him.

I viewthe A.M.A.’s roleasa co-

ordinator or catalyst. It is the only

organization through which the pro-

fession as a whole, irrespective of

specialty, can speak. It has relatively

instant access to all the medical ex-

pertise in this country. And it can
bring that professional expertise to-

gether to ensure a better package
insert. The A.M.A. can work in con-

junction with the industry that has
produced the product and which is

ultimately goingto supply the insert.

I don't think we should rely, or

expect to rely, on legislative com-
mittees and their nonprofessional

staffs to make these decisions when
it is perfectly within the power of

the two groups to resolve the issues

in the very best American tradition

—

without the government forcing us

to do it. I think the F.D.A. has to be
involved, but I’d like them to become
involved because they were asked
to become involved.

Pharmaceutical
Manufacturers Association

1155 Fifteenth Street, N.W.

Washington, D.C. 20005
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angina pectoris
(Continued from page 346)

myocardial revascularization with saphenous vein
bypass grafts is 4 per cent or less in patients with
either chronic or unstable angina. Low mortalitv is

achieved by appropriate pre-operative medical ther-

apy and supportive measures before and during
operation. Patients with a good functioning ven-
tricle and coronary arterial obstruction not involv-

ing the left main coronary artery or left anterior

descending coronary artery proximal to the first

septal perforating branch have a very low risk. Pa-
tents with multiple vessel disease, including severe

obstructions of the left main coronary- artery or the

prox.mal left anterior descending artery, are in our
experience hemodynamicallv benefited by pre-oper-

ative insertion of an intraaortic ballon assist device

to maintain good myocardial perfusion during in-

duction of anesthesia and the early part of the op-

eration before cardiopulmonary bypass is begun
and the bypass grafts constructed. Similarly, a pa-

tient with a poorly functioning left ventricle is

greatly assisted by pre-operative intraaortic balloon

assist. Patients having unstable angina have had
an intraaortic balloon assistance device inserted be-

fore cardiac catheterization in most instances and

have had this support continued during and after

operation. The operative mortality is affected by

the number of coronary arteries involved, with single

vessel disease requiring only one bypass having a

Rhode Island Medical Journal



mortality of 1 per cent while triple vessel disease

requires multiple bypasses having a mortality of 5

or 6 per cent.

Relief of Angina : Studies are now available which

indicate that approximately 90 per cent of patients

are entirely free of angina post-operatively or have

substantially diminished angina with less restriction

of activity. Seventy to eighty per cent of patients

are totally free of angina, while the remainder of

the 90 per cent have symptomatic improvement.

The incidence of improvement appears to be simi-

lar in chronic angina and unstable angina. Improved

quality of life following operation and the return

to productive employment has been a worthwhile

operative result for these patients. Those few pa-

tients who have return of angina after an angina-

free interval should be re-studied, with angiographic

demonstration of the patency of the grafts and the

status of the coronary arteries. If graft occlusion has

resulted or if new significant proximal lesions in

previously unobstructed coronary arteries are dem-

onstiated, re-operation may be indicated. Re-opera-

tion with the establishment of new bypass grafts

to adequate distal coronary arteries may again re-

lieve the angina.

Long term, survival : The long-term follow-up of

the patients who have had bypass operations indi-

cates that the survival of these patients is probably

better than it would be without operation. Eighty-

five to 90 per cent of patients who are operated

upon for angina are alive five years later, including

the operative mortality. This is in contrast with a

five year survival of 80-90 per cent for single vessel

disease, 60-70 per cent for two vessel disease, and

40-50 per cent in triple vessel disease in patients

treated medically.

Similarly, the long-term survival of patients with

unstable angina appears to be similar to that group

who are operated upon for chronic angina. This is

in sharp contradistinction to the relatively high 12

month mortality and myocardial infarction rate

which such patients experience when treated with

optimum medical management.

Physiologic changes : In addition to striking svm-

tomatic relief and increased life expectancy com-

pared with medical management, artocoronary by-

pass may have additional benefits. It has been dem-

onstrated that a number of patients have increased

myocardial function and can exercise to a greater

work output than was possible pre-operatively. On

the other hand, although most patients who are

symptomatically improved are not aware of any

decrease in myocardial contractility post-opera-

tively, some patients have been demonstrated to

have decreased myocardial contractility. This may
be the result of perioperative myocardial infarction

or some degree of myocardial fibrosis resulting from

the operative events.

SUMMARY
Patients with angina pectoris who find that drug

management is associated with an unacceptable de-

gree of morbidity may be offered operative therapy

with an excellent promise of symptomatic relief

if their coronary arteries are satisfactory for bypass

and they have adequate ventiicular function. Pa-

tients who have had myocardial revascularization

also have an improved long-term outlook from the

point of view of death from coronary heart dis-

ease, particularly those who have had double and

triple coronary bypass. Improvement in myocardial

performance is less predictable, although the pa-

tient may have markedly increased exercise toler-

ance because he is not limited by his previous an-

gina.

It is recommended, therefore, that patients with

angina pectoris who continue to have an unaccept-

able morbidity on optimal management be evaluated

for revascularization surgery.

Physician's Office

For Rent

Equipped for Otolaryngologist

A'so good location for Internist cr General

Practice.

DR. ULYSSE FORGET

600 Main Street

Warren, R. I. 02885

Call for appointment in the evening:

401-245-6888
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USING PSYCHIATRIC
CONSULTATION LIAISON SERVICE

(Continued from page 348)

picions of depression, anxiety, hypochondriasis,

hysteria, and malingering are entertained.

Questions of treatment imply that some diag-

nostic work has been done. These are usually ques-

tions of management, asking the consultant for

help in dealing with the emotional overlay or the

reaction to illness or hospitalization. Some com-

mon reactions to illness or hospitalization are

anxiety, depression, denial, anger, and regression.

Any patient can be expected to demonstrate some

amount of one or more of these common reactions.

Xot all should require psychiatric consultation,

but when medical management is compromised by

these psychic reactions consultation is indicated.

The following are examples of typical and frequent

questions asked of the psychiatric consultant.

The fortyish male who has had perfect health

and an active life before his first heart attack

can demonstrate levels of denial and anger that

can be life threatening. It is common enough to

see such a patient try to continue running his busi-

ness from his hospital room. He may even sign

out of the hospital against advice if such activity

is too vigorously discouraged, to the total dis-
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regard of his physical condition. The chronically

ill patient discouraged over his condition can be-

come depressed and suicidal. Many of the drugs

used in medical management, steroids and anti-

hypertensives for example, have frequent phychia-

tric side effects. The patient who refuses a life-

saving procedure or operation poses a problem.

If the basis for his refusal is psychopathology, psy-

chiatric management or even a statement declaring

incompetence to decide the issue may be needed.

The patient who is not emotionally prepared for a

needed procedure such as amputation, hysterec-

tomy, dialysis, mastectomy, or colostomy may
need intervention by the consultant. The consul-

tation may be needed prior to the procedure for

preparation as well as after the trauma for ad-

justment to it. Chronic schizophrenics hospitalized

in state facilities who are brought to the general

hospital for illnesses unrelated to their mental

disorders should routinely have the benefit of psy-

chiatric consultation for management. The passive

dependent or lonely patient who is in no hurry

to end the comfortable secondary gain of hospitali-

zation may consciously or unconsciously prolong

his or her hospitalization. Confronting this patient

may require psychiatric help.

For questions of disposition the psychiatric con-

sultation service adds liaison to its name and func-

tion. The consultant on this service provides a

link between medical services and psychiatric serv-

ices of many forms. The liaison consultant should

have a familiarity and working knowledge of all

hospital and community resources available to the

patient with psychiatric disorder. He has direct

contact, rapport, and easy communication with

the hospital social service and psychiatric nursing

staff. He should have familiarity with services and

agencies such as community mental health clinics,

in-patient psychiatric hospitals, day care centers,

sheltered work shops, state rehabilitation services,

halfway houses, Alcoholics Anonymous, marriage

counseling services, and drug addiction centers.

He should be familiar enough with the private

practitioners in the community, psychiatrists and

psychologists, to know their special interests and

favored treatment modalities. The consultants

familiarity with these agencies, their policies, and

their physical facilities, as well as his rapport with

their staffs will be directly proportional to his use-

fulness to the general hospital consultor. His use-

fulness is in knowing who should go where for

what, much in the form of a triage officer for

psychiatric problems.
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This trichotomy of diagnosis, treatment and

disposition, of course, cannot be rigidly held. Ques-

tions of diagnosis imply both management and

disposition. The overdosed patient who is admitted

for medical management should automatically be

involved in consultation. Intrinsic to the question

of suicidal potential in an overdosed patient would

be questions of both treatment and disposition.

At Rhode Island Hospital this specific problem

represents the most frequent reason for consulta-

tion. Forty-five per cent of all consultations are

for the overdosed patient.

It should be emphasized that the consultant is

in an excellent position not only to render useful

help in diagnosis, management, and disposition

of general hospital patients, but also to teach. Each

consultation should be a useful learning experience

for the consul tor. If the consultant is available

and communicative he can provide psychiatric in-

formation and experience to all services of the

general hospital.

Psychiatric consultation liaison service is a new
development. Lipowski5 dates its beginning from

1929. He describes its growth from 1934, when
only five liaison departments were funded in the

United States, to 1966 when 76 per cent of all

psychiatric training centers offered instruction in

this field. The growth of consultation liaison psy-

chiatry demonstrates its importance and empha-

sizes the necessity of familiarizing each medical

specialist with its function.

REFERENCES
'Kaufman RM, Bernstein S: The psychiatrist in a
general hospital, department of psychiatry, Mount
Sinai Hospital, New York, NY.

2Vaillant GE, et al.: Psychological motives for Medi-
cal Hospitalization. JAMA, Nov 30,1970,Vol214,
No.9.

5Nigro S.: A Psychiatrists Experience in General
Practice in a Hospital Emergency Room, JAMA,
Nov 30, 1970, Vol 214, No. 9, PP 1657-1660.

4Bellak, et al.: Psychiatry in the medical-surgical

emergency clinic, Arch Gen Psych, 10:267-269,

1964.
5Lipowski FJ: Consultation Liaison Psychiatry. An
overview. AJP. Vol 131, No. 6, June 1974.
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FAMILY PRACTICE TRAINING
IN RHODE ISLAND
(Continued from page 3C0)

the hospital to "take over'
5

a large portion of the

practice of the community and compete with them

for patients. This is not the case. In the first place,

no patient will be accepted in the Family Care

Center if he has a family physician in the com-

munity. There are plenty of patients who claim

no family physician to more than meet the needs

of the center. The center must be recognized for

what, it is, namely, a showcase where residents

are taught how to practice family medicine. As

such, the number of patients accepted is limited

by the number of patients that can be seen com-

fortably within the limited time each resident

has available to attend the clinic. It will certainly

not. offer prepaid health care to an unlimited num-

ber of individuals. It will not be open after hours.

Patients who are members of the model Center

requiring care will be seen in the emergency room

of the hospital just as are many patients of phy-

sicians who practice in the community. The train-

ing program with its several new full-time phy-

sicians will not preempt the opportunity for prac-
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ticing physicians to participate in the teaching

of students or residents. Many of them will have

appointments on the Family Practice Service

where their talents will be utilized to the fullest.

OPPORTUNITIES AND BENEFITS

Finally, a look will be taken at the opportunities

that will be created and benefits that may be

gained by the existence of a program in family

medicine at Memorial Hospital. This program will

provide a training ground for an appreciable num-
ber of physicians who will be qualified to practice

family medicine with a high degree of competence.

Many of them undoubtedly will settle in the Black-

stone Valley and other parts of Rhode Island,

thus satisfying an obvious and long felt need.

A strong trend has recently been recognized

among medical students in most schools for op-

portunities to learn about family practice under

conditions conducive to learnig. Some have par-

ticipated in preceptorships, but they have not been

wholly satisfactory. Clerkships on the Family Prac-

tice Service at Memorial Hospital will offer this

opportunity to Brown medical students. In the

same vein, there has been a sudden increase in

the number of graduating medical students seek-

ing training in Family Practice. In 1975 there were

2,200 applicants seeking about 1,400 approved

first year positions in operating programs.

The program cannot help but enhance the qual-

ity of care rendered to patients in the hospital,

out-patient clinics, the emergency room, and the

Family Care Center because the quality of previ-

ous training of the residents, the greater breadth

of their educational experience at Memorial Hos-

pital, and the closer supervision of their work by

experienced teachers. These factors will reflect

upon the practices of physicians in the community.

In addition, because of the uniqueness of this

program, its close affiliation with Brown Uni-

versity, and its existence in this highly intellectual

area, special opportunities exist to train physicians

wrho will become qualified teachers of family medi-

cine. Many will participate in research activities

that may involve various disciplines from the uni-

versity such as anthropology, sociology, demogra-

phy. and engineering and computer sciences to aid

in demonstrating methods of expanding the hori-

zons of medical practice.
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Report Of The House Of Delegates

A Summary of the Meeting of Septem-
ber 18. 1974

A meeting of the House of Delegates of the

Rhode Island Medical Society was held on Wednes-

day, September 18, 1974. The meeting was called

to order by the Speaker of the House, Dr. Herbert

F. Hager at 8:05 p.m.

Delegates in attendance were: Drs. J. Douglas

Nisbet, Charles B. Round, Joseph E. Wittig,

Charles P Shoemaker, George Lewis, Richard

Zuerner, David Halimann, Richard Kraemer, Er-

win Siegmund, Leonard S. Staudinger, Nathan

Chaset, Stephen J. Hoye, John P. Grady, Charles

L. Hill, Frank W. Sullivan, Joseph E. Caruolo,

Herbert Constantine, Dominic L. Coppolino, Jo-

seph L. Dowling, Jr., Melvyn Gelch, Constantin

S. Georas, Herbert F. Hager, John Coughlin, Rob-

ert V. Lewis, Henry M. Litchman, Vincent I. Mac-

Andrew, William J. MacDonald, Peter L. Mathieu,

Jr., Joseph B. May, Raul Nodarse, P. Joseph

Pesare, Ralph E. Pike, James A. Reeves, Guy A.

Settipane, Richard P. Sexton, D. Richard Baro-

nian, Bertram H. Buxton, Joseph D. Dimase, Wil-

liam R. Thompson, Wilson F. Utter, Elihu S.

Wing, Jr., David Newhall, and Edmund Hackman.

Ex officio in attendance were: Drs. Seebert J.

Goldowsky and John Cunningham.

Delegates absent were: Drs. Carl V. Anderson,

Ro:bert E. Baute, Robert Brogan, Robert Fortin,

Paul J. M. Healey, Richard Kuhn, Nathan Sonkin,

James McGrath,, Louis Morrone, Francis L. Scar-

paci, J. Gerald Lamoureux, Peorge V. Coleman,

John A. Dillon, Martin E. Felder, Donald P. Fitz-

patrick, Frank Giunta, Milton W. Hamolsky,

Abraham Horvitz, Robert Indeglia, Samir G. Mou-

bayed, Robert P. Sarni, and George H. Taft.

Ex officio absent were: Drs. Arnold Porter and

Joseph E. Cannon.

Commissioners in attendance were: Drs. Leon-

ard S. Staudinger, Kenneth Liffmann, Richard P.

Sexton, and Melvin Hoffman. Dr. Thomas F. Head

was out of town and excused.

Specialty Society representatives in attendance

were: Drs:. Ken Nanian, Henry M. Litchman,

David Halimann, Wilson F. Utter, Richard

Peters, Bencel L. Schiff, Arthur I. Geltzer, Charles

L. Hill, Joseph E. Caruolo, Marshall Taylor, and

Melvyn Gelch substituting for Walter Cotter.

Specialty Society representatives absent were:

Drs. David Barry (excused), Walter Cotter (ex-

cused), Charles E. Millard, Patrick A. Broderick,

Louis V. Sorrentino and William F. Varr.

Also present were: Tim Norbeck, Executive Di-

rector; Lance D. Taylor, Assistant Executive Di-

rector of the Medical Scciety, and William Baltaks,

Regional Director of the American Medical Asso-

ciation.

APPROVAL OF MINUTES OF PREVIOUS MEETING
The Speaker noted that the minutes of the

March meeting of the House had been printed and

distributed by the secretary.

Action-. A motion was made, seconded, and

voted that the minutes of the March 6, 1974

meeting of the House of Delegates be approved

as presented.

A MOMENT OF SILENCE

The Speaker asked the House of Delegates to

rise for a silent prayer in recognition of Drs. Earl

J. Mara, Alex Burgee and David Freedman, an

of whom passed away : ecently.

REPORT OF THE SECRETARY

The secretary noted that his report was included

(Continued on next page)
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in the handbook. \ctm:. and comments on specific

items follows:

8. RIMS 1975 Annual Meeting

President Chaset noted again that Dr. H. Sher-

wood Lawrence. Professor, head of section of in-

fectious diseases and immunology at the Xew
York University of Medicine, would be the 1975

Chapin Orator. The annual meeting will be held

on April 16, 1975, at the Chateau de Yille.

15. Building Handrail

The President pointed out that the installation

of an outside and inside handrail at the Rhode

Island Medical Society building had been com-

pleted earlier in the day. Dr. Raul Xodarse

thanked the officers of the Society and the House

of Delegates for their approval of the project.

19. Joint Meeting of Pediatrics Staff of St.

Joseph's Hospital and the Cauncil of

Medical Staffs

Secretary kound reminded the House of Dele-

gates of the forthcoming meeting at the Old Can-

teen on Monday, September 23, (7:30 p.m.) and

pointed out that the featured speaker will be Dr.

Jose Garcia Oiler, President of the American

Council of Medical Staffs.

Action : A motion was made, seconded, and
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voted that the report of the secretary, as a

whole, be approved and placed on record.

REPORT OF THE TREASURER
Dr. Frank W . Sullivan noted that his report was

included in the handbook for the meeting and

mentioned that the RIMS would have enough of

a surplus in 1974 to cover any deficit reflected in

the budget for 1975.

Action: A motion was made, seconded, and

voted that the auditor's report for 1973 be ap-

proved and placed on record.

Action

:

A motion was made, seconded, and

voted that the report of the treasurer, as a

whole, be received and placed on file subject to

audit.

RECOMMENDATIONS FROM THE COUNCIL
Dr. Charles B. Round, Secretary, presented

recommendations from the Council, and the fol-

lowing actions were taken:

1. Benevolence Fund Trustee

The House elected Dr. Alfred L. Potter for a

three-year term, until 1977, as a trustee of the

Benevolence Fund.

2. Delegate and Alternate Delegate

The House elected Dr. William J. MacDonald,

of Providence, as Delegate and Dr. John J. Cun-

ningham, of Pawtucket, as Alternate Delegate for

the term of January, 1975. through December

31, 1976.

3. Budget and Dues for 1975

The House approved the proposed budget for

1975 and voted that the annual dues remain at

SI 00 for active members in practice for more than

one year and S50 for members in their first year

of practice.

4.

Lobbyist

The House approved the Council recommenda-

tion to empower the President to appoint a com-

mittee to look into the feasibility of hiring a

lobbyist to represent the interests of the Rhode

Island Medical Society within the limits of the

current budget.

5. Blue Shield Board of Directors

The House elected Dr. Herbert Hager to fill the

vacancy of Dr. Earl J. Mara on the Blue Shield

Board of Directors.

6. Blue Cross Board of Directors

The House elected Dr. Joseph E. Caruolo to

fill the unexpired term of Doctor Mara on the

Blue Cross Board.

RESOLUTIONS

The Secretary presented four resolutions, as
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submitted to the House in the handbook for the

meeting: one from Dr. Jay M. Orson, Chairman

of the RIMS Child-School Health Committee, two

offered by Seebert J. Goldowsky relative to smok-

ing and unified membership, and one from Dr.

Raul Nodarse pertaining to bank cards.

Action : A motion was made, seconded, and

voted that the House table until the next meet-

ing Doctor Orson’s resolution which supports

the development of comprehensive education

programs of grades K-12 in the Public and

Private schools of Rhode Island. It was em-

phasized by the speaker that this resolution was

not defeated but that the House wished to dis-

cuss these comprehensive health education pro-

grams with the sponsor.

Action : A motion was made, seconded, and

voted that the House endorse the resolution on

unified membership which requests the Council

of the RIMS to study and draft such bylaw

changes, and recommend such other legal pro-

cedures as may be necessary to effect unified

membership in the district societies, RIMS and

the American Medical Association.

Furthermore, the council was directed to re-

port its findings and recommendations at the next

session of the House of Delegates.

The bank card resolution submitted by Dr.

Raul Nodarse was referred to the Committee on

Medical Economics for further study.

While considering Doctor Goldowskv’s resolu-

tion on smoking, the House voted to take up the

two resolved portions separately.

Action: A motion was made, seconded, and

voted that smoking not be permitted at meet-

ings of the House of Delegates of the RIMS.

Action: A motion was made, seconded, and

voted that smoking not be permitted during

reading hours in the Reading Rcom of the

library of the RIMS.

Following the above actions on the smoking

resolutions, Drs. Leonard S. Staudinger and John

P. Grady submitted a minority resolution.

Action: A motion was made, seconded, and

voted to set aside a smoking section at the House

of Delegates’ meetings for those who wish to

smoke.

Following the approval of the minority resolu-

tion, the Speaker designated the back row of the

auditorium as the smoking section.

RESOLUTIONS SUBMITTED DURING THE

MEETING

Dr. Charles P. Shoemaker, of Newport, intro-

duced a resolution pertaining to the medical audit

expenses related to PSRO.

Action: A motion was made, seconded, and

voted that the House endorse the resolution

which recommends that the extra financial bur-

den for the medical audit oif the PSRO pro-

gram, which includes expenses for secretaries

and surveyors, etc., be borne by a special budget

of Blue Cross or other third parties rather than

diverting funds from patient care.

Dr. John J. Cunningham, of Pawtucket, intro-

duced a resolution objecting to the present Hos-

pital Association of Rhode Island-Blue Cross con-

tract discussions, which recommend the inclusion

of concurrent review regulations to begin January

1, 1975.

Action: A motion was made, seconded, and

voted that the RIMS opposes the inclusion of

concurrent review regulations in the new Hos-

pital-Blue Cross contract.

Dr. David Newhall iniroduced a resolution per-

taining to the code of advertising for Blue Cross-

Blue Shield sponsored HMOs.

(Continued on next page)
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Action: A motion was made, seconded, and

voted that the House of Delegates disapprove

of advertising by Blue Cross-Blue Shield for

the benefit of selected physicians such as a

specific prepaid group.

COMMITTEE REPORTS

The speaker noted that several of the commit-

tee reports were for information purposes only and

called for no special action by the House. He

asked for a motion to receive and file such re-

ports.

Action: A motion was made, seconded, and

voted that the Committees on Peer Review, Al-

coholism, Medical Aspects of Sports, Scientific

Work and Annual Meeting, Emergency Medi-

cal Services, Physicians and Carrier's Work-

men's Compensations and Board of Trustees

of the Medical Library be received and placed

on record.

Dr. Joseph Caruolo presented an oral report

on his Committee on the Delivery of Medical

Care. He discussed the series of HMO networks

in Rhode Island which have been proposed by

Blue Cross-Blue Shield.

MISCELLANEOUS

President Chaset spoke on behalf of the forth-

coming United Way Campaign and mentioned

that a letter would be sent out soon to the mem-

bers of the RIMS soliciting their financial sup-

port.

ADJOURNMENT
The meeting was adjourned at 10:25 p.m.

Respectfully submitted.

Charles B. Round, m.d.

Secretary

REPORT OF THE SECRETARY

Charles B. Round, M.D.

The Council has held three meetings since the

previous meeting of the House of Delegates and

the following constitute major actions taken:

1. The President was authorized to name a

Nominations Committee to submit nominees for

Delegate and Alternate Delegate from the Society

to the American Medical Association for the term,

January 1, 1975 through December 31, 1976.

2. The following were named to be the So-

ciety’s official representatives on the Medical

Economics Council of Rhode Island: Drs. Stan-

ley D. Simon, John J. Cunningham, Philip Mor-

rison, Thomas Perry, Jr.. Charles B. Round, and

Robert V. Lewis.

3. Approval was given for the Woman’s Aux-

iliary to present an AMA-ERF check in the

amount of $4,109.99 sent to the Society as a con-

tribution for the Brown University Medical

School. Presentation was made by the Auxiliary

at its 26th annual meeting in May.
4. The Council commended President Chaset

for his personal communication to members rela-

tive to membership in the American Medical As-

sociation which resulted in a record AMA mem-
bership in Rhode Island.

5. Based upon a poll of member Blue Cross-

Blue Shield subscribers, the Council approved the

increase of the major medical contract limit of

$30,000 to $250,000.

6. The Council approved of the recommenda-

tion of the Medical Economics Committee to con-

tinue the Society disability insurance program

despite a 17.1 per cent rate increase.

7. Approval was given of the President’s ap-

pointment as Trustee-at-Large to the Board of

Trustees of the Medical Library for 1975 of How-

ard S. Browne, Jr., M.D., of Newport.

8. The Council was informed that Dr. H. Sher-

wood Lawrence, Professor, Head of Section of In-

fectious Diseases and Immunology at the New
York Lhiversity of Medicine, has been named as

the 1975 Chapin Orator, and also that Dr. Mal-

colm Todd, President of the AMA, would address

the Society's annual meeting on April 16, 1975.

9. The Council authorized President Chaset

and Mr. Xorbeck to seek and hire a qualified as-

sistant executive director of the Rhode Island

Medical Society.

10. The Council commended President Chaset

for his communicative efforts with HEW Secre-

tary Weinberger regarding the Economic Stabili-

zation Act and price controls.

11. At the President’s request and with the

approval of the Council, the AMA performed an

organizational and operational survey on the

Rhode Island Medical Society in July. The sur-

vey team plans to report back on its findings and

recommendations to the Council in November.

12. Approval was given of the President’s ap-

pointment of Melvyn Gelch, M.D., to fill the un-

expired term (December 31, 1975) of David

Freedman as a Trustee of the Benevolence Fund.

13. The Council noted that under the chair-

manship of Dr. John J. Cunningham, RIMPAC
has joined with seven ether states in achieving

an all time high in the number of member con-

tributions.
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14. The following appointments by the Presi-

dent were approved by the Council:

Richard Mead, M.D., as Rhode Island Medical

Society delegate to the U.S. Pharmacopeial

Convention on March 22, 1975.

Johannes Virks, M.D., as representative on the

ACI Subcommittee on Medical Care.

Charles E. Millard, M.D. and Arthur /. Geltzer,

M.D., as representatives on the Physicians

Assistant Study Committee.

Robert L. Conrad, M.D., as representative on

the Ambulance Service Coordinating Board.

Drs. Robert V. Lewis, John J. Cunningham,

William J. MacDonald, Stephen J. Hoye,

Francis B. Sargent and Edmund T. Hackman,

as the Rhode Island Medical Society dele-

gates to the Council of New England Medical

Societies.

15. The Council approved of the installation

of an outside and inside hand railing for the Rhode

Island Medical Society building.

16. The Council approved of a joint sponsor-

ship of the Tel-Med Program by the Rhode Island

Medical Society and the Rhode Island Depart-

ment of Health. Costs of this program will be met

entirely by the Department of Health.

17. The Council was informed that the Presi-

dent of the Society had named his appointed com-

mittees for 1974-75. (See Appendix A.)

18. Approval was given of the President’s ap-

pointment of Drs. Robert Westlake and Rosario

Tomaselli to the Medical Advisory Board to the

Registrar of Motor Vehicles.

19. The Council was informed that the Pedia-

tric staff of St. Joseph’s Hospital and the Council

on Medical Staffs will meet conjointly on Monday,

September 23, at 7:30 p.m., at the Old Canteen

Restaurant and that the main speaker will be Dr.

Jose Garcia Oiler, President, American Council on

Medical Staffs.

20. The Council approved a recommendation

that the Public Policy and Relations Committee

of the Rhode Island Medical Society meet with

representatives of Blue Shield to discuss the prob-

lems of physician advertising vs. HMO advertis-

ing and to determine the proper code of adver-

tising for Blue Shield sponsored HMOs so as to

present fairly the dual choice.

21. The Council approved the concept em-

bodied in a letter from Dr. Peter Mathieu, Presi-

dent of the Providence Medical Association, to

Doctor Chaset to expand the President’s Council

of Medical Staffs from the present district concept

to include participants from all Rhode Island hos-

pitals.

22. The Council was informed that Mr. Ed-

ward J. Lynch had been named Executive Direc-

tor of the RIPSRO, Inc. effective July 1. Mr.

Lynch was presented with a plaque from the Coun-

cil in recognition of his diligent and assiduous

efforts over the past six years on behalf of the

Rhode Island Medical Society.

23. Mr. Lance D. Taylor, of Chicago, was in-

troduced to the members of the Council as the

new Assistant Executive Director, having assumed

these responsibilities in early September.

24. The Council was informed that Mrs. Mary

Sciarra has joined the staff of Rhode Island

PSRO. Mrs. Sciarra, a staff secretary at the Rhode

Island Medical Society for five years, has done an

excellent job for Rhode Island physicians and will

continue these fine efforts with Rhode Island

PSRO.
REPORT OF THE TREASURER

Frank W. Sullivan, M.D.

1. 1973 Professional Audit

Ward, Fisher and Company have completed

their audit of our 1973 financial records and they

have filed their report to me, stating that they

have examined the records of the Society and the

Medical Journal in accordance with generally ac-

cepted auditing standards and other procedures

as were considered necessary. In their opinion the

statement of cash receipts and disbursements pre-

sent fairly the cash transactions of the Society

and the Journal for the year ended December 31,

1973.

2. Agency Account

The most recent evaluation of the investments

of the Society is appended as part of this report.

In the opinion of the Bank’s investment manager,

our present holdings should be maintained as the

account is adequately diversified in quality hold-

ings.

3. Analysis of Membership Relative to Dues

Payment

As of September 1 the Society had 1,207 mem-

bers of whom 1,056 are subject to annual dues,

while 151 members are exempt from dues pay-

ment for the following reasons:

Age 85

Retired from active practice 32

Military service 1

Illness or disability

(Continued on next page)
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Postgraduate work 1

Residents 1

1

Fellowships 6

Clergy 1

Leave of absence 1

4. Budget jor 1975

Under a bylaw requirement, I must submit at

this time, a budget for the year starting next

January 1. This task has been undertaken by

evaluating our receipts and disbursements of 1973

as well as the records to date of the current year.

I can only anticipate that non-dues income will

continue as of the current year, and that we can

maintain our anticipated disbursements in 1975

in spite of increasing costs of operation of the

Society's activities.

RECOMMENDATIONS FROM THE COUNCIL
Charles B. Round, M.D., Secretary

1. Alfred L. Potter, M.D., of Providence, is re-

nominated for a three-year term as a Trustee of

the Benevolence Fund of the Society. (The other

Trustees are George W. Waterman. M.D. (1976)

and Melvyn Gelch, M.D. (1975).

2. As nominees for Delegate and Alternate

Delegate to the AMA lor the term January 1,

1975 through December 31, 1976, the Council

submits:

William J. MacDonald, M.D. (Providence) as

Delegate

John J. Cunningham, M.D. (Pawtucket) as Al-

ternate Delegate

3. The Council, having reviewed and approved

the 1975 budget, recommends at this time that

the annual dues remain at the current rate of $100

for members in practice more than one year and

$50 for those in their first year of practice.

4. The Council recommends that the President

be empowered to appoint a committee to look into

the feasibility of hiring a lobbyist to represent

the interests of the Rhode Island Medical Society

within the limits of our current budget.

5. The Council recommends the following

nominees to be considered for election to fill the

vacancy of Dr. Earl J. Mara on the Blue Shield

Board of Directors:

John J. Cunningham, M.D.

John P. Grady, M.D.

Herbert Hager, M.D.

The House must also elect one member from

the current Blue Shield Board of Directors (mem-

bers listed below) to replace Doctor Mara on the

Blue Cross Board of Directors, the term to expire

in 1976:

Paul E. Barber, M.D.

Joseph E. Caruolo, M.D.
Edmund T. Hackman, M.D.
Thomas F. Head, M.D.
Robert V. Lewis, M.D.

William J. MacDonald, M.D.
Frederick A. Peirce, Jr., M.D.
Stanley D. Simon, M.D.
Leonard S. Staudinger, M.D.

John J. Walsh, Jr., M.D.
RESOLUTION ON HEALTH EDUCATION

Whereas, The Congress of the United States

has resolved that health education in the schools

has the potential for enhancing the quality of

life, raising the level of health for the student’s

lifetime by significantly reducing those health

problems susceptible to intervention and favor-

ably influencing the learning process;

Whereas, The provision of a comprehensive pro-

gram with respect to health education and health

problems for children and youth of the nation

should be given high priority;

Whereas, Most children and youth of the na-

tion now do not have ar. opportunity to partici-

pate in comprehensive health education programs,

since health education in many schools either is

nonexistent or is provided on a fragmented and

inadequate basis, and;

Whereas, Health education refers to a plan that

provides for the sequential arrangement of learn-

ing opportunities designed to favorably influence

health attitudes, practices, and cognitive skills

that are conducive to the optimum development

of the individual, the family and the community.

Be It Resolved, That the House of Delegates

of the Rhode Island Medical Society concurs with

the Congress of the United States and whole-

heartedly supports the development of compre-

hensive health education programs in grades K-12

in the public and private schools of Rhode Island

and that this resolution be disseminated to the

people of Rhode Island through the news media.

Jay M. Orson, m.d.

Chairman

Child-School Health Committee

Rhode Island Medical Society

RESOLUTION ON SMOKING
Whereas, It is generally agreed that smoking is

detrimental to health; and

Whereas, Inhaling of air laden with tobacco

smoke is disagreeable and may be detrimental to

the health of non-smokers, particularly to those

with respiratory disorders: and
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Whereas, Non-smokers, who constitute a major-

ity of the population have rights which should be

recognized
;
and

Whereas, The AMA has barred smoking at the

meetings oif its House of Delegates; and

Whereas, The Rhode Island Medical Society

takes official cognizance of the smoking problem

by participating as a member agency in the pro-

grams of the Interagency Council on Smoking;

therefore

Be It Resolved, That smoking not be permitted

at meetings of the House of Delegates of the

Rhode Island Medical Society; and further

Be It Resolved, That smoking not be permitted

any time in the Reading Room of the Library of

the Rhode Island Medical Society.

Seebert J. Goldowsky, m.d.

RESOLUTION ON UNIFIED MEMBERSHIP
At the present time most district medical so-

cieties in Rhode Island do not require membership

in the Rhode Island Medical Society. The Rhode

Island Medical Society in turn does not require

membership in the American Medical Association.

As a result of these permissive policies and bylaws,

there are some 50 district society members who

are not members of the Rhode Island Medical

Society, and some 500 members of the Rhode

Island Medical Society who are not members of

the American Medical Association.

Physicians of both groups have the advantages

of the support of organized medicine locally and

nationally without assuming the reciprocal obli-

gation of supporting the state and national so-

cieties. The AMA is the only national organiza-

tion that represents all physicians. In return it

needs theii support in its extensive programs in

legislation, quality of care, education, manpower,

and the inter-relationships with the many other

organizations involved in medical care problems.

Further, the increased Rhode Island membership

in the AMA will entitle it to another delegate in

the AMA House of Delegates,

At the present time six states — Arizona, Cali-

fornia, Hawaii, Illinois, Oklahoma, and Wisconsin

—
• already have unified membership. During the

present year three additional states — New York,

New Jersey, and Missouri — have voted to join

the group in 1975. Several other states have this

change under consideration. It is significant that

the three largest states — California, New York,

and Illinois — all have unified membership.

It is time that the Rhode Island Medical So-

ciety gave serious study to this important change

in policy which will require not only bylaw changes

in the district and state societies, but also a change

in attitudes.

The following Resolutions are presented to

initiate the necessary act'ons to effect these

changes:

Be It Resolved, That the Council of the Rhode

Island Medical Society be requested to study and

to draft such bylaw changes as may be necessary

and to recommend such other legal procedures

as may be necessary to effect unified membership

in the district societies, the Rhode Island Medical

Society, and the American Medical Association;

and

Be It Further Resolved, That the Council re-

port its findings and recommendations at the next

session of this House of Delegates.

Seebert J. Goldowsky, m.d.

(To be Continued)
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Book Reviews
DIAGXOS/S AXD TREATMEXT OF THY-
ROID DISEASES by Kenneth Sterling. Cleve-

land, CRC Press, Inc., 1975. $26.95

The major justification for another textbook

dealing with the thyroid gland would be the suc-

cessful realization of the author's declared inten-

tion to provide a “concise, easily understood dis-

cussion of diagnosis and treatment of thyroid

diseases, suitable for physicians, physiologists, bio-

chemists .

”

In the first 64 pages Doctor Sterling presents,

briefly and sequentially, a schema of iodide me-

tabolism, the nature of the serum iodine (including

the thyroid hormones), the phenomena of serum

protein binding of thyroid hormones, a more de-

tailed discussion of the basic physiological and

clinical significance of triiodothyronine (T-3), and

a brief survey of the major tests of thyroid func-

tion.

In the concluding 39 pages (total, 103 pages)

he summarizes in a more discursive and subjective

manner his personal reflections on methods of

treatment of hyperthyroidism, replacement therapy

of hypothyroidism, thoughts on non-toxic goiter,

thyroid carcinoma, thyroiditis, mechanisms of hor-

mone action, and theories of pathogenesis of thy-

roid diseases.

Sterling and his colleagues have made sig-

nificant contributions to our current knowl-

edge of basic thyroid physiology and biochemistry.

The ma-jor strength of this monograph reflects

his early and continuing contributions to studies

concerning triiodothyronine (T-3), the “other”

major thyroid hormone (with thyroxine or T-4).

He presents in detail methods for measurement

of T-3 in human serum and, with this powerful

new tool, serum T-3 levels in the various states

of thyroid function. He recounts the emergence

of the new entity “T-3 — toxicosis” — to explain

for the clinician the patients who present with

symptoms and signs of hyperthyroidism but, para-

doxically. normal (or low) serum values of FBI,

T-4 and T-3 uptake. The paradox is now explained

by the high T-3 serum levels in such patients who

do not appear to differ in any other way (age,

sex, signs or symptoms, response to therapies,

prognosis) from the “classical” thyrotoxic patient.

Xormal serum T-3 circulating levels in the face

of low FBI, serum T-4. or T-3 uptake test results

also explain the apparent euthyroid state of such

patients and their failure to respond to thyroid

replacement therapy for the low PBI or T-4

levels since they are physiologically euthyroid. The

clinician is reminded that he must differentiate

clearly between the “older” T-3 uptake tests

(which reflect serum binding of thyroid hormones)

and the “newer” T-3 serum level which measures

the actual concentration (in picograms per cent)

of circulating triiodothyronine (as does the T-4

serum level for actual serum thyroxine concentra-

tion). The interested reader will also find an

authoritative treatment of T-3 kinetics, the extra-

thyroidal conversion of T-4 to T-3, and a helpful

summary of clinical abnormalities of serum T-3

concentrations.

Complementary to this detailed and compre-

hensive exposition of the important new develop-

ments relating to T-3, the remainder of the mono-

graph summarizes, more briefly and sketchily,

other basic and clinical components of thyroid

physiology and disease and gives major references

to their more complete exposition. The monograph,

therefore, is of primary value as a reference source

for recent developments relating to triiodothyro-

nine and as a brief overview of other components

of basic and clinical thyroidology.

Milton Hamolsky, m.d.

BIKINI DOCTOR FIRED
S ALINA, Italy — Dr. Caterina Arena, 28, was

tired from her job at the lccal hospital after she

made a round of the wards dressed only in a

bikini.

. . . Associated Press Report

Call now for

Qet ijour family

together for iL

Portrait you have

heen promising

yourself!

an appointment!

353-2694

2). -2. (junnincj Studio
14 Homewood Ave. N. Providence, R.l.
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THE STORY OF MEDICINE by Petros de Baz,

New York, Philosophical Library, Inc., 1975,

$6 .00 .

A nice ‘ story” of medicine, not pretending to be

a history in, 99 pages.

It lists the interesting features of the firsts. The

first hospital, the first transfusion, and others. From

the dust jacket flap we learn that the author was

an “Assyrian” and practiced medicine in the Mid-

dle East for 43 yeais. He was particularly inter-

ested in tropical diseases. Not everyone is familiar

with medicine in Mesopotamia, Egypt, China, In-

dia, and Iran, and this pa t of the bock is of par-

ticular inteiest. A second part is devoted to famous,

but little known Assyrian and Arabian physicians

and to treatment in ancient times.

Well worth reading.

F. Ronchese, M.D.

^ ^

ANNOUNCEMENT
The American Philosophical Association has established a Committee cn

Philosophy and Medicine which will develop special programs at meetings of

the American Philosophical Association. In addition, the Committee will dis-

tribute a newsletter including bibliographical and pedagogical information, lists

of persons actively interested in philosophy and medicine, announcements of

conferences, and other materials. Persons wishing to be on the Commit. ee's

mailing list should write providing the following information: Name, address,

institutional affiliation, professional field, primary interests in philosophy end

medicine (e.g., ethical issues in clinical medicine, epistemology of medicine, etc.)

and any relevant teaching experience or plans (e.g., undergraduate course in

medical ethics, lectures in nursing school, etc.). Enclose $2.00 to cover mailing

costs. The Committee comprises H. Tristram Engelhardt, Jr. (University of Texas

Medical Branch, Galveston), Holly Goldman (Michigan), Samuel Gorovitz (Mary-

land), John Ladd (Brown) Chairman, David Mayo (Minnesota, Duluth), and W.l-

liam Ruddick (NYU). Write to: Professor John Ladd, Committee on Philcsop! y

and Medicine, Department of Philosophy, Brown University, Providence, Rhode

Island 02912.
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Fiske Fund Prize Dissertation

1975
The Trustees of the Fiske Fund of The Rhode Island Medical

Society announce the following for the Prize Dissertation of 1975:

Rhode JJand WU
sdm ericcin l^c

icine in tin

evo hi tion

For the best essay on the subject worthy of a premium they

offer a prize of $1,COO. The dissertation will be particularly graded

on the basis of original work by the author. The competition is

not restricted to physicians. Each competitor for the premium is

expected to conform with the following regulations:

To forward to the secretary of the Trustees on or before the

futeenth day of December, 1975, free of all expense, a copy of his

dissertation until a motto thereon, and also accompanying it a

sealed envelope bearing the same motto inscribed on the outside

with his name and address within. The author’s name should not

appear on the title page of the manuscript.

Previous to receiving the premium awarded, the author of

the successful dissertation must transfer to the Trustees all his right,

title and interest in and to the same, for the use, benefit, and

advantage of the Fiske Fund.

Dissertations, other than the successful ones, will be returned

to the authors.

The dissertations must be typewritten, double spaced on stand-

ard typewriter paper and should not exceed 10,000 words.

TRUSTEES, CALEB FISKE FUND
RHODE ISLAND MEDICAL SOCIETY

Secretary

Mrs. Helen E. Dejong Stephen J. Hove. M.D.

106 Francis Street Herbert F. Hager, M.D.

Providence, Rhode Island 02903 Philip J. Morrison, M.D.
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PERFORMANCE
ITS A MATTER OF
RECORD.

• an unsurpassed record validated in several thousand

clinical papers

• rarely interferes with mental acuity

• wide margin of safety

Before prescribing, please consult
complete product information, a summary
of which follows:

Indications: Relief of anxiety and tension

occurring alone or accompanying various

disease states.

Contraindications: Patients with known
hypersensitivity to the drug.
Warnings: Caution patients about possible

combined effects with alcohol and other

CNS depressants. As with all CNS-acting
drugs, caution patients against hazardous

occupations requiring complete mental
alertness (e.g., operating machinery, driv-

ing). Though physical and psychological

dependence have rarely been reported on
recommended doses, use caution in ad-
ministering to addiction-prone individuals

or those who might increase dosage; with-

drawal symptoms (including convulsions),

following discontinuation of the drug and
similar to those seen with barbiturates,

have been reported. Use of any drug in

pregnancy, lactation or in women of child-

bearing age requires that its potential

benefits be weighed against its possible

hazards.

Precautions: In the elderly and debilitated,

and in children over six, limit to smallest
effective dosage (initially 10 mg or less per

day) to preclude ataxia or oversedation,
increasing gradually as needed and tol-

erated. Not recommended in children

under six. Though generally not recom-
mended, if combination therapy with other

psychotropics seems indicated, carefully

consider individual pharmacologic effects,

particularly in use of potentiating drugs
such as MAO inhibitors and phenothia-

zines Observe usual precautions in pres-

ence of impaired renal or hepatic function.

Paradoxical reactions (e.g., excitement,

stimulation and acute rage) have been
reported in psychiatric patients and hy-

peractive aggressive children. Employ
usual precautions in treatment of anxiety

states with evidence of impending depres-
sion; suicidal tendencies may be present

and protective measures necessary. Vari-

able effects on blood coagulation have
been reported very rarely in patients re-

ceiving the drug and oral anticoagulants;

causal relationship has not been estab-

lished clinically.

Adverse Reactions: Drowsiness, ataxia

and confusion may occur, especially in the

elderly and debilitated. These are revers-

ible in most instances by proper dosage
adjustment, but are also occasionally ob-
served at the lower dosage ranges. In a

few instances syncope has been reported.

Also encountered are isolated instances of

skin eruptions, edema, minor menstrual
irregularities, nausea and constipation,

extrapyramidal symptoms, increased and
decreased libido— all infrequent and gen-
erally controlled with dosage reduction;

changes in EEG patterns (low-voltage fast

activity) may appear during and after treat-

ment; blood dyscrasias (including agranu-
locytosis), jaundice and hepatic dysfunction
have been reported occasionally, making
periodic blood counts and liver function

tests advisable during protracted therapy.

Usual Daily Dosage: Individualize for

maximum beneficial effects. Oral—Adults:
Mild and moderate anxiety and tension,

5 to 10 mg t.i.d. or q.i.d.', severe states, 20
or 25 mg t.i.d. or q.i.d. Geriatric patients:

5 mg b.i.d. to q.i.d. (See Precautions.)
Supplied: Librium® (chlordiazepoxide HCI)
Capsules, 5 mg, 1 0 mg and 25 mg— bottles

of 100 and 500; Tel-E-Dose® packages of

1 00, available in trays of 4 reverse-num-
bered boxes of 25, and in boxes contain-
ing 10 strips of 10; Prescription Paks
of 50, available singly and in trays of 1 0.

Libritabs® (chlordiazepoxide) Tablets,

5 mg, 10 mg and 25 mg— bottles of 1 00 and
500. With respect to clinical activity, cap-
sules and tablets are indistinguishable.

' \ Roche Laboratories

ROCHE / Division of Hoffmann-La Roche Inc.

, / Nutley, New Jersey 07110

chlordiazepoxideHCI/Roche

5mg,10mg, 25mg capsules
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IN PAINFUL
ACUTE
CYSTITIS*

‘nonobstructed;

due to susceptible

organisms

WHILE YOU E1JMINATE
THE PATHOGBMS.

FOR THE PAIN
Early relief of painful symptoms such as burning

and pain associated with urgency and frequency.

FOR THE PATHOGENS
Effective control of susceptible pathogens

such as E. coli, Klebsiella-Aerobacter, Staph, au-

reus, Proteus mirabilis and, less frequently, Proteus

vulgaris.

Appropriate antibacterial therapy: Up to 3

days therapy with Azo Gantrisin 4 to 6 tablets Stat.,

then 2 tablets q.i.d . ;
then 1 1 days with Gantrisin

(sulfisoxazole) may be considered.

(50 mg phenazopyridine HCI and 0.5 Gm sulfisoxazole)

Before prescribing, please consult complete
product information, a summary of which
follows.
Indications: In adults, urinary tract infections
complicated by pain (primarily cystitis, pyelitis

and pyelonephritis) due to susceptible organ-
isms (usually E. coli, Klebsiella-Aerobacter,
Staphylococcus aureus, Proteus mirabilis, and,
less frequently, Proteus vulgaris) in the absence
of obstructive uropathy or foreign bodies.
Important Note: Carefully coordinate in vitro

sulfonamide sensitivity tests with bacteriologic
and clinical response. Add aminobenzoic acid
to culture media for patients already taking sul-
fonamides. Increasing frequency of resistant
organisms currently is a limitation of the useful-
ness of antibacterial agents including the sul-
fonamides. Blood levels should be measured in

patients receiving sulfonamides for serious
infections, since there may be wide variations
with identical doses; 12 to 15 mg/100 ml is

considered optimal for serious infections; 20 mg/
100 ml should be the maximum total sulfon-
amide level, as adverse reactions occur more
frequently above this level.

Contraindications: Children below age 12; sul-
fonamide hypersensitivity; pregnancy at term
and during nursing period. Contraindicated in

glomerulonephritis, severe hepatitis, uremia, and
pyelonephritis of pregnancy with gastrointestinal
disturbances, because of phenazopyridine HCI
component.

Warnings: Safe use in pregnancy has not been
established Teratogenicity potential has not

been thoroughly investigated. Deaths from hy-
persensitivity reactions, agranulocytosis, aplastic

anemia and other blood dyscrasias have been
reported; clinical signs such as sore throat, fever,

pallor, purpura or jaundice may be early indica-

tions of serious blood disorders. Complete blood
counts and urinalysis with careful microscopic
examination should be performed frequently
during sulfonamide therapy.
Precautions: Use with caution in patients with
impaired renal or hepatic function, severe allergy,

bronchial asthma and in glucose-6-phosphate
dehydrogenase-deficient individuals. In the lat-

ter, hemolysis may occur. Maintain adequate
fluid intake to prevent crystalluria and stone
formation.
Adverse Reactions: Blood dyscrasias: Agranu-
locytosis, aplastic anemia, thrombocytopenia,
leukopenia, hemolytic anemia, purpura, hypo-
prothrombinemia and methemoglobinemia.
Allergic reactions: Erythema multiforme
(Stevens-Johnson syndrome), skin eruptions,

epidermal necrolysis, urticaria, serum sickness,
pruritus, exfoliative dermatitis, anaphylactoid
reactions, periorbital edema, conjunctival and
scleral injection, photosensitization, arthralgia

and allergic myocarditis. Gastrointestinal reac-
tions: Nausea, emesis, abdominal pains, hepa-
titis, diarrhea, anorexia, pancreatitis and
stomatitis. C.N.S. reactions: Headache, periph-

eral neuritis, mental depression, convulsions,

ataxia, hallucinations, tinnitus, vertigo and in-

somnia. Miscellaneous reactions: Drug fever,

chills, toxic nephrosis with oliguria and anuria,

polyarteritis nodosa and L.E. phenomenon. Due
to certain chemical similarities with some goitro-

gens, diuretics (acetazolamide and thiazides)

and oral hypoglycemic agents, sulfonamides
have caused rare instances of goiter production,

diuresis and hypoglycemia. Cross-sensitivity

with these agents may exist.

Dosage: Usual adult dosage for acute, painful

phase of urinary tract infections is 4 to 6 tablets

initially, then 2 tablets four times daily for up to

3 days. If pain persists, causes other than infec-

tion should be sought. After relief of pain has
been obtained, continued treatment of the infec-

tion with Gantrisin (sulfisoxazole) may be con-
sidered.
Note: Patients should be told that the orange-
red dye (phenazopyridine HCI) will color the

urine soon after ingestion.

How Supplied: Tablets, each containing 0 5 Gm
sulfisoxazole and 50 mg phenazopyridine HCI
—bottles of 100 and 500.

Roche Laboratories
Division of Hoffmann-La Roche Inc.

Nutley, New Jersey 07110





Before prescribing, please consult com-
plete product information, a summary of

which follows:

Indications: Tension and anxiety states;

somatic complaints which are concomi-
tants of emotional factors; psychoneurotic
states manifested by tension, anxiety, ap-
prehension, fatigue, depressive symptoms
or agitation; symptomatic relief of acute
agitation, tremor, delirium tremens and
hallucinosis due to acute alcohol with-

drawal; adjunctively in skeletal muscle
spasm due to reflex spasm to local pathol-

ogy, spasticity caused by upper motor

neuron disorders, athetosis, stiff-man syn-

drome, convulsive disorders (not for sole

therapy).

Contraindicated: Known hypersensitivity

to the drug. Children under 6 months of

age. Acute narrow angle glaucoma; may
be used in patients with open angle glau-

coma who are receiving appropriate

therapy.

Warnings: Not of value in psychotic pa-

tients. Caution against hazardous occupa-

tions requiring complete mental alertness.

When used adjunctively in convulsive dis-

orders, possibility of increase in fret :nc

and/ or severity of grand mal seizure i*

require increased dosage of standard

convulsant medication; abrupt withe nfl

may be associated with temporary ir I

crease in frequency and/or severity j
seizures. Advise against simultaneo n-

gestion of alcohol and other CNS de: $•

sants. Withdrawal symptoms (simila 3

those with barbiturates and alcohol) i*

occurred following abrupt discontim i<jf

(convulsions, tremor, abdominal aneilC

cle cramps, vomiting and sweating).

addiction-prone individuals under Cel



'espond to one
According to her major

ptoms, she is a psychoneu-

c patient with severe

iety. But according to the

:ription she gives of her

ings, part of the problem
sound like depression.

? is because her problem,

ough primarily one of ex-

ive anxiety, is often accom-
led by depressive symptom-
ogy. Valium (diazepam)

provide relief for both—as
ixcessive anxiety is re-

:d, the depressive symp-
s associated with it are also

i relieved.

There are other advan-

s in using Valium for the

agement of psychoneu-
anxiety with secondary

essive symptoms: the

hotherapeutic effect of

um is pronounced and
1 This means that im-

ement is usually apparent

in the patient within a few
days rather than in a week or

two, although it may take

longer in some patients. In ad-

dition, Valium (diazepam) is

generally well tolerated; as

with most CNS-acting agents,

caution patients against haz-

ardous occupations requiring

complete mental alertness.

Also, because the psycho-

neurotic patient’s symptoms
are often intensified at bed-

time, Valium can offer an addi-

tional benefit. An h.s. dose

added to the b.i.d. or t.i.d.

treatment regimen can relieve

the excessive anxiety and asso-

ciated depressive symptoms
and thus encourage a more
restful night’s sleep.

Valium
(diazepam)
2-mg, 5-mg, 10-mg tablets

in psychoneurotic

anxiety states

with associated

depressive symptoms

;

llance because of their predisposi-

|> habituation and dependence. In

ancy, lactation or women of child-

ig age, weigh potential benefit

>t possible hazard,

jtions: If combined with other psy-
'pics or anticonvulsants, consider
illy pharmacology of agents em-
I; drugs such as phenothiazines,
lies, barbiturates, MAO inhibitors

her antidepressants may potentiate

on. Usual precautions indicated in

Its severely depressed, or with latent

ision, or with suicidal tendencies.

Observe usual precautions in impaired
renal or hepatic function. Limit dosage to

smallest effective amount in elderly and
debilitated to preclude ataxia or over-

sedation.

Side Effects: Drowsiness, confusion, diplo-

pia, hypotension, changes in libido, nausea,

fatigue, depression, dysarthria, jaundice,

skin rash, ataxia, constipation, headache,
incontinence, changes in salivation,

slurred speech, tremor, vertigo, urinary

retention, blurred vision. Paradoxical re-

actions such as acute hyperexcited states,

anxiety, hallucinations, increased muscle

spasticity, insomnia, rage, sleep disturb-

ances, stimulation have been reported;

should these occur, discontinue drug. Iso-

lated reports of neutropenia, jaundice;

periodic blood counts and liver function

tests advisable during long-term therapy.

Roche Laboratories
Division of Hoffmann-La Roche Inc.

Nutley. New Jersey 07110
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DIVISION OF BIOLOGICAL AND MEDICAL SCIENCES

Providence, Rhode Island 02912

863-3231

MEDECAL EVENTS CALENDAR

OCTOBER

2 "Primary and Secondary Prevention in Psychiatry," Leon Eisenberg, M.D.,

Professor and Chairman, Department of Psychiatry, Harvard Medical School.

4:30 p.m.-6:00 p.m., Ruggles Room, Butler Hospital.

8 "The Use of Anti-Neoplastic Agents in Non-Neoplastic Disease," a one-day
symposium featuring Brown University faculty. 8:30 a.m. to 4:00 p.m., An-
drews Hall, Brown University. This program has been approved for 6V2

hours of credit from the AAFP. A registration fee will be charged. For in

formation, cal! 863-2815.

9 "interstitial Pulmonary Emphysema in the Newborn," Doctor Eric Burnard,

Crown Street Women's Hospital, Sydney, Australia. 10:00 a.m., WIH Audi-

torium, Women and Infants Hospital.

10 "The Physiology and Treatment of Hypertonic Dehydration in infants," Lau-

rence Finberg, M.D., Professor and Chairman, Department of Pediatrics,

Medical Center of the Albert Einstein College of Medicine. 10:30 a.m., Kay

Auditorium, Roger Williams General Hospital.

16 "The Nature and Uses of Behavior Modification Therapy," John Paul Brady,

M.D., Chairman, Department of Psychiatry, Hospital of the University of

Pennsylvania. 4:30-6:00 p.m., Ray Hall, Butler Hospital. A small admission

fee will be charged; for information call 521-3400.

23 "Assertiveness Training," Eileen Ganbrill, Ph.D., Lecturer, School of Social

We'fcre, University of California at Berkeley. 4:30-6:00 p.m., Ray Hall,

Butler Hospital. See October 16 listing.

24 "Molecular Bio’ogy cf Diptheria," The Thirteenth Annual Charles A. Stuart

Memorial Lecture, Doctor Alwin Max Pappenheimer, Jr., Professor of Biology,

Harvard University. 4:30 p.m.. Room 168, Barus Holley Building, Brown

University.

30 "Behavior Modification Applied to a County Mental Health Center: A Dem-

onstration Project," William Goodson, M.D., Associate Clinical Director,

Huntsville, Alabama. 4:30-6:00 p.m., Ray Hall, Butler Hospital. See October

16 l
: st:ng.

/



31 -Nov. 1 "Recent Advances in Medicine," American College of Physicians An-
nual Regional AAeeting. Friday Sessions at Colonial Hilton Inn; Saturday
morning sessions at Earus-Holley Hall, Brown University. Advance registra-

tion is required. For information, call 863-2815. This program has been ap-

proved for 9 hours of credit towards the Physicians Recognition Award of

ihe AMA, and 9 hours of credit from the AAFP.

KOVEMBSR

5 "Advances in Pediatric Diagnosis and Therapy," The 12th Annual Maurice

N. Kay Pediatric Symposium, featuring panel discussions and presentations

on "Practical Identification of Immunological Disorders in Children," "Slow

Virus Infections in Children," "Growth Hormone, Somatomedin and Growth,"

and "Nephrotic Syndrome." 9:00 a.m. to 5:00 p.m., Kay Auditorium, Roger

Williams Hospital.

6 "Behavioral Assessment and Treatment of Alcoholics: A Clinical Perspective,"

Peter E. Nathan, Ph.D., Professor of Psychiatry end Psychology, Director of

A.'cchoi Behavior Research Laboratory, Rutgers University Medical School.

4:30 p.m.-6:00 p.m., Ray Hall, Butler Hospital, See October 16 listing.

13 "Behavioral Treatment of Marital Problems," Richard B. Stuart, D.S.W., Di-

rector, Marriage and Fcmiiy Treatment Center, University of British Columbia

22 "Flernatolcgic Problems in Surgery," presented by the Brown University

Section of Surgery and American College of Surgeons Rhode Island Chapter.

Topics will include: Recent Advances in the Prevention and Management of

Thromboembolism; Surgery in the Myeloproliferative Diseases; Disorders of

the Blood Platelet: A frequent Cause of Excessive Post-Operative Hemor-

rhage; Disseminated Intra-Vascular Coagulation; and a panel discussion

v/ith a'l speckers. 8:30 a.m.-12 noon, George Auditorium, Rhode Island

Hospital.
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FAMILY PRACTICE EDUCATION—A PROGRESS REPORT

Education in family Medicine has made its de-

but in Rhode Island. The Brown University-Paw-

tucket Memorial Hospital Residency Program in

Family Practice commenced on July 1, 1975, with

the arrival in the State of Rhode Island of eight

recent medical school graduates desirous of post-

graduate education in Family Medicine. They have

come from as far west as Hawaii and the State

of Washington and they include one of the “charter

twelve” graluates of the Brown University Program

in Medicine.

The complex task of assembling the elements of

a superior residency program continues. The initial

building blocks are in place, accreditation by the

American Medical Association ras been achieved,

and the educational process is ongoing; but much

remains to be done. The challenges to produce, in

the short span of three years, a physician capable

of providing primary and continuing care to all

members of the family, commencing in utero and

extending to the grave, are many and complex. The

mobilization and deployment of the resources nec-

essary to accomplish this task will take many

months and “fine tuning” of the curriculum will go

on for years.

The residency program is designed to provide

both hospital and ambulatory care experience. In-

patient education is planned in the traditional

manner: the residents spend blocks of time on vari-

ous services at The Memorial Hospital under tre

supervision of appropriate specialists and general-

ists. Approximately twelve months will be spent in

Internal Medicine, six months in Pediatrics, and

months in Obstetrics and Gynecology, two months

in Surgery, and one month in the Emergency

Room.

There is ample time left open for elective experi-

ences. The ambulatory care training is less conven-

tional: a model Family Care Center has been es-

tablished on the grounds of The Memorial Hos-

pital where the residents, in essence, will establish

themselves in the practice of medicine while they

are obtaining their in hospital training. The resi-

dents are assigned their own patients and families,

whom they will care for throughout the three-year

training period; in this way, they begin functioning

as family physicians immediately after graduation

from medical school. As the program proceeds,

residents in various years of the residency program

will be organized into small groups to provide

seven-day, twenty-four hour service to their pa-

tients, as well as continuity of care when they

graduate from the program. We expect that a sig-

nificant number of residents will elect to practice

in the Pawtucket area, and, if they do, they will be

able to take their patients with them if the patients

so desire.

Beravioral science and psychiatry are taught

throughout the program by a team of psychiatrists,

social scientists, family physicians, and other spe-

cialists. Rather than isolate this form of educa-

tion from the mainstream of patient care, we have

integrated it into the resident's activities on the

wards and in the Family Care Center. This seg-

ment of the program has been highly experimental

but has, thus far, been very successful; the “old

hands” on the faculty are learning as much as the

residents!

!

Family Medicine is the newest of the AMA rec-

ognized specialties in medicine and the Brown

University Program at The Memorial Hospital is

the first new postgraduate medical educational pro-

gram in Rhode Island in many years. These land-

marks presage a change in the orientation of medi-

cal education which, although it originated in the

(Continued on next page)
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family practice movement, has now spilled over into

other programs, notably Internal Medicine and

Pediatrics.

The education of physicians cannot be internally

focused, professionally preoccupied, and largely

committed to discipline and technology. Physician

education should be oriented to the needs of pa-

tients and the societies they comprise. Social need

must be the fuel which drives the engine of profes-

sionalism. Hermetically sealed physicians commit-

ted principally to disciplines rather than popula-

tions are a luxury we no longer can afford. In the

words of Doctor Robert Petersdorf, the principal

spokesman for educators in Internal Medicine.

“This will require a reorientation of our post-grad-

uate training programs . . Family Medicine edu-

cation has, indeed, already had broad impact and

the patient will be the beneficiary.

The patient is being heard. Lessons are being

learned by the educators. Medical care in the

coming decade will reflect the changes wrought

by the Family Medicine movement during the

1970s. Brown University and The Memorial Hos-

pital are pleased to be part of this exciting new

movement in medical education which promises so

much for the residents of the State of Rhode Island.

REFERENCE
Petersdorf, RG: Bull Am Coll Physicians 16:19, Sep
75

David S. Greer, M.D.

Associate Dean of Medical Affairs

Brown Lmiversity

&

PAWTUCKET MEMORIAL HOSPITAL

43rd ANNUAL JOHN F. KENNEY CLINIC DAY

WEDNESDAY, NOVEMBER 5TH

MAIN SPEAKER 1:30 P.M.

Francis D. Moore, M.D.

Chief of Surgery, Peter Bent Brigham Hospital, Mosley Pro-

fessor of Surgery, Harvard Medical School

TOPIC:

Aggressive Treatment of Cancer of the Breast

Panel Discussion to follow

MORNING SESSION FOR PRESENTATION OF PAPERS BY

THE MEDICAL STAFF

374 Rhode Island [Medical Journal
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By Stephen J. Hove, M.D.

THE PATIENT WINS!!

On September 29, 1975, the people of Rhode

Island won a victory as a result of the order of the

State Director of Business Regulation to role back

40 per cent of malpractice insurance premiums

charged to the physicians of this state by the Joint

Underwriting Authority. The patient pays! -

—

Therefore, the patient wins! ! And that is basically

what the Medical Society is trying to do -— to

help you to help your patient!

!

The rollback is a direct result of testimony be-

fore the Governors Malpractice Commission meet-

ing of Mid-August when an independent actuarial

analysis convinced Director Liguori that the initial

rates were set too high. Now, if the Commission

can continue these positive steps and come out with

remedial legislative measures which will improve

the malpractive insurance climate in Rhode Island

and check the escalating premiums which must be

passed on to our patients, we will have accom-

plished a part of the task we started last spring.

But it hasn’t been easy! For many of us in the

front ranks, this has been the “meetingest” period

that any of us can remember! Representatives on

the Governors Malpractice Commission; represen-

tatives on the JUA Board of Directors; regular and

special meetings of the Council of the Medical So-

ciety; regular and special meetings of the House

of Delegates; and the RIMS Malpractice Commis-

sion Meetings! ! ! and we’ve just begun to fight!

!

t

SO, HOW ABOUT YOU?!

For ammunition, we asked the members of RIMS
for only two things—HAVE YOU RESPONDED?

1. Two mailings — requesting your personal mal-

practice data — to be kept confidential —
and to date 325 members have not responded!

!

How about it? Would you like to admit pub-

licly that 25 per cent of the membership has

not responded?

2. The House of Delegates voted a mandatory

$50.00 assessment for public relations needs

for malpractice education and to date three

quarters of the members have not responded! !

!

With that kind of back-up support, who wants

wants to be in the front lines! ! With those

kind of friends — who needs enemies!?! ! And

some paying “under protest”!! I’d like to

“protest” those weekly or biweekly meetings

I attend also — so just tell me as a body to

stop representing you — and I'll gladly return

to my practice — what’s left of it! ! !

!

So, if you want us to represent you — show us

your support — where it means something — and

STOP WITH THE LIP SERVICE! ! ! Give us the

ammunition we need — to work for you and our

patients!

PLEASE!!
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heweightofscientific opinion:
If the pharmacist substituted a

:
:mically equivalent drug for the

; ;
you have specified for your

ient—could you be certain of that

: duct’s safety and effectiveness

; lply because the chemical content

js the same?

Definitely not, unless bio-

: ;ivalence tests and other quality

i trance checks had been conducted.

1 e pharmaceutical industry and

i ny scientists have maintained this
J

: ition for years, but others have

\
stioned it. Now the Office of

I hnology Assessment of the

1 igress of the United States has

:< orted on the issue in its Drug
5 equivalence Study.*

Here are a few definitive state-

ts in the O.T.A. report:

“.
. . the problem of bioinequiva

c :y in chemically equivalent prod-

l > is a real one. Since the studies in

n ich lack of bioequivalence was

ihonstrated involved marketed

3 ducts that met current compen-

standards, these documented in-

ces constitute unequivocal

ence that neither the present

dards for testing the finished

3: duct nor the specifications for

t erials, manufacturing process,

ip controls are adequate to ensure

that ostensibly equivalent drug prod-

ucts are, in fact, equivalent in bio-

availability.

DRUG _bjoequivalence

A C*» »«omc« of recMWOtoav ASMMtmut
f>HUCI BIOtlQUfVALGNCC 8TtfOY PANBt

“While these therapeutic fail-

ures resulting from problems of bio-

availability were recognized and

well documented, it is entirely possi-

ble that other therapeutic failures

and/or instances of toxicity that had

a similar basis have escaped

attention.”

The Pharmaceutical Manufac-

turers Association supports federal

legislative amendments that would

require manufacturers of duplicate

prescription pharmaceutical prod-

ucts, subject to new drug procedures,

to document:

(a) chemical equivalence; and

(b) biological equivalence, where

bioavailability test methods have

been validated as a reliable means
of assuring clinical equivalence; or

(c) where such validation is not

possible, therapeutic equivalence.

In addition, the PMA supports

federal legislation that would require

certification of all manufacturers of

prescription products before they

could start in business, annual in-

spections and certification thereafter,

and strict adherence to FDA regula-

tions on good manufacturing

practices.

The overall quality of the

United States drug supply is excel-

lent. But only a total quality assur-

ance program, envisaged in these and

other policy positions adopted by the

PMA Board of Directors in 1974,

can bring about acceptable levels of

performance by all prescription drug

manufacturers and thereby assure the

integrity of your prescription . .

.

Pharmaceutical Manufacturers

Association

1155 Fifteenth Street, N.W
Washington, D.C. 20005

*Copies of the complete report on Drug
Bioequivalence may be obtained from the

Superintendent of Documents, U.S.

Government Printing Office, Washington,

D.C. 20402.

irotectingthe

integrityof

ourprescription
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or similar malady.

Use i-Soyalac.

i-Soyalac and regular Soyalac are palatable, readily

digestible and assimilated. It

simulates human milk in ap-

pearance, taste and texture. >

It is complete with vitamins T
and minerals. It is suitable for

infants and children who are sensitive

to or cannot tolerate cow’s milk.

For nearly a quarter of a century, Soyalac has proven

its value in promoting growth and development—
as shown by extensive clinical data.

Available in four forms: i-Soyalac Concentrated,

Soyalac Concentrated, Soyalac Ready-to-

Serve, and Soyalac Powder.

i-Soyalac from isolated protein without corn.

Send to: Loma Linda Foods

Medical Products Division

Riverside, Calif. 92505

Please send me free sample and literature.

Name

Help
stop the tears

of colic, diarrhea

Or a simple note on your prescription form will do. SJ-9
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Important Note: This drug is not a simple anal-

gesic. Do not administer casually. Carefully

evaluate patients before starting treatment and

keep them under close supervision Obtain a

detailed history, and complete physical and

laboratory examination (complete hemogram
urinalysis, etc.) before prescribing and at fre-

quent intervals thereafter. Carefully select pa-

tients. avoiding those responsive to routine

measures, contraindicated patients or those

who cannot be observed frequently. Warn pa-

tients not to exceed recommended dosage.

Short-term relief of severe symptoms with the

smallest possible dosage is the goal of therapy

Dosage should be taken with meals or a full

glass of milk Substitute alka capsules for

tablets if dyspeptic symptoms occur Patients

should discontinue the drug and report immedi-

ately any sign of fever, sore throat, oral lesions

(symptoms of blood dyscrasia); dyspepsia,

epigastric pain, symptoms of anemia, black or

tarry stools or other evidence of intestinal

ulceration or hemorrhage, skin reactions, signi-

ficant weight gain or edema A one-week trial

period is adequate Discontinue in the absence
of a favorable response Restrict treatment

periods to one week in patients over sixty

Indications Rheumatoid arthritis, osteoarthritis,

bursitis, acute gouty arthritis and rheumatoid

spondylitis

Contraindications Children 14 years or less,

senile patients; history or symptoms of G.l. in-

flammation or ulceration including severe, re-

current or persistent dyspepsia, history or

presence of drug allergy; blood dyscrasias;

renal, hepatic or cardiac dysfunction, hyperten-

sion thyroid disease; systemic edema, stomatitis

and salivary gland enlargement due to the drug,

polymyalgia rheumatica and temporal arteritis,

patients receiving other potent chemothera-
peutic agents, or long-term anticoagulant

therapy.

Warnings Age weight, dosage, duration of ther-

apy. existance of concomitant diseases, and
concurrent potent chemotherapy affect inci-

dence of toxic reactions. Carefully instruct and
observe the individual patient, especially the

aging (forty years and over) who have increased

susceptibility to the toxicity of the drug Use
lowest effective dosage Weigh initially unpre-

dictable benefits against potential risk of

severe, even fatal, reactions The disease con-

dition itself is unaltered by the drug Use with

caution in first trimester of pregnancy and in

nursing mothers Drug may appear in cord

blood and breast milk. Serious, even fatal, blood

dyscrasias, including aplastic anemia, may
occur suddenly despite regular hemograms, and
may become manifest days or weeks after ces-

sation of drug Any significant change in total

white count, relative decrease in granulo-

cytes. appearance of immature forms, or fall in

hematocrit should signal immediate cessation

of therapy and complete hematologic investiga-

tion Unexplained bleeding involving CNS.
adrenals, and G.l. tract has occurred The drug
may potentiate action of insulin, sulfonylurea,

and sulfonamide-type agents. Carefully observe

patients taking these agents Nontoxic and toxic

goiters and myxedema have been reported (the

drug reduces iodine uptake by the thyroid)

Blurred vision can be a significant toxic symp-
tom worthy of a complete ophthalmological ex-

amination. Swelling of ankles or face in

patients under sixty may be prevented by

reducing dosage If edema occurs in patients

over sixty discontinue drug

Precautions: The following should be accom-
plished at regular intervals: Careful detailed

history for disease being treated and detection

of earliest signs of adverse reactions: complete

physical examination including check of pa-

tient s weight; complete weekly (especially for

the aging) or an every two week blood check;

pertinent laboratory studies Caution patients

about participating in activity requiring alert-

ness and coordination, as driving a car. etc

Cases of leukemia have been reported in pa-

tients with a history of short- and long-term

therapy The majority of these patients were
over forty. Remember that arthritic-type pains

can be the presenting symptom of leukemia

Adverse Reactions This is a potent drug its

misuse can lead to serious results Review de-

tailed information before beginning therapy

Ulcerative esophagitis, acute and reactivated

gastric and duodenal ulcer with perforation

and hemorrhage, ulceration and perforation of

large bowel, occult G.l. bleeding with anemia,

gastritis, epigastric pain, hematemesis. dys-

pepsia. nausea, vomiting and diarrhea, abdomi-
nal distention, agranulocytosis, aplastic anemia,

hemolytic anemia, anemia due to blood loss in-

cluding occult G.l bleeding, thrombocytopenia,

pancytopenia, leukemia, leukopenia, bone
marrow depression, sodium and chloride re-

tention. water retention and edema, plasma
dilution, respiratory alkalosis, metabolic acido-

sis. fatal and nonfatal hepatitis (cholestasis may
or may not be prominent), petechiae. purpura

without thrombocytopenia, toxic pruritus,

erythema nodosum, erythema multiforme

Stevens-Johnson syndrome. Lyell s syndrome
(toxic necrotizing epidermolysis), exfoliative

dermatitis, serum sickness, hypersensitivity

angiitis (polyarteritis), anaphylactic shock,

urticaria, arthralgia, fever, rashes (all allergic

reactions require prompt and permanent with-

drawal of the drug), proteinuria, hematuria,

oliguria, anuria, renal failure with azotemia,

glomerulonephritis, acute tubular necrosis,

nephrotic syndrome, bilateral renal cortical

necrosis, renal stones, ureteral obstruction with

uric acid crystals due to uricosuric action of

drug, impaired renal function, cardiac decom-
pensation, hypertension, pericarditis, diffuse

interstitial myocarditis with muscle necrosis,

perivascular granulomata. aggravation of tem-

poral arteritis in patients with polymyalgia rheu-

matica. optic neuritis, blurred vision, retinal

hemorrhage, toxic amblyopia, retinal detach-

ment. hearing loss, hyperglycemia, thyroid

hyperplasia, toxic goiter, association of hyper-

thyroidism and hypothyroidism (causal relation-

ship not established), agitation, confusional

states, lethargy. CNS reactions associated with

overdosage, including convulsions, euphoria,

psychosis, depression, headaches, hallucina-

tions. giddiness, vertigo, coma, hyperventila-

tion. insomnia, ulcerative stomatitis, salivary

gland enlargement

(B)98- 146-070- J (10/71)

For complete details, including dosage, please

see full prescribing information.

GEIGY Pharmaceuticals

Division of CIBA-GEIGY Corporation

Ardsley. New York 10502

BU 10259



PRACTICE

QUESTIONSm
m m m

Depend on
Starkweather& Shepley

for the answers
and help

Hundreds of Rhode Island physicians rely on us because we're

insurance experts. As agents, we've spent years solving all types of

professional and personal insurance problems for the medical

community. And you can depend on us to help you through periods

of uncertainty.. .Starkweather & Shepley for answers and help.

ESTABLISHED 1879

Starkweather&Shepley ,NC
Complete Business & Personal Insurance, Pension & Estate Planning

Representing the World's Major Insurance Companies.

55 South Main Street, Providence, Rhode Island 02903, Telephone (401)421-6900



fy for OVERWORKED DOCTORS

It would be rare indeed to find a physi-
cian who doesn't put in long, tiring hours,
working in the area of death vs. life. Add
to that, the years spent in earning your
M.D., the untold hours of post-graduate
study and the nights perusing medical
literature to keep abreast of the latest

developments in your fast-changing pro-

fession.

Surely, you deserve something beyond
the satisfaction of doing your job well.

Suggestion: investigate the pleasures of

owning "The Perfect Car”. We, too, have
spent years in perfecting our techniques
of delivering to our customers cars that

have been gone over with a fine-tooth

comb. We "fit” it. Every "bug" has been

taken out, and we test-drive the car for

200 miles before delivery, thus guaran-
teeing you’ll avoid the aggravation of

squeaks, rattles, leaks, mechanical prob-

lems and just about anything which could

create dissatisfaction. We call it the

Tasca ABC Plan. It's a major develop-

ment in satisfying customers.

Combine the Tasca ABC Plan with

great cars to start with, — Lincoln Con-
tinental, Mark IV, or the new Mercury
Monarch, and you're well on your way
to relief from the tension which comes
from doing your job so conscientiously.

You deserve The Perfect Car, — from

Tasca. No appointment necessary.



AIlBEEwMiC Scrapbook
of Vitamin Facts & Fallacies

The Indian fruit-eating bat, almost all monkeys, man and the

guinea pig are the only mammals whose bodies lack an enzyme
needed to synthesize ascorbic acid from glucose! Hence they

must obtain their vitamin C from exogenous sources.

|

; De Joinville writing about a 1 3th century crusade reported that

\ barber surgeons had to cut away the dead flesh from the gums
I

.

to enable people to masticate their food The disease he
I

1 described was probably scurvy

A 1965 U S D A, survey revealed

that American diets were lower in

vitamin C than they had been 1

0

years earlier!

I The outer leaves of cabbage and brussels sprouts contain more
[vitamin C than the heads. Yet, ironically, these are often trimmed

I away by the grocer to improve appearance and enhance sales

$
appeal 1 Many housewives trim them even more before cooking 1

Available on your
prescription or

recommendation

ALLBEEvMhC
High Potency

B-Complex and

Vitamin C
Formula

Each capsule contains -3l5!!£

Thiamine mononitrate (BO 15 mg 150C'

Riboflavin (Bi) 10 mg 83*'

PyndOime hydrochloride (B.)5 mg *

Niacmamide 50 mg 500'

Calcium pantothenate 10 mg
’’

Ascorbic acid (Vitamin C) 300 mg 1000'

30 CAPSULES

A.H. Robins Company. Richmond. V a.
23220^J^|_|^,[ROBINS



each tablet,

capsule or5cc.
teaspoonful each

of elixir Donnatal
... V (23% alcohol] No 2

hyoscyamme sulfate 0 1037 mg 0 1037 mg
atropine sulfate 0 0194 mg 0.0194 mg
hyoscine hydrobromide 0 0065 mg 0.0065 mg
phenobarbital (Kgr)16 2mg (^gr)32 4mg
;
warning may be habit forming)

each
Extentab

0.31 1 1 mg
0 0582 mg
0 0195 mg

(2£ gr.) 48 6 mg

Brief summary. Adverse Reactions Blurring of vision, dry mouth

difficult urination , and flushing or dryness of the skin may occur on

higher dosage levels rarely on usual dosage Contraindications

Glaucoma; renal or hepatic disease; obstructive uropathy (for r“

ample, bladder neck obstruction due to prostatic hypertrophy), i

hypersensitivity to any of the ingredients

/HH'DOBINS A H Robins Company Richmond Virginia 2322



Whenyournumber
comes up,wiUyoube ready?

There are lots of ways to

make $ 1 ,000,000. Unfortunately,

you can’t count on any of them.

But if you should ever find

yourself looking for more

reliable ways to help your invest-

ments grow, we can help.

First, because we bring

years of professional experience

co your investment situation, we
:an help you do a betterjob of

defining your investment

objectives.

And secondly,

if our record ofmak-

ing money grow is

any indication, we’re

almost sure to be a

help in attaining those

objectives. In fact,

we’ll gladly match

our performance

record against anybody else’s.

Call Mr. Evans at 278-6607.

You can count on him to show

you how easy it is to make the nec-

essary arrangements. And you’ll

probably find that the service

costs much less than you think.

Trust & Investment Divi-

sion, Industrial National Bank,

100 Westminster Street, Provi-

dence, Rhode Island 02903.

IS BASIL
Industrial National Bank

Something extra in Investment Management.



ALL 20 PROCEDURES

$15.00
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Profile "20”

Results in

Lowering Medical Costs

Profile "20" includes the following:

CALCIUM

INORGANIC PHOSPHATE

GLUCOSE

UREA NITROGEN

UREA ACID

CHOLESTEROL

BILIRUBIN

TOTAL PROTEIN

ALBUMIN

GLOBULIN

ALK. PHOSPHATASE

LDH

SGOT

HEMOGLOBIN

HEMATOCRIT

WHITE BLOOD COUNT
RED BLOOD COUNT

MCH
MCV

MCHC

UopLin 3

n
r/icatJLciLora torec

335 BROADWAY
PROVIDENCE, R. I. 02909 TEL. 421-3100

ANGELO VITICONTE. A. B. M. T.

DIRECTOR
ASCANIO Dl PIPPO DONALD MATTERA

Ph.. D B.S. M.T. (ASCP)

HEALTH HAVENS
A SKILLED NURSING HOME
MEDICARE PARTICIPATING

Registered Professional Nurses On All Shifts

Dietician Physiotherapist

Organized But Open Medical Staff

Ethically Managed

100 Wampanoag Trail East Providence

Tel. 438-4275

JCAH Accredited

NOTICE
ALL PHYSICIANS IN RHODE ISLAND!!

CHANGING ECONOM C CONDITION'S,
INCREASING LOSS RATIOS

and

INSUFFICIENT PREMIUM RESERVES
ARE BEGINNING TO BRiNG ABOUT

DRASTIC CHANGES

in

NATIONAL AND REGIONAL
ASSOCIATION GROUP DISAB LITY

INCOME POLICIES!!

Those Members who would like further in-

formation of the impending prob'ems of

"Mail-Order" Insurance which lie just ahead
may obtain further information by contact-

ing us via 'phone or mail

- NO OBLIGATION -

R. A. DESROSIER AGENCY

215 Waterman Avenue
East Providence, Rhode Island

Tel. 438-0660
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Big Balanced Rock, Chiricahua Mountains, Arizona (approx l.OOOtons)

jnd useful in the management of vertigo* associated with

ses affecting the vestibular system.

n relieve nausea and vomiting often associated with vertigo*

ual adult dosage for Antivert/25 for vertigo:* one tablet t.i.d.

o available as Antivert (meclizine HQ) 12.5 mg. scored

:s, for dosage convenience and flexibility.

1 tivert/25 (meclizine HQ) 25 mg. Chewable Tablets for

l :a, vomiting and dizziness associated with morion sickness.

SUMMARY OF PRESCRIBING INFORMATION
* 1ICATIONS Based on a review of this drug by the National Academy of

i ices— National Research Council and/or other information, FDA has classified

n idicanons as follows:

mective: Management of nausea and vomiting and dizziness associated with

won sickness.

Ijssib/y Effective: Management of vertigo associated with diseases affecting the

4 3ular system.

I'lal classification of the less than effective indications requires further

n tigation.

CONTRAINDICATIONS. Administration of Antivert (meclizine HQ) during preg-

nancy or to women who may become pregnant is contraindicated in view of the

teratogenic effect of the drug in rats

The administranon of meclizine to pregnant rats during the 12-15 day of gestation

has produced cleft palate in the offspnng. Limited studies using doses of over 100 mg./

kg./day in rabbits and 10 mg.Ag /day in pigs and monkeys did not show cleft palate.

Congeners of meclizine have caused cleft palate in species other than the rat.

Meclizine HQ is contraindicated in individuals who have shown a previous hyper-

sensitivity to it.

WARNINGS. Since drowsiness may, on occasion, occur with use of this drug, patients

should be warned of this possibility and caunoned against driving a car or operating

dangerous machinery.

Usage in Children: Clinical studies establishing safety and effectiveness in children

have not been done; therefore, usage is not recommended in the pediatric age group.

Usage in Pregnancy . See "Contraindications!'

ADVERSE REACTIONS. Drowsiness, dry mouth and, on rafe occasions, blurred

vision have been reported DAODIP
More detailed professional information available on

request.

Antivert25
(meclizine HCl) 25 mg.Tablets

for vertigo*

A division of Pfizer Pharmaceuticals
New York, New York 10017



Would sleep wil(

fewer nighttime

awakenings
benefit your
patients with

;

insomnia?

Highly predictable results

for your patients with troubh

staying asleep...

. . .can be obtained with Dalmtj

(flurazepam HC1). As shown
below, Dalmane significantly

reduces nighttime awakenings: 1

Average Number of Nighttime Awakenings
(Four Geographically Separated Sleep Reseq

Laboratory Clinical Studies, 16 Subjects)'

(Decreased 31.4?!

8.31

5.7

3
placebo Dalmane
baseline (flurazepam HCI)
nights 30 mg nights



Vnd for those with trouble

ing asleep or sleeping

g enough...

.Dalmane (flurazepam HC1)

k delivers excellent results,

lically proven in sleep research

jratory studies: on average,

p within 17 minutes that lasts

1

8

hours.5

)almane (flurazepam HC1)

elatively safe, seldom

ises morning “hang-over”.

.and is well tolerated. The

,al adult dosage is 30 mg h.s.,

with elderly and debilitated

ients, limit the initial dose to

ng to preclude oversedation,

kiness or ataxia. Evaluation of

sible risks is advised before

scribing.

ERENCES:
laracan I, Williams RL. Smith JR: The
b laboratory in the investigation of sleep

i sleep disturbances. Scientific exhibit at

24th annual meeting of the American
hiatric Association, Washington DC,

ij 3-7, 1971

ost JD Jr: A system for automatically

i yzing sleep. Scientific exhibit at the

'a annual Clinical Convention of the

rican Medical Association, Boston,

29-Dec 2, 1970: and at the 42nd annual

: itific meeting of the Aerospace Medical
ociation, Houston, Apr 26-29, 1971

,)gel GW: Data on file, Medical Depart-
' t, Hoffmann-La Roche Inc. ,

Nutley NJ
.lement WC: Data on file, Medical Depart

-

: t, Hoffmann-La Roche Inc., Nutley NJ

...ata on file, Medical Department,
|!fmann-La Roche Inc., Nutley NJ

' ire prescribing Dalmane (flurazepam

I ), please consult complete product

i rmation, a summary of which follows:

r cations: Effective in all types of insomnia

I acterized by difficulty in falling asleep,

( uent nocturnal awakenings and/or early

t ning awakening; in patients with recurring
r mnia or poor sleeping habits: and in

I e or chronic medical situations requiring

t lul sleep. Since insomnia is often transient

i intermittent, prolonged administration is

ji .‘rally not necessary or recommended.

) traindications: Known hypersensitivity

t ura/.epam HC1.

Warnings: Caution patients about possible

combined effects with alcohol and other

CNS depressants. Caution against hazardous
occupations requiring complete mental alert-

ness (e.g., operating machinery, driving).

Use in women who are or may become preg-

nant only when potential benefits have been

weighed against possible hazards. Not

recommended for use in persons under 15

years of age. Though physical and psycho-

logical dependence have not been reported

on recommended doses, use caution in

administering to addiction-prone individuals

or those who might increase dosage.

Precautions: In elderly and debilitated, initial

dosage should be limited to 15 mg to preclude

oversedation, dizziness and/or ataxia. If

combined with other drugs having hypnotic

or CNS-depressant effects, consider potential

additive effects. Employ usual precautions

in patients who are severely depressed, or

with latent depression or suicidal tendencies.

Periodic blood counts and liver and kidney

function tests are advised during repeated

therapy. Observe usual precautions in

presence of impaired renal or hepatic function.

Adverse Reactions: Dizziness, drowsiness,

lightheadedness, staggering, ataxia and
falling have occurred, particularly in elderly

or debilitated patients. Severe sedation,

lethargy, disorientation and coma, probably

indicative of drug intolerance or overdosage,

have been reported. Also reported were
headache, heartburn, upset stomach, nausea

vomiting, diarrhea, constipation, GI pain,

nervousness, talkativeness, apprehension,

irritability, weakness, palpitations, chest

pains, body and joint pains and GU com-
plaints. There have also been rare occurrences

of sweating, flushes, difficulty in focusing,

blurred vision, burning eyes, faintness,

hypotension, shortness of breath, pruritus,

skin rash, dry mouth, bitter taste, excessive

salivation, anorexia, euphoria, depression,

slurred speech, confusion, restlessness,

hallucinations, and elevated SGOT, SGPT,
total and direct bilirubins and alkaline

phosphatase. Paradoxical reactions, e.g.,

excitement, stimulation and hyperactivity,

have also been reported in rare instances.

Dosage: Individualize for maximum beneficial

effect. Adults: 30 mg usual dosage: 15 mg
may suffice in some patients. Elderly or

debilitated patients: 15 mg initially until

response is determined.

Supplied: Capsules containing 15 mg or

30 mg flurazepam HC1.

Depend on highly
predictable results

with

Dalmane
(flurazepam HCI)
One 30-mg capsule h.s.— usual adult dosage
( I 5 mg may suffice in some patients).

One 15-mg capsule h.s.— initial dosage for

elderly or debilitated patients.

specifically indicated

for insomnia
Objectively proved in the sleep research laboratory:

sleep with fewer nighttime awakenings

sleep within 17 minutes, on average

sleep for 7 to 8 hours, on average,

with a single h.s. dose.

ROCHE LABORATORIES
Division of Hoffmann-La Roche Inc.

Nutley, New Jersey 071 10



Should a
specially prepared

package insert

be made available to

patients?

§
Dr. James H. Sammons
Executive Vice President

of the American
Medical Association

C3

©
<fe

Dialogue

The idea of a so-called pa in

package insert has been aroun :

o

a long time. Many physicians al ai

use written instruction sheets t

provide patients with informati i

about the drugs they are taking Kr

some physicians give verbal in* u

tions; but in too many instance

these are what I call eye-glazinpx

ercises. I have seen patients sit it

glazed eyes listening to a rapid- e

lecture by a hurried physician vra

has 20 people out in his waiting

room. These patients aren’t givr

sufficient understanding and tb<

fore do not follow instructions.
1

1

think the idea of an official paclg

insert for patients is a good one
Perhaps we should really think !

this kind of information simply
.

;

extension of drug labeling.

The benefits of patient involvem tl

Many physicians may not 3

ize how frequently a patient obt^

his drug information from Aum
Tillie or the next door neighbor. -

this information is almost alwa
bad or irrelevant to the case at hr

Furthermore, the incentive to g
along with a prescribed program
slim if the only reading matter t:

patient receives, along with his 1

scription, is a bill.

As an educator I am impre.'

by the principle that the best wal

get someone to do something is

involve him in the process. So th

I think there are advantage
well as some real disadvantages

a patient package insert. When y

begin to use semi-medical or me
cal terms to describe complicati

or possible sequelae of disease c

treatment, you may frighten the

tient— particularly since the mor
highly sophisticated patient is n<

the one who is going to read the

sert. The patient who will read it

the one most susceptible to frigf

and confusion by the language.

On the positive side, a pack

insert will probably give the patit

better insight into why he is bein

treated the way he is, and it may
give the physician a little bit mor
time. But it does not remove fror

the physician the need or obligat

to explain the insert.

Some pitfalls in the inclusion of

side effects

Certainly a patient should t

warned of the possibility of serio

side reactions—to know what the

real dangers are. But it doesn't d

bit of good to indicate that a pati

on oral penicillin may develop a

rash, itching, ora drop in blood

pressure. Or that he may faint. I

think the real danger is that frigh

engendered by the insert may po

sibly outweigh the potential gooc



n purpose of drug information

he patient is to get his coopera-

h in followinga drug regimen.

!< jaration and distribution of

ent drug information

We would hope to amass infor-

ion from physicians, medical

•( eties, the pharmaceutical indus-

•ind centers of medical learning.

•| ultimate responsibility for uni-

:n labeling must, however, rest

7 1 the Food and Drug Administra-

. There is nothing wrong with

71 agency saying, "this informa-

, is generally agreed upon and

:r efore it should be used,” as long

•! ur process for getting the infor-

n ion is sound.
Distribution of the information

3 problem. In great measure it

i Id depend on the medication in

Vstion. For example, in the case

m injectable long-acting proges-

: ne, we would think it mandatory

c ,sue two separate leaflets—

a

I rt one for the patient to read be-

c getting the first shot and a long

i) to take home in order to make a

liiision about continuing therapy.
r
a is case, the information might

ibut directly on the package and
y removable at all. Butfora medi-
:,on like an antihistamine this

- rmation might be issued sepa-

I ly, thus giving the physician the
ij on of distribution. This could
) serve the placebo use, etc.

ty the doctor can remove that fear

J :0 or 30 minutes of conversation.
1 I’m not suggesting that we

/ ihold any information from the

lent because, first of all, it would
M otally dishonest and secondly, it

i
1 Id defeat the very purpose of the

ft. I do think that a patient on the

n control pill should knowabout
^incidence of phlebothrombosis.

If you’re going to tell a patient

\ incidence of serious adverse re-

k ons, then you have to tell him
t a concerned medical decision

r made to use a particular medi-
ron in his situation after careful
:i sideration of the incidence of

liplications or side effects.

: )tionally unstable patients pose
i ecial problem

There are patients who, be-

s se of severe emotional problems,
lid not handle the information
Itained in a patient package in-

i'
. Yet if we are going to have a

> kage insert at all, we just can’t

i;etwo inserts. I think we might
li ply have to tell the families of

ti;e patients to remove the insert

rnthe package.

al implications of the patient

> kage insert

Just what effect would a pa-

It is in the distribution of pa-

tient information that the pharma-
cist may get involved. As profession-

als and members of the health-care

team and as a most important source
of drug information to patients,

pharmacists should be responsible

for keeping medical and drug rec-

ords on patients. It is also logical

that they should distribute drug in-

formation to them.

Realistic problems must be
considered

We have to expect that the in-

troduction of an information device

will also create new problems. First,

how can we communicate complex
and sophisticated information to

people of widely divergent socio-

economic and ethnic groups? Sec-
ond, what will we say? And third,

how can we counteract the negative

attitude of many physicians toward
any outside influence or input? Hope-
fully the medical profession will re-

spond by anticipating the problems
and helping to solve them. Assum-
ing we can also solve the difficulty

of communicating information to di-

verse groups throughout the United

States, our remaining task will be
the inclusion of appropriate material.

What information is appropriate?

In my opinion, technical, chem-
ical and such types of material

should not be included. And there is

no point in the routine listing of side

effects like nausea and vomiting
which seem to apply to practically

all drugs, unless it is common with
the drug. However, serious side ef-

fects should be listed, as should in-

formation about a medication that

is potentially risky for other reasons.
Other pertinent information

might consist of drug interactions,

the need for laboratory follow-up,

and special storage requirements.
What we want to include is informa-
tion that will help increase patient

compliance with the therapy.

Positive aspects of patient drug
information

Labeling medication for the
patient would accomplish a number
of good things: the patient could be
on the lookout for possible serious

side effects; his compliance would
increase through greater under-
standing; the physician would be a

better source of information since

he would be freerto use his time
more effectively; other members of

the health-care team would benefit

through patient understanding and
cooperation; and, finally, the physi-

cian-patient relationship would prob-

ably be enhanced by the greater

understanding on the part of the pa-

tient of what the physician is doing
for him.

tient package insert have on mal-
practice? We could try to avoid any
legal implications by pointing out

that the physician has selected a

particular medication because, in

his professional judgment, it is the
treatment of choice. For instance,

you can’t tell everyone takinganti-

histamines not to work just because
a few patients develop extreme
drowsiness which can lead to acci-

dents. And what about the very small

incidence of aplastic anemia rarely

associated with chloramphenicol?
If, based on sensitivity studies and
other criteria, we decide to employ
this particular antibiotic, we do so

in full knowledge of this serious po-

tential side effect. It’s not a simple
problem.

How do we handle an insert for medi-

cation used fora placebo effect?

With rare exceptions, physi-

cians no longer use medications for

a placebo effect. This question does
raise the issue of how a patient may
react to receiving a medication

without a package insert.

Preparation of the package insert

The development of the insert

ought to be a joint operation be-

tween physicians, the pharmaceuti-
cal industry, the A. M.A. and the F.D.A.

I view the A.M.A.’s role as a co-

ordinator or catalyst. It is the only

organization through which the pro-

fession as a whole, irrespective of

specialty, can speak. It has relatively

instant access to all the medical ex-

pertise in this country. And it can
bring that professional expertise to-

gether to ensure a better package
insert. The A.M.A. can work in con-
junction with the industry that has
produced the product and which is

ultimately going to supply the insert.

I don’t think we should rely, or

expect to rely, on legislative com-
mittees and their nonprofessional

staffs to make these decisions when
it is perfectly within the power of

the two groups to resolve the issues

in the very best American tradition

—

without the government forcing us

to do it. I think the F.D. A. has to be
involved, but I’d like them to become
involved because they were asked
to become involved.

Pharmaceutical
Manufacturers Association

11 55 Fifteenth Street, N.W.

Washington, D.C. 20005



hePain Phone
When a telephone prescription for pain relief

is necessary or convenient, you can call in your
order for Empirin Compound with Codeine in

45 of the 50 states! That includes No. 4, which
provides a full grain of codeine for more intense,

acute pain.

f The exceptions:

Alaska, Arizona, Maine,

Oregon, Rhode Island, and
the District of Columbia.

COMPOUND
c CODEINE
No. 4 codeine phosphate*
(64.8 mg) gr 1

No. 3 codeine phosphate*
(32.4 mg) gr V2

Each tablet also contains aspirin

gr 31/2, phenacetin gr 2Vz
,

caffeine gr V2 .

* Warning— may be habit-forming.

Wellcome

Burroughs Wellcome Co.
Research Triangle Park
North Carolina 27709

j
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LEARY
LABORATORY

EKG: This service is now
available by appointment on house

calls and at our 1 89 Governor St.

Laboratory.

Profile 1

1

: A new

inexpensive grouping of the

procedures that physicians in this

area frequently order to obtain a

general profile of their patients,

without appointment. The fee is

$16.50 which includes the

following tests:

Albumin Aik. Phos.

Glucose Cholesterol

BUN Uric Acid

Calcium Total Protein

LDH Total Bilirubin

SGOT Phosphate

Triglycerides

T4
Hemogram

(RBC, WBC, Hematocrit,

Hemoglobin, MCV, MCH, MCHC)

LEARY LABORATORY, INC.

43 Bay State Road, Boston, MA 02215

THREE PROVIDENCE LOCATIONS

655 Broad St. — 7:30-5:00 Mon.-Fri.

189 Governor St. — 9:00-5:00 Mon.-Fri.

Ill Plain St. — 9:00-5:00 Mon.-Fri.

9:00-11 :00 Saturday
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We have a
specialty too.

We plan and furnish professional offices of any size, from

the carpet up. Our professional interior designers work
with you or with your architect.

Our people are not only highly talented, they are

experienced.

Furnishing your office can be one thing you don’t have to

worry about. Just call us. 861-6010.

Office
interiors.

%
ROITMAN & SON, INC.
Fine Furniture and Accessories

161 South Main Street, Providence, Rhode

Telephone (401) 861-6010

Open Monday and Thursday evenings until

Convenient terms • Free parking

Delivery arranged beyond local area.

ORDER OUT OF CHAOS

I CAN HELP YOU SYSTEMATIZE YOUR

ROUTINE, PAPER WORK, BILLING, DESK, FILES,

HOUSEKEEPING, CLOSETS, ANYTHING AT ALL.

M: A. LAURANS
Methodical Procedures Consultant

482 Lloyd Ave., Providence, R.l. 02906

401-521-4677 - 401-861-9178

Collect507-

bn postdue
accounts
Improve your cash

flow by receiving 50%
on those "impossible”

outstanding accounts

(up to 6 years old).

With our plan you don’t make
phone calls or send out letters, we do it all. All

you do is wait for the money to start coming in.

Easy? You bet. And good for business, too.

Call us today and start collecting on those

outstanding accounts.

fV
I

Union Trust Building
liVJST

1 70 Westminster Street

Jf aaHa| fnm Providence, R.l. 02903V^/VapilUlwf r Phone (401) 421 -0700



Pediatric Drops

125 mg. /5 ml.

60, 100, and
200-ml. sizes

Oral Suspension

250 mg. /5 ml.

100 and 200-ml.

sizes

Keflex
cephalexin

Additional information available to the profession on request.

Eli Lilly and Company

Indianapolis, Indiana 46206
500738



I. Brown University Alcoholism Conference:

Introduction

Brown University Medical Program An-
ticipates A Highly Visible Place In Its

Curriculum For Study Of Alcohol

By Levi C. Adams and Stanley M. Aronson, M.D.

Of all aspects of health and disease which do

not now find an established place in the traditional

medical school curriculum none is more important

or more neglected than the problem of alcoholism.

This conference was convened because Brown

University is determined to create a highly visible

place in its evolving medical curriculum for a com-

prehensive study of alcohol use and abuse, a pro-

gram which we feel must be included both in under-

graduate and graduate education. A current work-

ing thesis is to establish a professorship which

would include among its responsibilities the as-

surance that sufficient teaching in alcoholism is

provided in all those disciplines within the medical

education program where it is appropriate.

The University’s immediate problem was to gain

a broad definition of the sort of teaching which

would be both desirable and feasible, to develop a

keener appreciation of any inherent difficulties in

the proposed concept, to learn of possible alterna-

tives as presented by professionals already experi-

enced in this area, and to gain a candid appraisal

of the human resources which should be invoked in

order to implement such a program.

LEVI C. ADAMS, Assistant Vice President, Biolo-

gy and Medicine, Brown University.

STANLEY M. ARONSON, M.D., Dean of Medi-

cal Affairs, Brown University.

Read at Conference on Teaching of Alcoholism in

United States Medical Schools, sponsored by Brown
University Program in Medicine, January 31 and
February 1, 1975, Providence, Rhode Island.

ANSWERS SOUGHT
Specificaky, the University sought to obtain an-

swers to these questions:

( 1 ) Why is alcoholism essentially ignored as a

subject for medical education?

(2) Can alcoholism be taught effectively at a stu-

dent level, or must such teaching be delayed

until residency training?

(3) Should the teaching of alcoholism be conduc-

ted separately, or should it be included as

part of an overall study of drug dependence?

(4) Should one discipline retain basic responsibil-

ity for teaching in alcoholism — medicine,

psychiatry, pharmacology, community health

—
- or should it ibe taught by an interdiscip-

linary team?

(5) How can the medical student best be taught

to understand; the effect of alcoholism on

human lives?

(6) Which other professional disciplines and pro-

fessional activities might contribute most to

the medical student’s understanding of the

problem of alcoholism?

(7) Can a comprehensive teaching program on

alcoholism be conducted successfully within

a psychiatric teaching facility?

(8) What resources within the non-medical faculty

of this University might be used effectively

as part of an alcoholism teaching program?

(9) Which graduate training programs in medi-

cine should include more consideration of the

problems of alcoholism?

(Continued on next page)
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(10) Why do most medical school graduates feel

uncomfortable in dealing with alcoholism?

(11) Would the ombudsman concept be feasible?

(12) If there were an ombudsman with portfolio

from the Dean, what measures could be taken

to insure that the subject of alcoholism would

be covered adequately in medicine, surgery,

pathology, or other disciplines?

(13) Should such an ombudsman also have major

responsibilities in relevant clinical services?

(14) If the ombudsman also directs a clinical serv-

ice, will he (she) still be able to provide

proper monitoring of teaching of alcoholism

throughout the medical school?

(15) What rank should the ombudsman hold,

and what credentials should be required to

command the respect of colleagues in the

program?

(16) In a community-based medical school such as

the one at Brown University what hospital

privileges must the ombudsman have in sec-

ondary locations, if he is based primarily at

one hospital?

(17) Would an already distinguished professor be

willing to accept a chair in alcoholism, or

would he feel that it might lessen his stand-

ing in his classically defined specialty?

(18) How important is a parallel research effort

in the development of an academic program

in alcoholism?

(19) Should independent student research proj-

ects in alcoholism be sponsored by the Uni-

versity?

(20) If so, would such projects be concentrated

more prcperly within the basic medical sci-

ences or in social sciences related to health-

care delivery?

(21) If non-M.D. alcoholism counsellors are sig-

nificantly involved in the teaching of medi-

cal students, should they be recognized as

regular faculty?

(22) To support a comprehensive teaching pro-

gram in alcoholism, should there be an in-

service education program for existing facul-

ty? If so, how should such a program be

structured?

(23) What criteria can be used to evaluate the

effectiveness of teaching in alcoholism?

(24) What role should the medical school admin-

istration play in the development and imple-

mentation of an effective program in the

teaching of alcoholism?

(25) What financial resources would be required to

provide continuing support to a program in

alcoholism?(26)

Would an endowed chair in alcoholism lend

validity and dignity to the subject?

CURRICULUM GOALS
The medical curriculum currently governing

medical education at Brown University was de-

signed by a faculty-student committee which had
been convened in June 1972 to devise a course of

study acceptable both to the faculty at Brown Uni-

versity and to the accrediting bodies of the extra-

mural Liaison Committee on Medical Education.

The curricular format proposed by this committee

was accepted by the Liaison Committee (August

1972) and by the Biomedical faculty at Brown
(December 1972), and was implemented in January

1973.

The curriculum for the Program in Medicine has

a number of characteristics which make it more

likely to accept change and permit the introduction

of nonorthodox subjects, such as alcoholism, into its

structure.

The curricular design is not held to be sacred;

change can occur. Indeed, in the view of both

students and faculty, change must be permitted to

occur with reasonable facility. Recommendation for

any modification can be initiated by students, fa-

culty, or administration either as members of the

committee or through means of petition to the

M.D. Curriculum Committee. This flexibility makes

it easier to identify need and to translate this need

into a teaching reality.

The curriculum provides generously for elective

time, participation in non-medical disciplines, the

bridging of traditional disciplinary lines, and effec-

tive counselling.

We have recently become aware of how lacking

our curriculum is in the study of alcoholism. Con-

currently with this conference on the Teaching of

Alcoholism in United States Medical Schools, we

have taken initial steps to rectify this deficit. A
committee, chaired by Doctor Roswell Johnson and

with representatives from numerous specialities in

medicine, has begun to accomplish this task. Teach-

ing time has now been obtained from courses in

the neurosciences and the clerkship in community

health in order to introduce interdisciplinary sem-

inars in the societal, behavioral, and pathophysi-

ologic aspects of alcoholism.

We look to this conference of skilled and com-

petent authorities to provide us with those insights

and guidelines necessary to achieve our educational

purposes.

388 Rhode Island Medical Journal



II. Keynote Address: How Future Physicians Must

See The Alcoholic

Alcoholism Is Essentially A Medical
Rather Than A Moral Problem

By Malcolm C. Todd, M.D., F.A.C.S.

Every era had its ‘‘fashionable” problems, prob-

lems which get most of our attention because they

have the charisma of novelty. We are here to con-

sider, from the standpoint of medical education, a

problem which is rather wnfashionable. Alcoholism

has been familiar for so long and is so interlaced

with our social and commercial culture, that many

people are tired of hearing about it and even take

it for granted. Certainly, it evokes less fascination

and horror than heroin or cocaine or mescaline.

Yet, alcohol is a drug just like those, and it is

America’s greatest drug problem in terms of the

numbers of people addicted to it and damaged by

it. An estimated 9,000,000 alcoholics walk our

streets, work in our offices and factories, teach in

our schools, and exist in our custodial institutions.

That figure is the equivalent of the combined 1970

populations of New York City and Houston, Texas.

And, since American families average four persons,

we can assume that alcoholism affects 36,000,000

of us.

INCIDENCE OF ALCOHOL ADDICTION

The incidence of alcohol addiction is likely to

increase for at least two reasons: (1) More and

more teenagers are drinking. Alcohol is their num-

ber one drug — largely because it is relatively

MALCOLM C. TODD, M.D., F.A.C.S., Immedi-

ate Past President, American Medical Association.

Read at Conference on Teaching of Alcoholism in

United States Medical Schools, sponsored by Brown
University Program in Medicine, January 31 and

February 1, 1975, Providence, Rhode Island.

cheap, available, and lawful. The upsurge is shown

in a study released last summer by the National

Institute on Alcohol Abuse and Alcoholism. Of 10,-

000 junior and senior high school students who

were subjects of the study, 92 per cent had us:d

alcohol at least once — almost three times the

number who had used marijuana. And 23 per cent

of those students got drunk often enough to be

regarded as potential problem drinkers. (2) An-

other reason for a possible imminent rise in the

rate of alcoholism is the economic recession. In

hard times, when all else seems to fail, many people

turn to alcohol as an escape. But, while the econ-

omy can affect alcoholism in hard times, alcoholism

affects the economy in times good and bad. It

diminishes the productive capacity of this nation

to a degree that could be even more damaging in

the future, when our economic health will depend

less on our natural resources and more on our pro-

ductivity. Major industrial firms have estimated

that the alcoholic employee loses approximately 22

more working days per year than the non-alcoholic

employee and has a life expectancy some 12 years

shorter. Chiefly because of lost work, accidents, and

medical expenses, alcoholism costs this nation more

than $25 billion a year. In every segment of cur

national life it takes its toll.

At least 100,000 deaths a year are alcohol-re-

lated. Alcohol plays a significant role in one-half

of the homicides in this country and in one-third

of the suicides. It is directly at fault in a majority

(Continued on next page)
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of the drownings, deaths from fire, and accidental

falls. Half the felons in federal prisons have alcohol-

related problems. Obviously any efforts to relieve

some of our country's worst social ills cannot be

comprehensive or thorough unless they take alcohol-

ism into account, and any efforts to relieve the

alcoholism problem must look primarily to medi-

cine.

A MEDICAL PROBLEM
The realization that alcoholism is essentially a

medical problem rather than a moral violation or

a crime has not come quickly or easily. But now it

is taking hold. It is reflected in the pioneering fed-

eral legislation which provides for alcoholism re-

search and therapy. It is reflected in the uniform

laws adopted by two-fifths of the states, providing

that persons who are drunk in public be sent to

a treatment facility rather than to jail. The medical

focus of alcoholism is being recognized more and

more by its victims and those close to them. In

1972 these victims accounted for more than 3,-

000,COO visits to private practitioners. Increases in

the incidence and effects of alcoholism and in the

realization of its medical nature mean that its

challenge to physicians will also grow. But that

challenge does not stop with the physician. It ex-

tends to the schools which are training the coming

generation of physicians.

How well are these schools responding? A sur-

vey reported last February (1974) that the response

had been meager, despite a federally funded effort

to make substance dependence a recognized part of

medical school curricula. Fewer than 20 schools

were offering an elective in the abuse of alcohol, of

other drugs, or of both. Fewer than five required

course work in substance dependence. One may

only speculate on the reasons for this apparent in-

difference. Perhaps it reflects a lingering prejudice

against alcoholics and other addicts as moral weak-

lings. Perhaps dependence and its treatment are

too elusive a subject for the structures of a medi-

cal curriculum.

But physicians — now and in the future —
must be familiar with alcoholism and other forms

of addiction. They must be familiar with those con-

ditions if they are to practice the philosophy that

the patient should be seen as a “whole man" and

not merely as a medical diagram. They must have

the familiarity if they are to see the patient, his

family, and society interrelatedly, as they should.

They must have the knowledge as the various states

increasingly send public drunks to treatment facil-

ities rather than jail (for, particularly in small

towns and rural areas, these facilities may be

nothing more than a doctor's office). And there

must be that knowledge if health insurance and

prepayment plans are to cover the treatment of

alcoholism, as the AMA urges. In view of all these

challenges it is heart-warming that this conference

is dedicated to looking squarely and incisively at

the need for medical education in alcoholism, and

that you want to do your best to meet that need.

Alcoholism as a topic of medical education should

be seen on two levels: it is a sickness in itself, and

it contributes to other forms of sickness.

DEFINITION OF ALCOHOLISM
The AMA adopted a statement in 1971 identify-

ing alcoholism as "a complex disease with biological,

psychological, and sociological components.” The
statement uses the word “disease” as the Medical

Dictionary defines it: “a definite morbid process

having a characteristic train of symptoms.” Ac-

cordingly, alcoholism deserves special attention in

the curriculum, either separately or as part of an

overall instruction in drug dependence. The stu-

dent must not get the idea, however, that alcohol-

ism treatment is so specialized that it would pre-

vent him from treating anything else. On the con-

trary, the student should see that it has a bearing

on many other sicknesses and on every branch of

medicine. An explanation of its effects should be

woven into different parts of the undergraduate

medical curriculum, wherever it is appropriate.

Much has been said about alcoholic effects that

are of concern to the psychiatrist, who handles 29

per cent of alcoholic patient’s visits; to the intern-

ist, who handles 25 per cent; to the cardiologist,

neurologist, and dermatologist, as well as to the

general practitioner, who handle 37 per cent of

the visits. But alcoholism also poses special con-

siderations and problems in surgery and for the

anesthesiologist. In a badly intoxicated patient the

diagnosis of an acute surgical illness can be ex-

tremely difficult because his physical symptoms and

pain may be blunted or misinterpreted, and because

he may be unable to give a reliable medical history.

Delirium tremens, with a death rate that runs as

high as 10 per cent, frequently seizes an alcoholic

after an operation of any kind. Pulmonary compli-

cations also are common. Alcoholics may develop

progressive liver dysfunction and failure after sur-

gery. Their wounds may heal poorly, particularly

if they have an advanced liver disease accompanied

by malnutrition and vitamin deficiencies. Acutely

intoxicated patients requiring emergency surgery

(Continued on page 401)
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III. On Undergraduate Education: Alcoholism Education

In A Medical School

University Of Maryland Program Pro-

vides A Model For Curriculum Devel-

opment

By Willem G. A. Bosma, M.D.

In the last two decades strides have been made

in recognizing alcoholism as a massive health prob-

lem. Alcoholism has been declared a disease; states

have allocated funds to set up treatment facilities.

But there has been little actual change. Members

of the helping professions still are often reluctant

— or unable — to respond to the alcoholic. In

the history of almost every alcoholic, even

today, are accounts of periodic searches for help,

of desperate appeals to physicians, hospitals, clergy-

men, teachers, and others — and of meeting with

confusion, rejection, and ignorance. In the mean-

time alcoholism and alcohol-related problems have

increased in our society. There are two major chal-

lenges to the people concerned with alcoholism to-

day: education, which encompasses not only en-

lightening the public about the alcoholic, but also

training professionals and paraprofessionals in di-

agnosing and treating the alcoholic; and the set-

ting up of adequate comprehensive treatment fa-

cilities.

PREMISES

The educational program at the University of

Maryland Medical School developed from these

premises:

WILLEM G. A. BOSMA, M.D., Director, Division

on Alcoholism and Drug Abuse, University of

Maryland Hospital.

Read at Conference on Teaching of Alcoholism in

United States Medical Schools, sponsored by Brown
University Program in Medicine, January 31 and

February 1, 1975, Providence, Rhode Island.

1.

) That adequate educaaon for piofessionais can

be achieved only if adequate clinical services

and supervision are available;

2.

) That the role of the physician in the treat-

ment of alcoholism must be clearly defined

and taught;

3.

)
That interaction with other professionals and

paraprofessionals who comprise the treatment

team must be clearly defined, because of the

psychosocial and physical complexities of al-

coholism; and

4.

)
That alcoholism is a disease entity which must

be integrated within the general basic cur-

riculum of the medical school, as is any disease

of such disastrous proportions.

UNIVERSITY OF MARYLAND PROGRAM
In our University Hospital all major in-patient

services have an assigned alcoholism counsellor. In

addition there are various groups, open and closed,

available. These groups are conducted by the

counsellors; the hospital chaplain; residents in psy-

chiatry, neurology, and medicine; and the director

of alcoholism services. Alcoholics Anonymous (AA)

group meetings and a meeting for relatives also are

held. These services are carried out by a physician

director, who also is responsible for the drug abuse

and educational programs, a nurse coordinator, a

full-time nurse for two ‘‘quarter-way” houses, and

30 counsellors. At the center of the treatment pro-

gram are the paraprofessionals, the alcoholism coun-

sellors. A significant number of these counsellors are

(Continued on next page)
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reforming alcoholics; their level of education and

social background is quite disparate. Since coun-

sellors are trained in all areas of alcoholism treat-

ment — from taking case and family histories to

basic counselling skills — they are the backbone

of the treatment programs. The professionals in-

volved in the alcoholism services of the University

Hospital act mainly as consultants and teachers.

An adequate and comprehensive alcoholism treat-

ment program is the foundation for a realistic edu-

cational and training program in a teaching hos-

pital. Since this is a new and complex field, con-

ventional educational models are incomplete or ir-

relevant. On-the-job training often is worth many
lectures or discussions.

Because of the interest of the staff of the Inst-

tute of Psychiatry and Human Behavior of the

University, an interdisciplinary program in alco-

holism was initiated in 1970. This program en-

compasses the Schools of Medicine. Social Work,

Xursing, Pharmacy, Law, and Dentistry. To come

to terms with one of the major medical and social

problems in the country, the cooperation of pro-

fessionals in every field was mandatory. The first

effort was to introduce facts about alcoholism

through conventional lectures in all the participa-

ting schools. The size of the enrollment made this

impractical, and each school now is handled sep-

arately. At the same time, the schools were en-

couraged to introduce alcoholism into their own

curricula, as seen from their respective viewpoints.

CHANGING ATTITUDES

The alcoholism services provided by the hospital

are chiefly responsible for the changing attitudes

toward alcoholism education in some of the schools.

Alcoholism personnel have been slowly accepted as

members of treatment teams, and their advice is

sought more and more frequently. They stimulated

interest to such a degree that in-service training

was requested. In one year twelve different courses

were conducted with students, and included nurses

and the campus police. This program led to occas-

ional disputes with the attending physicians. As a

result, grand rounds on alcoholism were conducted

at the request of the chief resident prysicians. When
alcoholism services in the Emergency Room were

threatened, medical students in this service ap-

pealed to the dean. Still another indication of a

change in attitude is shown by the more frequent

primary or secondary diagnosis of alcoholism in the

hospital.

Apart from basic lectures which give some facts

and attempt to stimulate interest, the curriculum

consists of seminars, along with field experience or

clinical experience. Since the hospital’s services

cannot absorb such large numbers of students,

many go outside to clinics, alcoholism services in

the health departments, and state hospitals. Sev-

enteen courses on alcoholism were offered last year.

At the very beginning we discovered that it was im-

possible to separate alcoholism from the overall

field of addictions and drug abuse. The students

found it logical and impel ative that the whole realm

of addictions be covered in the seminars. The high

incidence of drug abuse among the children of

alcoholics was an issue, as were the mixed addic-

tions, with alcohol as one of the addictive sub-

stances.* For every two seminar hours at least four

hours of field placement and one hour of supervision

are lequired. Many students spend much more time

at their assignments, working with alcoholism coun-

sellors. From the beginning the intent was that

students learn most from counsellors and from the

patients themselves. Seminars were to be discus-

sions to help the students place their experiences in

perspective, provide some structure, and help them

overcome difficulties in their interactions with pa-

tients, agencies, and fellow workers.

INTERDISCIPLINARY PROGRAM
The interdisciplinary program affirmed the com-

plexity of the problems associated with alcoholism

- but it also proved that all professionals can

woik together fruitfully. Initially different ap-

proaches and attitudes of the various professions

were resolved. At first, for instance, the social work-

ers were hesitant and passive in attitude -— con-

trary to that of medical and nursing students. At-

titudes toward, and methods of working with, the

alcoholic and drug abuser changed markedly under

the group influence. Students in this program will

have no difficulty in knowing the areas in which

other professionals are most helpful, nor will they

be hesitant to seek out other professionals for help.

All group therapy sessions at University Hos-

pital permit visitors and observers. Because of the

interest of students from the L:niversity and at-

tendance by alcoholism professionals from outside,

an educational meeting is held after each group

therapy session. Generally, the meeting is attended

*A detailed course outlir.e may be obtained from:

The Office of External Affairs, Biology and Medi-

cine, Box G, Brown University, Providence, Rhode
Island 02912.

(Continued on page 403)
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IV. On Graduate Education: Alcoholism Instruction In

Graduate Medical Education

Appropriate House Staff Exposure Is

Important In Developing A Positive At-

titude Toward Alcoholism

By Kenneth H. Williams, M.D.

Alcoholism Instruction in Graduate Medical Edu-

cation is a subject very close to me because all of

my own positive education in alcoholism came after

graduation from medical school. This is not to say

that I was not taught about alcoholism in my un-

dergraduate education, for I was. In fact, the first

patient I ever examined (as a sophomore medical

student in my Physical Diagnosis class) was an

alcoholic. In fact, at least 20 per cent of the pa-

tients with whom I had clinical contact during my
undergraduate medical training were alcoholics. But

with all of these patients, as with the first one,

one never talked about the alcoholism. One talked

about the other problems, which might include

medical complications of alcoholism or unrelated

medical problems, but alcoholism was never men-

tioned aloud in the presence of the patient. I

was taught in my undergraduate psychiatry

class that alcoholism was not a disease, merely

the symptom of an underlying problem. I was

never taught how to recognize alcoholism, let alone

what to do about it. As a student, one quickly be-

comes aware of the negative and pessimistic atti-

tudes of the treatment personnel. I had a difficult

time discussing a patient’s drinking with him. It

was easier, as a medical intern and resident, to do

as I had been taught: to ignore the alcoholism and

attend to the medical complications.

KENNETH H. WILLIAMS, M.D., Assistant Pro-

fessor of Psychiatry and Medicine, University of

Pittsburgh.

Read at Conference on Teaching of Alcoholism in

United States Medical Schools, sponsored by Brown
University Program in Medicine, January 31 and

February 1, 1975, Providence, Rhode Island.

My real education in alcoholism began at an

Alcoholics Anonymous meeting when I was a sec-

ond-year medical resident. For the first time I met a

well, recovering alcoholic—in fact, an entire room-

ful. I began to realize that all my previous experi-

ence in a hospital setting has been with alcoholics

who were sick and not making it. I met a Ph.D., a

lwayer, and a nurse that night, and my attitude be-

gan to change. I went to more Alcoholics Anony-

mous meetings and began to read about alcoholism.

A few months later I received permission to put

on a medical grand rounds on alcoholism. My inter-

est in alcoholism was encouraged by meeting with

other physicians who treated alcoholics, and I had

the experience of watching the process of recovery

in alcoholism. It was one of the most amazing

things I had ever been part of. I saw for myself

that changed family attitudes could play an im-

portant role in the recovery process.

My education in alcoholism is continuing, with

the assistance of the National Institute for Alcohol

Abuse and Alcoholism (NIAAA) and National In-

stitute for Drug Abuse (NIDA) Career Teachsr

Award. I have had opportunity to visit outstand-

ing treatment facilities and share experiences with

leaders in the field.

TEACHING AT HOUSE STAFF LEVEL

My experience as an educator in graduate medi-

cal education at the house-staff level has been

gained at two locations. At Yale-New Haven Hos-

pital I participated in the development of a four-

part program which included an in-patient rehabil-

itation unit, an emergency room project, Alcoholics

Anonymous meetings, and alcoholism consultation.

(Continued on next page)
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Whenever they were asked for assistance, a multi-

disciplinary team helped the house-staff in manag-

ing an alcoholic patient. Some requests were for

assistance in managing acute withdrawal; some-

times we worked with the patient’s denial or

to effect a disposition which had some chance

of helping the patient's recovery. As often

as possible, we tried to keep the patient in

treatment, either at a state-sponsored alcoholism

clinic or at a half-way house.

We had difficulty referring patients from the hos-

pital to a clinic, although we introduced the pa-

tient to his counsellor and set a specific time and

date for the post-hospital visit. In one year I saw

more than 100 patients; fewer than 10 per cent

showed up for their first visit at the state clinic.

Subsequently I started my own out-patient clinic

at the hospital, and I found that more than half of

the in-patients referred kept their first appointment.

The most successful part of the program at Yale

was the AA meetings. Here is, at the same

time, the most effective treatment resource for

the patient and an effective educational ex-

perience for the many house staff members and

other students who visited the meeting. Dur-

ing my four years at Yale, several hundred

n-patients were exposed to the AA experi-

ence and many found sobriety. Whenever pos-

sible we attempted to have recovering alchoholic

patients return to visit the staff in the hospital

who had cared for them.

My experience at tre University of Pittsburgh

School of Medicine, has been different in

several respects. My activities have been pri-

marily with psychiatric residents in a psychiatric

facility. For, while my faculty appointment at the

University is in both internal medicine and psy-

chiatry, my office and primary appointment is with

the Department of Psychiatry. I began, as I had

in New Haven, by wrorking with AA. We managed

to get a regular weekly meeting started in the psy-

chiatric hospital. After presenting an educational

conference to the entire staff, I held seminars

series on alcoholism to which I invited the

psyhciatric residents. The only time available

was Saturday morning, and I was advised not

to be surprised if no one came — but over

half of them did.

The psychiatric house staff consisted of in-

terns and first, second, and third year resi-

dets. They came from various medical cen-

ters. I suspectel that their level of under-

standing of alcoholism would vary greatly; so

in the initial session I gave a quiz asking

basic questions about alcoholism and its treat-

ment, how many alcoholic patients they had seen in

the last month, and what they wished to be covered

in the remainder of the seminar. The results of the

survey showed a consistently low level of under-

standing about alcoholism and its treatment. The
house staff stated that they conisdered alcoholism

to be of “less than average” importance in the field

of psychiatry; only four of the residents were able

to give an acceptable definition of alcoholism; less

than half gave an adequate definition of “addiction”

or “tolerance.”

EDUCATIONAL PROGRAM
Using these results I designed an educational

program around those aspects in which there

seemed to be the greatest lack of knowledge and

those in which they had expressed the most in-

terest. In seminars and readings we covered etiol-

ogy, natural history of the disease, methods of

diagnosis, and alcohol as a drug. We spent one

session on practical treatment of the alcoholic by

the psychiatrist, emphasizing utilization of AA and

Antabuse.®

I was told later that some had come to

the seminars initially out of curosity, but at-

tendance and interest grew. By the last seminar

we had a moderately interested group, anxious to

discuss practical patient management problems.

Three of the 17 participants have requested that

they spend their elective or research time with the

alcoholism program.

Although I now provide three hours of intro-

ductory material on alcoholism to new residents,

most of my subsequent educational experiences with

the psychiatric staff have attempted to focus on

clinical work with patients. In providing consulta-

tion to the hospital I have watched the number of

patients diagnosed as alcoholic increase until

they now comprise between 10 to 20 per cent

of all in-patients (I they were there all the

time, but were not diagnosed as alcoholics).

Requests for assistance in clinical manage-

ment of hospitalized alcoholics have far out-

stripped my ability to respond, and I have begun

to hire additional clinical staff. All residents now

spend one morning a week in the program for four

months. In this period I attempt to put them in

clinical contact with alcoholics and to have them

follow at least one patient's progress over the four-

month period. They are involved in family confer-

ences and group sessions. We have made visits to

several of the alcoholism treatment facilities
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in the community, and each resident attends

at least two AA meetings. They learn to use

Antabuse® and not to prescribe minor tran-

quilizers routinely on an out-patient basis. Above

all each resident can watch an alcoholic patient

recover and feel that he has been part of that

recovery process.

PATIENT CARE APPRAISAL

Coming to a new medical center — and not

knowing the level of medical care afforded alcoholic

patients — my initial approach was to evaluate

current practice at the General Teaching hos-

pital in regarl to alcoholism. The medical rec-

ords of 100 patients, all diagnosed as alco-

holics, were evaluated to determine whether

the care reflected in the record fulfilled eacr

of 45 patient-management criteria thought to

be important in general hospital care of the alco-

holic patient.*

None of the records reviewed met all 45

indicators for good patient management; only

5 per cent met the 10 criteria designated as

“more important.” The records were least adequate

in respect to history, only 1 per cent fulfilling all

historical criteria. Less than 25 per cent of the

records contained a positive or negative history of

the use of other sedative drugs; less than one-third

recorded the duration of the most recent drinking

episode.

In more than half the cases there was no record

of patient counselling or education in alcoholism,

one of the “more important” criteria. In 30 per

cent of the charts physical restraints were

used in treating the alcoholi witrdrawal syn-

drome. Only a little more than half of the

alcoholics had had a tuberculin skin test, and

one-third of the records had no indication of liver

size as a result of a physical examination. It was

reassuring that 90 per cent of the patients evaluated

had been discharged with all sedative or hypnotic

drugs discontinued.

The discharge criteria were met in 65 per cent of

the cases examined, but the disposition of patients

at discharge suggested that the needs of the alco-

holic patient after discharge were not being met.

The majority of hospitalized alcoholics were dis-

charged to out-patient medical clinics for follow up

care, but interviews with the director of the out-

patient clinics and the social service department in-

*A copy of: “Alcoholism: Guidelines for Patient Care

Appraisal” May be obtained from: Office of Exter-

nal Affairs, Biology and Medicine, Box G, Brown
University, Providence, Rhode Island 02912.
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dicated that the clinics were concerned almost ex-

clusively with medical problems, rather than al-

coholism: I estimate that more than 90 per cent

of the alcoholic in-patients at our university hos-

pital were discharged without follow up for their

major problem, alcoholism.

In general, historical and physical examination

records were more complete when the patient was

cared for by the house staff team rather than by

a private physician. Care for the alcoholic patient

seemed better on the medical than the surgical div-

isions.

Our study also revealed a major problem in

recognizing or diagnosing the alcoholic: of all pa-

tients admitted to our university general hospital,

fewer than 2 per cent are given a final discharge

diagnosis which includes alcoholism. From previous

studies we would have expected the incidence of al-

coholism to be between 13 and 40 per cent. In an

additional review of 50 charts of patients not di-

agnosd as alcoholic but with various types of liver

disease, the medical history strongly suggested a

diagnosis of alcoholism in more than 25 per cent.

ALCOHOLISM AS A PROBLEM
Evaluation of patient-care management of the

hospitalized alcoholic at our hospital showed that

medical care for the consequences of alcoholism

was generally good, but that care for the problem

of alcoholism was unsatisfactory. Inadequate al-

cohol histories, failure to counsel the alcoholic, in-

ability to identify the alcoholic, and failure to pro-

vide adequate follow up care for alcoholism —
these appeared to be the major shortcomings.

I plan to establish a multidisciplinary com-

mittee of health professionals interested in alco-

holism. Shortly we shall initiate Alcoholics Anony-

mous meetings at the general hospital, and

I shall be working with the hospital admin-

istration to hire alcoholism counsellors to work

on the patient-care divisions. I have been

asked to present medical grand rounds at two

of the general hospitals within the medical center,

and I shall attempt to outline specifically how to

recognize the alcoholic patient and what the phy-

sician should do after identifying the problem. The

educational program with the house staff will em-

phasize the deficiencies noted in our study.

In my talks to practicing physicians I discuss

alcoholism as a disease, review pharmacological as-

pects of alcohol as a drug, and cover practical

suggestions in patient management.* Whenever pos-

*See Appendix (p.) : “Ten Suggestions for Office

Management of the Alcoholic Patient.”

(Continued on page 404)
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V. Brown University Alcoholism Conference: A
Summary Of The Discussions

Clear Objectives Are Acceptance Of Per-

sonal Responsibility By Physicians And
Incorporation Of A Respectable Re-
search Component

By Pierre M. Galletti, M.D., Ph.D.

Following each formal presentation, time was

allotted for questions and general discussion. As

might be expected, the questions were plentiful and

the ensuing discussion was spirited. Certainly, this

conference — with the nation's leading advocates

of education in alcoholism as participants •— proved

that there still is no established “dogma” in teach-

ing and training in alcoholism as part of a medical

school education.

The questions posed in the Introduction are

generally representative of the questions restated

by the participants; the answers, included in this

summary of the discussions, reflect the group's con-

census. We recognize at this time that there are no

truly definitive answers, but we are encouraged by

the obviously sincere desire of all participants to

push forward toward an educational program which

will help solve one of the nation's most widespread

medical problems.

With the general acceptance among American

medical schools of a multidisciplinary organ-ori-

ented presentation of physiopathology, time — and

the desire — for the recognition of topics which do

PIERRE M. GALLETTI, M.D., Vice President,

Biology and Medicine, Brown University, Provi-

dence, Rhode Island.

Read at Conference on Teaching of Alcoholism in

United States Medical Schools, sponsored by Brown
University Program in Medicine, January 31 and
February 1, 1975, Providence, Rhode Island.

not find a comfortable habitat among the organ-

oriented courses, have become increasingly difficult

to find. Among such topics alcoholism must be

granted a major position.

For all its advantages today’s widely accepted

approach to the medical school curriculum still

tends to direct students toward specialty training.

As a group, participants in this conference seemed

acutely aware of the need to achieve curricular ac-

ceptance for alcoholism. A significant portion of

both formal presentations and informal discussions

was devoted to a search for the most effective ap-

proach toward achieving a coherent program within

the present structure of medical education in the

United States.

STYLE

Some medical schools take a very formal ap-

proach, with compulsory lectures and even a course

manual. Other schools rely on the elective approach

to arouse interest in alcoholism. The jargon of

guerilla warfare is frequently used to describe the

“infiltration” of the curriculum.

Some participants emphasized the need for knowl-

edgeable and dedicated faculty to serve as “role

models”; others pointed out that the program would

not succeed unless the medical school administra-

tion is openly and firmly committed to it.

There was consensus that the teaching of alco-

holism could not be relegated to psychiatry alone,
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but that it must be made a realistic part of other

disciplines within the curriculum.

Finally, there was a clear insistence by the con-

ference participants that a successful program on

alcoholism must achieve scholarly credibility among
faculty as well as students.

THE LEVEL OF EDUCATION AT WHICH A
PROGRAM SHOULD BE FOCUSED

To be effective, a program on alcoholism must

be organized longitudinally throughout the continu-

um of undergraduate and graduate medical study.

Brown University, it was pointed out, has a rare

opportunity to accomplish this since two-thirds of

its medical students attend the University imme-

diately from high school and can, therefore, relate

to the medical faculty from their first year in col-

lege. This college-medical school relationship, which

Brown shares with only a few other universities,

provides an unusual opportunity to blend the social

perspective with the scientific before the student

becomes so emotionally involved in ‘‘learning med-

icine” that broader considerations of public health

seem, for a time, less relevant.

The suggestion was made that summer fellow-

ships be made available to beginning medical stu-

dents, even before they have taken a course in

physical diagnosis, to capitalize on their early in-

terest and dedication. Clearly, a program on alco-

holism must address itself to the residents and fel-

lows in a teaching hospital. Warnings were received,

however, that a focus on residents might too easily

become a ‘‘cop out,” neglecting the education and

participation of the general faculty and attending

staff who, ultimately, are responsible for the tenor,

the philosophy, and the orientation of care in a

teaching hospital.

Great importance was placed on the involvement

of non-M.D. hospital personnel in the program -

—

particularly women, since they seem to have a more

natural non-judgmental attitude toward the alco-

holic patient. Participants stressed the value of

enlisting the aid of persons who are involved with

alcoholism treatment or rehabilitation outside of the

formal hospital framework. Contacts with Alcohol-

ics Anonymous and similar organizations, therefore,

should prove valuable in formulating a curriculum.

EMPHASIS

Participants agreed that an alcoholism program

to be educationally successful must offer a useful

skill within the hospital setting; this will do more

to convince faculty and attending physicians of its

value than any series of lectures and seminars. Yet,

there certainly must be more to any medical school

activity than simply providing something “useful.”

To have a lasting effect on the student — and, thus,

on the advancement of medicine itself — education

on alcohol aldiction and the treatment of alcohol-

ism must also include a scholarly component which

will attract and retain the students’ interest and

encourage them toward constructively critical think-

ing. In this field — as in all others -—
- there are

orthodoxies which must be challenged, and experi-

ence suggests that there is no view more difficult

to eradicate than a conservative dogma on a lib-

eral issue.

CONCLUSION
Brown University is grateful to the conference

participants for offering their wisdom and experi-

ence to our new medical school. The faculty will

reflect on all suggestions and opinions presented

during the conference and will now move more

confidently and positively in consideration of the

particular requirements and aims of this Univer-

sity.

Two objectives already are clear:

1.

)
In the short term — to develop an educational

program which will encourage each physician

to accept some personal responsibility in the

treatment of the alcoholic.

2.

)
In the long term — to extend the alcoholism

program to incorporate a respectable research

component, increasing our understanding of the

causes and mechanisms of alcoholism and en-

hancing the quality of future therapy.

APPENDIX

Ten Suggestions for Office Management of the

Alcoholic Patient

. 1.) Maintain a non-judgmental, objective atti-

tude.

2.

) Complete a thorough evaluation by history and

physical examination to establish the diagnosis,

and plan treatment; look for disease compli-

cations.

3.

)
Consider hospitalization to break the addictive

cycle and to treat progressive medical compli-

cations.

4.

)
Infoim the patient of your findings.

5.

) Utilize Alcoholics Anonymous (AA).

6.

)
Involve the family — utilize Al-Anon and

Alateen.

7.

)
Consider prescribing disulfiram (Antabuse®).

(I.) not until 24 hours after last alcohol in-

gestion.

(2.) only with patient's (and family’s) knowl-

edge and consent.

(Continued on page 405)
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Editorials

ALCOHOLISM IN
This issue of the Journal is devoted to a series

of papers on “Teaching of Alcoholism in United

States Medical Schools’’ delivered at a symposium

sponsored by the Brown University Program in

Medicine. The purpose of the conference was to

define not only the role of medical schools in gen-

eral in confronting this national epidemic, but

more specifically that of Brown University during

the formative years of its Medical Program. There

appears to be an inviting opportunity at Brown to

seek new approaches unhampered by long estab-

lished departmental rigidities. What is the existing

situation in Rhode Island which will provide a

milieu for this venture?

Although Rhode Island is small, its incidence

of alcoholism is large. According to several ac-

counts it ranks third in the nation in the incidence

of alcoholism, with only Nevada and California

ranking higher. At least one of every 17 Rhode

Islanders is an alcoholic. Despite this high inci-

dence there is not a single detoxification center

within the city of Providence. The general hospitals

usually refuse to accept alcoholics for treatment

of their alcoholism, but rather refer such cases to

the State Institute of Mental Health at the Rhode

Island Medical Center. Most detoxification in the

state is being done there. The Center has both

inpatient and outpatient clinics operated by the

State Division of Alcoholism. There are no private

facilities for detoxification in the whole of Rhode

Island. The federal programs in the state are di-

rected to prevention and the occupational aspects.

There are several alcoholism programs listed with

the Council for Community Services, such as that

at the Cranston Health Center, Halfway House in

Pawtucket, and the Hope Council on Alcoholism

and Talbot House in Providence. The mental health

centers in Newport and Woonsocket have been in-

terested in developing treatment programs, as has

Butler Hospital in Providence. Butler Hospital is

currently seeking one million dollars in federal aid

to establish an alcoholic treatment program. Ac-

RHODE ISLAND
cording to press reports Kent County Memorial

Hospital has also expressed interest in becoming

involved with the problem. There are currently

some 61 active Alcoholics Anonymous groups in

Rhode Island.

This listing, which may well not be complete,

gives a picture of somewhat scattered, if not sket-

chy, resources for this very large problem. The
state’s insistence that Butler’s program be coordin-

ated with other statewide programs, and Providence

Mayor Vincent A. Cianci's request for a state grant

to develop a comprehensive network of alcoholic

treatment facilities in Providence both emphasize

the need for better coordination as well as greater

resources.

A recent editorial in JAMA on the subject of

“Susceptibility to Dependence on Alcohol” outlines

the three principal theories of chemical dependence.

The first. Psychological, proposes that there is an

addictive personality. The second, Genetic-Bio-

chemical, postulates an inborn biochemical pro-

pensity. The third, Dose-Time Relationships, hy-

pothesizes that everyone is susceptible to physical

dependence if he or she takes large enough quanti-

ties for a sufficiently long period of time. The edi-

torial suggests that all three theories may apply

in certain individuals and settings and that identi-

fication of individuals in the various groups prior

to the development of dependence may prove to be

a feasible approach to prevention.

The role of Brown University, it would seem,

may well be threefold: 1. teaching of the treat-

ment and recognition of alcoholism to students and

residents, 2. research into the causes and mechan-

isms of alcoholism, and 3. coordination under aca-

demic auspices of a chain of treatment, research,

and diagnostic centers for both acute and chronic

alcoholism.

There is a genuine opportunity, and this sym-

posium indicates that Brown is ready to accept the

challenge.

UNITED WAY
Published elsewhere in this issue is an eloquent

plea for support from the Medical Department

Chairman of the 1975 United Way Campaign.

Physicians should be aware of the importance

to community welfare of the 123 member agencies.

In our daily activities we lean heavily on them to

$
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assist our patients and their families in moments

of need and stress.

We urge our members to review their annual

giving in the hope that they will be able to do a

little better this year.
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Editor’s Mailbox
UNITED WAY

To the Editor:

The United Way of Southeastern New England

cites its current situation with a plea for “extra

effort in these times of economic stress to meet

significant human need ... by those who possibly

can.”

As Medical Department chairman for the 1975

United Way campaign, I believe that statement

particularly relevant for physicians -— those who

can, and must, be acutely aware of responsibilities

towards human need.

The United Way human service programs are

faced with severe economic problems. Due to in-

flation and over 16 per cent unemployment in

Rhode Island, there has been a 9.5 per cent cut-

back in funding for 123 member agencies for the

current year, plus a reduction in United Way staff.

And nearly 20 per cent of United Way monies are

directed towards health related services!

When we met with Doctor Stephen Hoye, The

Rhode Island Medical Society president, he ex-

pressed his personal involvement with the upcom-

ing United Way campaign and assured us that he

would do everything in his power to assure a rep-

resentative, “fair share” pledge from the medical

profession.

Area physicians increased pledges by 22 per cent

last year. A recent national survey of medical giv-

ing ranked Rhode Island 209th in a review of

501 United Ways. That level of generosity is not

to be rested upon as a laurel of honor, but rather

should serve as an incentive for doctors to increase

their personal sacrifice is 1975.

After mapping campaign plans with William H.

Heisler, general chairman for the United Way of

Southeastern New England, I and all the staff felt

inbued by his dedication and leadership.

I feel confident that when you are asked to con-

tribute by Mr. Heisler's volunteers, the same pos-

itive attitude will be felt. I’m certain that physi-

cians will follow their historical heritage and place

human need as a foremost priority, despite their

own personal financial demands.

H. Nord Kitchen, Chairman

United Way Medical Department

See Editorial page 398. Ed.
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UNIFIED AMA MEMBERSHIP
To the Editor:

This letter concerns the editorial entitled “The
AMA and You” which appears on page 315 of the

latest issue of the Rhode Island Medical Journal.

First of all, let me say that I have belonged to

the AMA throughout my professional career and
I am concerned about continuing my membership
for the following reasons.

1 ) Before Medicare came on to the scene about

ten years ago, the AMA did a very good job

of informing the medical profession about this

event and its possible consequences. However,

exactly the opposite occurred when PSRO
came along. The bill was filed, the law was on

the books and hardly any doctor knew about

this because the AMA did not keep us in-

formed.

2 ) The recent malpractice problem is another ex-

ample of the AMA not keeping doctors in-

formed. Rhode Island was the twenty-fifth

state where “claims made” policies were recom-

mended anl yet this event happende in the

other twenty-four states without any profes-

sional publicity by the AMA.
3 ) The forthcoming dues increase in the AMA

relates to how the money ih spent. It is ques-

tionable whether or not money should be

given to politicians and whether or not lobby-

ing is in the best interest of increasing the

efficiency and availability of medical care. The

most graphic example of this is giving Rep-

resentative Beard $1,500 only to have his re-

fusal printed on the front page of the paper.

4) The publications of the AMA have lost their

quality. The loss of Doctor Mosher was very

regrettable and certainly not in the best in-

terest of the educational journals published

by the AMA. The only good thing about the

AMA publications is that Prism will no longer

be published.

5) The alternative to the AMA which is not men-

tioned in the editorial is that of a physicians'

union wrich, as with the AMA, has its advan-

tages and disadvantages.

In conclusion, I feel that joining the AMA
(Continued on next page)

(For Editor’s Reply see next page)

z
Editors Mailbox 399



should be a personal decision and not a blind

allegiance.

John R. Stuart, M.D.

Coordinator Surgical Services

Roger Wms. Gen. Hospital
* * *

UNIFIED AMA MEMBERSHIP (Coin’d)

These live criticisms of the AMA do not address

the question of whether a strong, unified profes-

sion is something doctors want. This is the central

issue. It appears that the writer feels no restric-

tion in freedom to criticize the AMA, and no one

has ever asked for blind allegiance. Physicians is

the unified states do not hesitate to voice their

opinions about specific AMA policies or activities,

and year after year they continue to support each

level of organized medicine. They too have made

a personal decision — to join organized medicine

or carry their share, or not join, and let others

carry the load.

The first two criticisms regarding the lack of in-

formation on PSRO and malpractice insurance are

somewhat baffling to those who have spent the last

two years reading about little else. AM News has

devoted vast amonuts of space to trese issues. The

AMA Task Force on Professional Liability traveled

thousands of miles and distributed reams of ma-

terial on the crisis of professional liability insur-

ance. Well over half the states have used the AMA
model legislation to enact malpractice laws. Mean-

while. the same group has developed the concept

of the AMA reinsurance company that has been

approved by the House of Delegates and the Board

of Trustees.

The third criticism regarding funding of politi-

cians is probably based upon erroneous informa-

tion disseminated by the public media. Literally

not one penny of AMA dues money has ever gone

to a political campaign. The American Medical Po-

litical Action Comittee (AMPAC) receives solely

voluntary contributions from physicians and

spouses and is a separate corporate entity from the

AMA.
As for the contribution to Representative Er-

ward Beard’s campaign, there was solid logic be-

hind such an offer of assistance. Beard has been

known for going to the media whenever he encoun-

tered a complaint from the people. He encourages

this type of communication. It was natural to as-

sume that a number of reasons, some of them

cranks, would write to and call Mr. Beard com-

plaining about some facet of medical care. In such

cases, the RIMS can be and has been of assistance.

If Mr. Beard were to go to the press instead of

the medical society every time he heard a com-
plaint, he could generate a great deal of publicity

and the medical profession could and would be un-

justly accused of something. The offer of campaign

assistance to Beard was merely an attempt to let

him know of our existence and that the RIMS
stands ready to give attention to a complaint from

the public. RIMPAC made the contribution and the

press exaggerated his refusal out of all proportion

( after he had previously said he would be delighted

to have the assistance)

.

Only one-half of one per cent of AMA’s budget

goes to maintain its lobbying staff with well over

80 per cent devoted to scientific medicine. The
AMA does indeed lobby and lobbies effectively. It

has lobbied for emergency medical services, new
rural health care programs, better medical care for

Indians, funding for maternal and child health

care programs, increased funding for medical

schools, and much other legislation designed to

improve the delivery of medical care. It has also

lobbied against legislation, such as the Health Man-
power Bill, which had a provision for federal con-

trol of residencies and another provision which

would force medical students to pay back federal

money given to medical scrools.

The fourth criticism regarding the quality of

AMA publications may or may not be valid de-

pending upon whom you ask. The Board of Trus-

tees has heard strong opinions on both sides of the

question. It is, however, devoted to providing first

rate scientific information to its membership. Doc-

tor Moser, the Editor of JAMA, left the AMA staff

because he felt he could not accept the proposed

budget restrictions, which were quite general

throughout the AMA administrative structure.

There was no disagreement over editorial content.

The fifth criticism, which suggests that a phy-

sicians’ union would perhaps represent the pro-

fession better than the AMA, reflects a widely

shared desire for organized medicine to be more

aggressive in protecting physicians’ interests. The

AMA has recognized these expectations by official

policy and by its actions. The AMA lawsuit against

the controversial untilization review regulations has

resulted in the withdrawal of these regulations. It

has also filed suit against the MAC regulations, and

further suits are contemplated. The AMA is the

only organization with sufficient resources and clout

to do this job for the profession.

Editor
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II. KEYNOTE ADDRESS: HOW
FUTURE PHYSICIANS MUST SEE

THE ALCOHOLIC
(Continued from page 390)

run the danger of aspiration pneumonia. Alcoholics

may resist anethesia, or after anesthesia may suffer

prolonged respiratory depression. In addition to

presenting problems during surgery, alcoholism is

a causative factor in many problems which lead to

surgery: i.e., cirrhosis of the liver, traumatic in-

jury, and chronic pancreatitis. Multiply all these

problems by the fact that 8 to 15 per cent of all

patients admitted to general hospitals are alcoholics

and that a large number of them are there for

surgery.

ROLE OF MEDICAL EDUCATION
Obviously, medical practice and medical educa-

tion cannot be complete unless alcoholism is ac-

tively acknowledged. This acknowledgement could

be given not only in advanced medical courses, but

also in the basic sciences such as physiology and

biochemistry.

But, while the student should come to under-

stand alcoholism in its different forms and ramifi-

cations, his orientation should not be exclusively

medical. He should understand alcoholism in human

as well as medical terms. Indeed, he cannot truly

be a physician unless he also is a humanist. Let

him know, for example, the troubles beneath the

alcoholism which have driven men to Skid Row.

But also let him know that only 5 per cent of the

nation’s alcoholics are on Skid Row — that most

of them want to make some adjustment to the

world and that one of every five or six patients

he will be seeing in his office will be an alcoholic in

some form or degree.

Let the student know that alcoholism is a medical

sickness. But also let him know that it also is, as

Doctor Karl Menninger has said, “a suicidal flight

from disease; a disastrous attempt to the self-cure

of an unseen inner conflict, aggravated, but not

primarily caused, by external conflict. It is literally

true that the alcoholic does not know why he

drinks.” Let the student recognize that, because

alcoholism involves that elusive inner conflict, its

treatment can be hardl and slow and frustrating.

But let him also realize that medicine must be

seen in terms of patients and not simply in terms

of diseases. Unless he develops this realization as a

student, he is unlikely to acquire it later.

ALCOHOLISM IN STUDENTS FUTURE

Let him know that, if he becomes a corporation

staff physician or consultant, he must face possible

alcoholism at every level — from office boy to top

executive. He should be prepared to hold seminars

and give consultations on the problem, in accord-

ance with the enlightened attitude which more and

more companies have been assuming. Let the stu-

dent be exposed to various viewpoints and insights

on the alcoholic — from the social worker, the

clergyman, the judge, or the law-enforcement officer.

In short, let him see the alcoholic as a “whole

man.” Let him see the alcoholic as one of the rep-

resentative figures of a troubled society that is the

ultimate beneficiary of each patient’s cure. In ad-

dition, let the future physician see himselj as a

whole who may have a disposition toward alcohol.

Studies have also shown that doctors, because of

their personal backgrounds and occupational pres-

sures, may have a righer rate of alcoholism than

their patients. The medical student will be stronger

as a human being and as a future physician if he

realizes that the medical weaknesses he encounters

may also be his own. He must perceive his bond

to the struggles within his future patients as well as

to the struggles of the world beyond those patients.

James B. Conant, former president of Harvard,

said: “The great universities of the world have

been more often fields of battle than ivory towers

of contemplation.” I hail your determination as

educational strategists against the alcoholic prob-

lem, and I hail your zeal to do battle against that

great enemy — an enemy which is all the greater

because it is within man himself.

^ ^ ^
ONE SENTENCE ESSAY

I’ve been rich and I've been poor, and rich is

better.

. .
. Joe E. Lewis, Comedian

MEDICAL MALPRACTICE INSURANCE AND
UMBRELLA LIABILITY INSURANCE

For No Obligation Quotations or Assistance

CALL 751-3312

LEN DiPRETE

DUNCAN B. CAMPBELL CO.

9 So. Angell Street

Wayland Square, Providence, R.l.
f

Happy to make Home or Office Visits or give

?hone Quotations
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secretory volume and resting total and
free acid.

"Analgesic" action— Pro-BanthTne helps

to control the acid-spasm-pain complex.

Vigorous anticholinergic action—
Pro-BanthTne® Vials, 30 mg., are for

intramuscular or intravenous use when
prompt and vigorous anticholinergic

action is required.

Mild anticholinergic action —
Pro-BanthTne® Half Strength, 7.5 mg.
tablets, for more exact adjustment of

maintenance dosage in mild to

moderate gastrointestinal disorders.

Pro-Banthfne
(propantheline bromide)

agood
option

pepticin
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iantanol
sulfamethoxazole)

ID.
>ur tablets (0.5Gm each) STAT-

en 2 tablets D.I.D. for 10-14 days

asic therapywith
onvenience for

:cute nonobstructed
ystitis

Before prescribing, please consult complete
product information, a summary of which follows:

Indications: Acute, recurrent or chronic non-
obstructed urinary tract infections (primarily pyelo-
nephritis, pyelitis, and cystitis), due to susceptible
organisms. Note: Carefully coordinate in vitro sulfon-

amide sensitivity tests with bacteriologic and clinical

response; add aminobenzoic acid to follow-up cul-

ture media. The increasing frequency of resistant

organisms limits the usefulness of antibacterials,

including sulfonamides, especially in chronic or re-

current urinary tract infections. Measure sulfon-

amide blood levels as variations may occur; 20 mg/
100 ml should be maximum total level.

Contraindications: Sulfonamide hypersensi-
tivity; pregnancy at term and during nursing period;

infants less than two months of age.
Warnings: Safety during pregnancy has not been

established. Sulfonamides should not be used for

group A beta-hemolytic streptococcal infections and
will not eradicate or prevent sequelae (rheumatic
fever, glomerulonephritis) of such infections. Deaths
from hypersensitivity reactions, agranulocytosis,

aplastic anemia and other blood dyscrasias have been
reported and early clinical signs (sore throat, fever,

pallor, purpura or jaundice) may indicate serious

blood disorders. Frequent CBC and urinalysis with
microscopic examination are recommended during
sulfonamide therapy. Insufficient data on children

under six with chronic renal disease.
Precautions: Use cautiously in patients with

impaired renal or hepatic function, severe allergy,

bronchial asthma; in glucose-6-phosphate dehydro-
genase-deficient individuals in whom dose-related

hemolysis may occur. Maintain adequate fluid intake

to prevent crystal luria and stone formation.
Adverse Reactions: Blood dyscrasias (agran-

ulocytosis, aplastic anemia, thrombocytopenia,
leukopenia, hemolytic anemia, purpura, hypopro-
thrombinemia and methemoglobinemia); allergic

reactions (erythema multiforme, skin eruptions, epi-

dermal necrolysis, urticaria, serum sickness, pruritus,

exfoliative dermatitis, anaphylactoid reactions, peri-

orbital edema, conjunctival and scleral injection,

photosensitization, arthralgia and allergic myocardi-
tis); gastrointestinal reactions (nausea, emesis,
abdominal pains, hepatitis, diarrhea, anorexia, pan-
creatitis and stomatitis); CNS reactions (headache,
peripheral neuritis, mental depression, convulsions,

ataxia, hallucinations, tinnitus, vertigo and insomnia);
miscellaneous reactions (drug fever, chills, toxic

nephrosis with oliguria and anuria, periarteritis no-

dosa and L.E. phenomenon) . Due to certain chemical
similarities with some goitrogens, diuretics (aceta-

zolamide, thiazides) and oral hypoglycemic agents,

sulfonamides have caused rare instances of goiter

production, diuresis and hypoglycemia as well as

thyroid malignancies in rats following long-term
administration. Cross-sensitivity with these agents
may exist.

Dosage: Systemic sulfonamides are contrain-

dicated in infants under 2 months of age (except

adjunctively with pyrimethamine in congenital toxo-

plasmosis).
Usual adult dosage: 2 Gm (4 tabs or teasp.)

initially, then 1 Gm b.i.d. or t.i.d. depending on sever-

ity of infection.

Usual child's dosage: 0.5 Gm (1 tab or teasp.)/

20 lbs of body weight initially, then 0.25 Gm/20 lbs

b.i.d. Maximum dose should not exceed 75 mg/ kg

/

24 hrs.

Supplied: Tablets, 0.5 Gm sulfamethoxazole;

Suspension, 0.5 Gm sulfamethoxazole/ teaspoonful.

r \ Roche Laboratories

ROCHE > Division of Hoffmann-La Roche Inc.

/ Nutley, New Jersey 07110

• Effective against susceptible E. coli ,

Klebsiella -Aerobacter , Staph, aureus .

Proteus mirabilis and, less frequently,

Proteus vulgaris



azide
makes sense

Each capsule contains 50 mg.
of Dvrenium® (brand of triamterene)

and 25 mg. of hydrochlorothiazide.

Forlong-termcontrolofhypertension
5

Before prescribing, see complete prescribing in-

formation in SK&F literature or PDR. The following
is a brief summary.

* WARNING
This fixed combination drug is not indicated for

initial therapy of edema or hypertension. Edema
or hypertension requires therapy titrated to the
individual patient. If the fixed combination rep-
resents the dosage so determined, its use may
be more convenient in patient management. The
treatment of hypertension and edema is not
static, but must be reevaluated as conditions in

each patient warrant.

* Indications: Edema: That associated with congestive
heart failure, cirrhosis of the liver, the nephrotic
syndrome; steroid-induced and idiopathic edema;
edema resistant to other diuretic therapy. Mild to

moderate hypertension: Usefulness of the triam-

terene component is limited to its potassium-sparing
effect.

Contraindications: Pre-existing elevated serum po-

tassium. Hypersensitivity to either component. Con-
tinued use in progressive renal or hepatic dysfunction
or developing hyperkalemia.

Warnings: Do not use dietary potassium supple-
ments or potassium salts unless hypokalemia de-
velops or dietary potassium intake is markedly
impaired. Enteric-coated potassium salts may cause
small bowel stenosis with or without ulceration.

Hyperkalemia (>5.4 mEq/L) has been reported in

4% of patients under 60 years, in 12% of patients over

60 years, and in less than 8% of patients overall.

Rarely, cases have been associated with cardiac ir-

regularities. Accordingly, check serum potassium
during therapy, particularly in patients with sus-

pected or confirmed renal insufficiency (e.g., elderly
or diabetics). If hyperkalemia develops, substitute a

thia/ide alone. If spironolactone is used concomi-
tantly with Dvazide. check serum potassium fre-

quently— both can cause potassium retention and
sometimes hyperkalemia. Two deaths have been
reported in patients on such combined therapy (in

one, recommended dosage was exceeded; in the
other, serum electrolytes were not properly moni-
tored). Observe patients on 'Dvazide' regularly for

possible blood dyscrasias, liver damage or other idio-

syncratic reactions. Blood dyscrasias have been re-

ported in patients receiving Dyrenium (triamterene,

SK&F). Rarely, leukopenia, thrombocytopenia,
agranulocytosis, and aplastic anemia have been
reported with the thiazides. Watch for signs of im-

pending coma in acutely ill cirrhotics. Thiazides are
reported to cross the placental barrier and appear in

breast milk. This may result in fetal or neonatal

hyperbilirubinemia, thrombocytopenia, altered
carbohydrate metabolism and possibly other ad-

verse reactions that have occurred in the adult. When
used during pregnancy or in " omen who might bear
children , weigh potential benefits against possible

hazards to fetus.

Precautions: Do periodic serum electrolyte and BUN
determinations. Do periodic hematologic studies

in cirrhotics with splenomegaly. Antihypertensive
effects may be enhanced in postsympathectomy

patients. The following may occur: hyperuricemia
and gout, reversible nitrogen retention, decreasing
alkali reserve with possible metabolic acidosis, hyper-

glycemia and glycosuria (diabetic insulin require-

ments may be altered), digitalis intoxication (in

hypokalemia). Use cautiously in surgical patients.

Concomitant use with antihypertensive agents may
result in an additive hypotensive effect. 'Dyazide'

interferes with fluorescent measurement of

quinidine.

Adverse Reactions: Muscle cramps, weakness, diz-

ziness, headache, dry mouth; anaphylaxis; rash,

urticaria, photosensitivity, purpura, other derma-
tological conditions; nausea and vomiting (may in-

dicate electrolyte imbalance), diarrhea, constipation,

other gastrointestinal disturbances. Necrotizing

vasculitis, paresthesias, icterus, pancreatitis,

xanthopsia and, rarely, allergic pneumonitis have
occurred with thiazides alone.

Supplied: Bottles of 100 capsules; in Single Unit

Packages of 100 (intended for institutional use only).

SK&F Co., Carolina, P.R. 00630
Subsidiary of SmithKlme Corporation

‘DYAZIDE’
Justonce ortwice dailyformaintenance,
tydrochlorothiazide to help keep

blood pressuredown and triamterene

to help keep potassium levels up.



III. ON UNDERGRADUATE
EDUCATION: ALCOHOLISM
EDUCATION IN A MEDICAL

SCHOOL
(Continued from page 392)

by six to ten professionals and students. This type

of group experience for residents in psychiatry and

students in social work is essential if they are going

to treat alcoholics. Not all alcoholics feel comfor-

table in A A meetings, yet they may thrive in group

therapy. A planned training program in this activity

would assign a psychiatric resident and a social

worker to act as co-therapists in one group for a

few months and then to conduct their own super-

vised group for at least six months.

Although our curriculum has been developed on

an interdisciplinary basis, the actual education in

the basic facts concerning alcoholism and drug

abuse is given in the six individual schools. Alco-

holism education in the Medical School has been

more advanced and intensive. The curricula in

three of the other five professional schools are now

being developed. For the first time the Division of

Alcoholism and Drug Abuse has placed faculty-

members this year in the Schools of Social Work,

Nursing, and Pharmacy.

FOR SALE
1. B & L Deluxe Refracting Chair and stand

— almost new condition

1. B & L Ophthalmometer — new condition

1. Portable Trial lens set to 10 Diopeters —

good condition

1. Shuron Portable Projector — good condi-

tion

1. Lemay Diamond Edger Bevel and Rimless

1. A.O. Lensometer

DR. JOHN FALINO, Retired

231-441

1

- 231-5766

CURRICULUM DEVELOPMENT
During the first four years of our educational

program most alcoholism education in the Medical

School was within the psychiatric curriculum, al-

though efforts were made to incorporate it into the

appropriate tracts of the curriculum (e.g. the phar-

macology of alcoholism in a lecture by the Depart-

ment of Pharmacy). As a result, the curriculum*

which has been developed was taught by the Di-

rector of the Division, the Clinical Director of the

subdivision of Drug Abuse, and the Coordinator

of Training. In addition to the lectures and sem-

inars in the basic curriculum of some 20 hours,

the Division offers several elective seminars and

clinical assignments.

Great progress has been made in effecting posi-

tive attitudinal changes in the faculty. But these

changes were brought about only after years of in-

tensive effort. It is apparent that — as faculty

attitudes change in regard to biases formed by mis-

information, ignorance, and lack of understanding

— curricular change also will be implemented. But

courses still exist which ignore the importance of

alcoholism as the basis for certain diseases. For

example, one pathology course barely mentions al-

coholism when discussing disease of the liver. An
encouraging attitudinal change has taken place

among both medical faculty and students. In the

junior seminar on alcoholism and drug abuse, for

instance, students overwhelmingly indicated that

they were tired of our ‘‘lamenting about attitudes,”

had accepted alcoholism and drug abuse as diseases,

and wanted the course emphasis directed toward

scientific fact and clinical skills. Through student

input we have revised the course content to focus

on medical information and skills. Reinforcing this

attitudinal change is the observation that interns

who graduated in 1974 (the first group to utilize

our entire program) have a very positive attitude

toward the care and treatment of the alcoholic.

Similarly, many new faculty members are inter-

ested in changing the interdisciplinary curriculum

to include alcoholism and drug abuse education in

the appropriate tract.

The development of an alcoholism and drug abuse

curriculum in an established medical school is

fraught with many obstacles. But the satisfaction

in seeing attitudinal changes affecting the quality

of clinical treatment outweighs the struggle.

*A detailed course outline may be obtained from:
The Office of External Affairs, Biology and Medi-
cine, Box G, Brown University, Providence, Rhode
Island 02912.

September, 1975 403



IV ON GRADUATE EDUCATION:
ALCOHOLISM INSTRUCTION IN

GRADUATE MEDICAL EDUCATION
(Continued from page 395)

sible I ask a recovering alcoholic to speak, and I

leave time for questions and discussion. I always

end with a particular emphasis on the problem of

alcoholism among physicians.

In order to assess their thinking about al-

coholism I have surveyed nearly 100 prac-

ticing physicians on their knowledge and in-

terest in alcoholism. They do better in an-

swering the same factual questions about alco-

holism than did the psychiatric residents; they

are better able to define alcoholism: they gen-

erally think of alcoholism as a disease and

see it as a “very important'’ problem in the

field of medicine. But they do feel insuf-

ficiently prepared to treat the patient’s alcohol-

ism. Most have some problem in treating the alcohol

withdrawal syndrome — more than half routinely

use intravenous fluids and physical restraints, for

instance. Nearly half responded that they consider

Alcoholics Anonymous a “temperance movement,’’

and many underestimate the prevalence of alco-

holism in hospitals.

COPING WITH THE ALCOHOLIC PATIENT

Recently I undertook another small study. At a

seminar with 35 practicing physicians I gave a

pre-test and told them I wrould follow up with a

questionnaire a month later. While responses of

only half of the physicians have been returned to

date — and I hesitate to generalize from figures

which are not statistically significant — I -was

pleased to see that the doctors responded quite

favorably. They indicated that they felt more

confident in their ability to cope with the alcoholic

patient. More than half felt that the seminar had

changed their attitudes toward alcoholism and al-

coholics. Almost all agreed that it assisted them in

diagnosing alcoholism and treating the alcoholic.

Specifically, they indicated that they now would

refer their alcoholic patients to AA and refer their

families to Al-Anon or Alateen. Three-quarters of

the respondents said they would prescribe Anta-

buse,® and fewrer than one-third indicated that they

w:ould still prescribe minor tranquilizers for alco-

holics on an out-patient basis. The questionnaire

also indicated that after the conference doctors

were diagnosing alcoholism more frequentlf.

My experiences with alcoholism instruction in

grdauate medical education have served to impress

upon me that it doesn’t matter so much whether you

are educating psychiatric or fedical house staff of

practicing physicians — positive education must

often begin with attitude change. Attitude change

may begin by taking a careful look at our own

drinking practices, at the drinking of others, and

our reaction to it. Unless wre can look at these po-

( Continued on next page)

Wherever you go,

forget your telephone

calls. We II take them

for you, day or night.

MEDICAL BUREAU

of the

Providence Medical Association
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tential problem areas objectively, there is small

hope that we can be objective with the alcoholic

patient.

POSITIVE ATTITUDE ESSENTIAL
I believe the treating person must have an op-

timistic, positive, and accepting attitude toward the

alcoholic. This attitude must be based on the con-

viction that the alcoholic is not a weak and morally

bankrupt individual, but a person who has a di-

sease. It is important that the therapist convey

this acceptance and to believe honestly that re-

covery is possible. If a doctor is able to objectify

his own “hang-ups” with drinking and can accept

the alcoholic as a sick person, the path is open for

potential recovery. If a doctor can feel a part of

this remarkable recovery process, he will truly be-

come educated about alcoholism.

V BROWN UNIVERSITY
ALCOHOLISM CONFERENCE: A
SUMMARY OF THE DISCUSSIONS

(Continued from page 397)

(3.) have patient carry Antabuse® Card.

(4.) contraindicated with severe brain damage,

strongly suicidal patients, severe coronary

artery disease, etc.

(5.) Antabuse® enhances effect of Coumadin,®

inhibits metabolism of Dilantin,® and

causes side effects when administered si-

multaneously with Isoniazid (INH) or

Flagyl.®

(6.) patient to avoid alcohol-containing food

and drugs.

8.

)
Prescribe minor tranquilizers with the greatest

caution, if at all.

9.

)
Refer to specialists and alcoholism treatment

facilities.

10.

)
Utilize confrontive, yet supportive, therapy

working toward abstainance as an early goal.

PARTICIPANTS IN THE CONFERENCE
LEVI C. ADAMS
Assistant Vice President

Biology and Medicine

Brown University

STANLEY M. ARONSON, M.D.
Dean of Medical Affairs

Brown University

CHARLES E. BECKER, M.D.

Head, Div. of Clinical Pharmacology

San Francisco Gen. Hospital

WILLEM G. A. BOSMA, M.D.
Director

Div. on Alcoholism and Drug Abuse
University of Maryland Hospital

SIDNEY COBB, M.D., M.P.H.
Professor of Psychiatry and Community Health

Brown University

KIP H. COHEN
Publisher, Medical Opinion

September, 1975

JOHN A. EWING, M.D.
Professor of Psychiatry
University of North Carolina
BEN W. FEATHER, M.D. Ph.D.
Professor of Medical Science and
Chairman, Section of Psychiatry
and Human Behavior
Brown University

JOSEPH BENFARADO, M.D.
University of Wisconsin
LEE GLADSTONE, M.D.
Northwestern Univ. School of Medicine
PIERRE M. GALLETTI, M.D., Ph.D.
Vice President

Biology and Medicine
Brown University

DAVID S. GREER, M.D.
Associate Dean of Medical Affairs

Brown University

JOHN B. GRIFFIN, JR., M.D.
Associate Professor of Psychiatry
Director of Medical Student Training
Emory University School of Medicine
DWIGHT B. HEATH, Ph.D.

Professor of Anthropology
Brown University

ABRAHAM HELLER, M.D.
Clinical Asscc. Prof, of Psychiatry

Brown University

ROSWELL D. JOHNSON, M.D.
Clinical Prof, of Community Health
Director, Health Services

Brown University

BENJAMIN KISSIN, M.D.
Professor of Psychiatry

Director, Div. of Alcoholism anl Drug Dependence
State University of New York
Downstate Medical Center
CHARLES S. LIEBER, M.D.
Professor of Medicine
Mount Sinai School of Medicine
DEMMIE G. MAYFIELD, M.D.
Clinical Professor of Psychiatry

Brown University

DONALD G. MILLAR
Former Brown Trustee

CARL B. MONROE, M.D.
Assistant Director

Professional Services

Roche Laboratories

JAMES J. O’DONNELL
Assistant Director

Alcoholism Programs
University of Maryland
THOMAS J. PAOLINO, M.D.
Clinical Instructor of Psychiatry

and Human Behavior

Brown University

HENRY L. ROSETT, M.D.
Associate Professor of Psychiatry

Boston Univ. School of Medicine

FRANK A. SEIXAS, M.D.
Medical Director

Nat’l. Council on Alcoholism, Inc.

ROBERT STRAUS, M.D.
Professor and Chairman
Department of Behavioral Science

University of Kentucky
MALCOLM TODD, M.D.
President

American Medical Association

(Concluded on page 414)
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How about an extra $12,500 every year?

(And the chance to practice medicine at its professional best?

)

We offer both. to young doctors in Air Force medicine.
The $12,500 bonus you can get Just fill out the coupon,

immediately.
The high degree of professionalism

you’ll find throughout your career in Air
Force medicine.

In the Air Force you’ll have the oppor-
tunity to practice health care at its inno-
vative best. You won’t have to consider the
patient’s ability to pay for treatment. At
the same time, you won’t have to worry
about supplies, equipment, insurance, and
other details that take your mind and time
away from medicine.

In the Air Force you’ll earn excellent
pay (both officer’s and professional pay).

You’ll also get 30 days of paid vacation
each year with the opportunity to travel to

Europe, the Far East and other parts of
the world.

In the Air Force you can practice
the most sophisticated health care.

And now you can get a healthy $12,500
bonus every year to do it.

Get the details about opportunities open

Medical Recruiting Office

123 Main Street

Milford, CT 06460
Tel: (203) 878-0117

Please send me more information about
becoming an Air Force physician.

Name

Ad

d

ress

City

State Zip

Telephone

Age Specialty

A Healthy Bonus.

Professionalism.

Air Force Medicine.



Report Of The House Of
(Continued from August Issue)

RESOLUTION ON BANK CARDS
Whereas, The American Medical Association

has declared that it is not unethical for physicians

to accept the use of bank card plan in payment

of fees, provided that the bank card plan meets

certain guidelines established by the Judicial

Council of the American Medical Association
;
and

Whereas, There has been in the past few years

an increase in the number of requests from phy-

sicians of the Rhode Island Medical Society to

use the bank card type jf payment of fees; and

Whereas, This method of payment of medical

fees is to be on a strictlv voluntary basis on both

the part oif the physician and on the part of the

patient
;

therefore

Be It Resolved, That the Rhode Island Medical

Society go on record as approving that a physician

may participate ethically in a bank card plan; and

Be It Further Resolved, That the following

principles be used by the Rhode Island Medical

Society for guidance in approving a bank card

plan:

1. The Rhode Island Medical Society should

be satisfied as to the financial and professional

integrity of the bank card plan.

2. Bank card plans should make their plans

open to all physicians on the same terms, and the

plans should not exploit or capitalize on physi-

cians’ participation in the plans.

3. The bank card plan should be notified that

the listing of physicians in directories of partici-

pating members is contrary to the ethics of the

medical profession.

4. A physician may not, because of his par-

ticipation, increase his fees for medical services

rendered the patient.

5. The physician may not use the plan to

Delegates
solicit patients and should not encourage patients

to use the plan.

6.

Plaques, signs or other devices indicating

participation in the plan should be kept to a dis-

creet and dignified minimum in the office and

should not be visible outside the physician's office;

and

Be It Further Resolved, That the use of a bank

card in connection with the payment of larger

fees — which might normally be paid to the phy-

sician in installments -—
- is not to be encouraged.

All members of the Society are expected to con-

tinue the traditional practice of permitting patients

of limited means to pay relatively large fees in

installments without interest or carrying charges.

Out of respect for the dignity and traditions of

the medical profession, the physician may not

relieve himself of his obligations “to render service

to humanity, reward or financial gain being a

subordinate consideration’’; and

Be It Further Resolved, That the Rhode Island

Medical Society not encourage its members to util-

ize the bank card plan in payment of medical

fees.

Raul Nodarse, m.d.

American Medical Association

123rd Annual Convention

Chicago, Illinois

June 23-27, 1974

A change in the method of electing AMA Trus-

tees, a definitive policy statement on PSRO’s, the

need for additional safeguards to preserve the oon-

cidentiality of medical records, and new recom-

mendations which affect the relationship between

hospitals and hospital medical staffs were among

the important items approved by Delegates at the

123rd Annual Convention in Chicago.

The House approved bylaws changes which re-

PROGRAM IN FAMILY MEDICINE

Brown University has a new and growing Program in Family Medicine. We
are seeking a Board certified family physician to assume the full-time position

of Assistant Director of our model Family Care Center. Broad spectrum of teach-

ing, research, and clinical opportunities. Liberal salary plus full faculty benefits.

Send resume to David S. Greer, M.D., Associate Dean of Medical Affairs, Box G,

Brown University, Providence, Rhode Island, 02912. Brown University is an Equal

Emp'oyment Opportunity Affirmative Action Employer and encourages applica-

tions from members of minority groups and women.
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place the ‘‘slot method
-

’ of electing trustees by the

•‘simultaneous election of candidates to several

positions of equal rank,
-

’ in which all candidates

run for board vacancies on a single ballot.

Under the new method, trustees for full, three-

year terms are elected first, followed by the selec-

tion of trustees to fill unexpired terms. Election

of the AMA president-elect, vice-president, and

speaker and vice-speaker of the House remains

on a separate basis.

Delegates selected Max Parrott, of Portland,

Ore., as president-elect.

Elections'.

In addition to Doctor Parrott, others elected

or re-elected to positions in the Association were:

Vice-President: Joseph M. Ribar, Alaska.

Speaker of the House: Tom E. Nesbitt, Ten-

nessee (re-elected).

Vice-Speaker of the House: William V'. Rial,

Pennsylvania ( re-elected )

.

Trustees, for three-year terms: Daniel Cloud,

Arizona; James M. Blake, New York; Hoyt D.

Gardner, Kentucky; Raymond T. Holden, Dis-

trict of Columbia (re-elected). For the unexpired

two-year term of James H. Sammons, AMA execu-

tive vice-president-designate, Frank J. Jirka,

Illinois, and for the unexpired one-year term of

Doctor Parrott, Joe T. Nelson, Texas.

Judicial Council: Samuel R. Sherman, Califor-

nia, succeeding Charles C. Smeltzer, Tennessee.

Council on Constitution and Bylaws: Urban H.

Eversole, Massachusetts, succeeding Robert Mayo
Tenery, Texas; Herman J. Smith, Iowra, succeed-

ing Doctoi Cloud, elected a trustee.

Council on Medical Education: Richard G.

Connar, Florida, succeeding William A. Sodeman,

Pennsylvania; Joseph White, Jr., Pennsylvania,

re-elected; Charles Verheyden, Minnesota (intern-

Qet your family

together for iL

Po,trait you have

Lteen promiiiny

yourself!

Call now for an appointment!

353-2694

3>. -A. amjunmna
14 Homewood Ave.

3uJtto
N. Providence, R.l.

resident member), succeeding Louis W. Burgher,

Minnesota.

Council on Medical Service: John G. Morrison,

California, succeeding John M. Rumsey, Califor-

nia; Paul W. Burleson, Alabama, re-elected; Rob-

ert T. Kelly, Minnesota, succeeding Hector W.
Benoit, Jr., Missouri; Douglas Hiza, Iowa (in-

tern-resident member), succeeding Daniel Oster-

gaard, Minnesota.

Address of Vice President of the United States :

Addressing the House on Tuesday, June 25, Vice

President Gerald Ford advocated some form of

national health insurance, but warned that in the

process of its development, there should be no fur-

ther erosion of patient confidentiality.

Though it had been rumored that Ford would

address the PSRO issue, his only passing refer-

ence was:

“I’ve been getting a lot of free advice lately

on how to run my business. I have not necessarily

(followed this advice. So, I won't give you any

free advice on how to run your business. In my
view on PSRO, (p)oliticians (s)hould (r)emain

(o)ut of it.”

Returning to his text, the vice president asserted

that with the vast resources of the nation, there

is “no excuse for a single American to be deprived

of the finest treatment available.”

Ford said a national health insurance program

is necessary because of the prohibitive costs of

catastrophic illnesses and the need to more effec-

tively use and distribute medical resources. While

declaring the physician should work for his pa-

tients and “not for the bureaucrats in Washing-

ton,” he added that the “government must do for

the individual citizen what he cannot do for him-

self.”

Among the NHI proposals mentioned by the

vice president were the Administration’s own plan,

the Kennedy-Mills measure, and the AMA’s Medi-

credit concept, for which he offered congratula-

tions to the AMA “for its constructive attitude.”

He added that in the NHI discussion, “the AMA
is not the problem but a part of a solution to the

problem."

Ford said even with the diversity of NHI pro-

posals in Congress, there is “a willingness to com-

promise,” and added that he personally favors a

“free enterprise approach involving private and

voluntary philosophies.”

The vice president asked that physicians be

willing to participate in affecting some sort of

NHI compromise during the present Congress,
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“instead of an abdication to those who would im-

pose a dogmatic formula through a ‘veto-proof’

Congress they hope to elect come Nov. 5, 1974.”

Turning to confidentiality, Ford said that while

wavs must be found to minimize federal involve-

ment in health care delivery while achieving an

effective private/public health care partnership,

it is essential that we avoid bureaucratic interven-

tion between the doctor and his patient — inter-

vention that compromises the rights and privacy

of both.”

Physicians and the Government :

PSRO’s — Speculation over possible changes in

PSRO policy by the House dominated the atten-

tion of those attending the convention, including

the media.

During its day-long hearing on Monday, June

24, Reference Committee A considered two reports

and 25 resolutions bearing on the issue, and esti-

mated that 64 speakers addressed themselves to

PSRO.

But on Wednesday, the delegates — cognizant

of the hours of debate devoted to PSRO at Ana-

heim last December and in New York City last

June — overwhelmingly voted (202 to 24) to

terminate debate after a few minutes.

Then the House adopted a substitute resolution

on PSRO proposed by the reference committee,

whose members emphasized that the resolution

provides the association with a “clear-cut, defini-

tive position which cannot be misunderstood by

anyone inside or outside this House of Delegates.”

The resolution:

—Instructs the Board of Trustees to seek con-

structive amendments to the PSRO program, par-

ticularly in potentially dangerous areas such as

confidentiality, malpractice, development of norms,

quality of care, and the authority of the Secretary

of HEW.
—Directs the AMA to continue efforts to

achieve legislation which allows the profession to

perform peer review according to established med-

ical philosophy and the best interests of the patient.

—-Emphasizes that state associations which elect

non-compliance with PSRO are not prevented from

doing so by the new policy, but urges such asso-

ciations to develop effective non-PSRO review pro-

grams embodying the principles endorsed by the

profession as constructive PSRO alternatives.

The new policy also provides that in the event

that the PSRO program does, in fact, adversely

affect patient care or conflict with AMA policy,

September, 1975

then “the Board of Trustees (will) be instructed

to use all legal and legislative means to rectify

these shortcomings.”

Extension of Policy on National Health Insur-

ance — Two statements on national health insur-

ance were adopted after lengthy debate. One calls

on the Board of Trustees to cooperate with state

associations “to attempt to devise mechanisms

mutually acceptable to the private medical and

insurance communities which will ensure the pro-

vision of health insurance coverage through the

purchase of private health insurance, and to seek

means to secure favorable Congressional and pub-

lic support for their adoption.”

During discussion, it was pointed out that the

addition to the NHI policy does not affect AMA
support for Medicredit, but is intended to stimu-

late new health insurance mechanisms. The sec-

ond resolution calls on the AMA and component

associations to work to detach “any national health

insurance program from the controlling intrusions

of existing PSRO laws and regulations.”

Support for Drug Industry, Action on FDA —
The House adopted two resolutions bearing on

drugs. One directs the AMA to continue its sup-

port of the pharmaceutical industry in efforts to

develop and market pharmaceutical products meet-

ing proper standards of safety and efficacy. The

other resolution directs the AMA to “exert all ef-

forts to amend or repeal the Kefauver-Harris”

drug amendments of 1962, which gave the FDA
broad new powers in drug manufacturing and mar-

keting, and which critics of the FDA contend has

tended to stifle the developing and marketing of

new drugs in the United States.

Oppose “Public Utility” Medicine— The House

went on record as being opposed to certain bills

in Congress which would replace the federal

“Health Professions Educational Assistance Act”

which expired June 30. Finder the bills, oompre-

( Continued on next page)
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hensive health planning programs would be re-

placed with public utility type bodies which would

control certain aspects of health education and

health care delivery, and medical licensure. An
amended resolution adopted by the House directs

the Board of Trustees to mobilize AMA member-

ship in opposition to offensive sections of the pro-

posed legislation and take strong actions on other

fronts.

In other actions affecting physicians and the

government, and other third parties, the House:

—-Directs the AMA to seek an extension of from

30 to 90 days to respond to proposed health regu-

lations printed in the Federal Register, and that

government agencies using the Federal Register

for rule-promulgating purposes be urged to hold

public hearings on the merit of proposed legisla-

tion.

—-Calls on the AMA to oppose the concept of

claims rejection on the basis of “diagnostic admis-

sion” or “lack of medical necessity” without prior

physician notification, .and to recommend a peer

review mechanism be established independent of

the thirdjparty carrier to review claim conflicts

with such mechanisms to be established by exist-

ing medical foundations, medical societies, or other

Attractive & functional Offices

liy = BRNP
>i vision of Nation!it Office S upply Co.

Designers & Suppliers of Offices

36 Branch Avenue Providence, R. I. 02904

(Jet. No. Main St.) GAspee 1-5228

independent peer review organizations.

—Requests the AMA to work with third parties

to secure increased acceptance of the AMA uni-

form health insurance claim form and urges state

associations to encourage acceptance of the form

by insurance commissioners and, if necessary,

through state legislation.

—Urges continued AMA efforts to prevent fu-

ture imposition of government fee controls,

opposes the mandatory imposition of a “Health-

card” as the payment mechanism under the Ad-

ministration's national health insurance plan, and

instead, reaffirmed the right of the physician to

bill patients directly.

Physicians and the Public :

Confidentiality of Patient Records— The House

adopted two reports bearing on confidentiality of

medical records. Report I of the Council on Medi-

cal Service describes a wide-ranging series of pro-

posals to enable the medical profession and insur-

ance companies to “maintain the confidentiality

and security of patient information.” Report S of

the Board of Trustees notes that the Council on

Legislation is developing model legislation as a

guide to possible state legislation to preserve con-

fidentiality and that a model bill should be ready

for consideration by the House at the 1974 Clini-

cal Session in Portland, Oregon.

Transport of Radioactive Material via Airlines

—
- The House put the AMA on record as recom-

mending that the shipment of radioactive mate-

rials for medical use via airlines be shipped “under

strictly enforced, existing federal regulations which

guarantee the actual low potential hazard” of such

materials to passengers and crews and directed

that the recommendation be presented to appro-

priate federal agencies for implementation.

Physicians and Hospitals and Medical Schools :

Report on Physician-Hospital Relations, 1974 —
The House adopted the 104-page “Report on Phy-

sician Hospital Relations, 1974,” compiled by the

Council on Medical Service and its Committee on

Private Practice. An update of an earlier report

made in 1964, the 1974 version contains 14 spe-

cific recommendations to cope with problems de-

veloping between some hospitals and their medical

staffs. Among other things, the recommendations

are aimed at protecting medical staffs against uni-

lateral action by hospital governing boards relative

to staff bylaws, rules, and regulations.

Students, Interns and Residents — Two infor-

mational reports dealing with possible guidelines
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for house staffs in developing contracts in institu-

tions in which they serve generated considerable

discussion before Reference Committee C. Among
those testifying were medical students, residents,

faculty members, hospital directors, and members

of the AMA’s Board of Trustees and Council on

Medical Service. Because of the importance and

the complexity of the issues involved, the two re-

ports, plus a revised report submitted by the In-

tern and Resident Business Session during the con-

vention, were referred to the Board of Trustees

for further study and consultation with appropriate

groups. Delegates directed the Board to report

back at the vtgd Clinical Session.

The House adopted a resolution calling for the

AMA, through appropriate committees and coun-

cils, to assure due process for medical students,

and requested a further report at the next Clinical

Session.

Another resolution proposing guidelines for

“Fair, Professional Relationships Between Train-

ing Institutions and House Officers” (intended for

inclusion in the essentials of approved internships,

and residencies) was referred for further study

and report back at the Clinical Session.

The House adopted a resolution calling on the

AMA to encourage —- and urging medical schools

to implement — a series of lecture programs for

students on the socio-economic aspects of medi-

cine.

New Liaison Committee on Medical Education

— Delegates adopted Board of Trustees Report I

calling for the establishment of a new Liaison

Committee on Continuing Medical Education.

Structure and duties of the new committee have

been worked out by AMA representatives and

those representing the American Board of Medical

Specialties, the .American Hospital Association, the

Association of Medical Specialties, and the Coun-

cil of Medical Specialty Societies.

In other actions, the House:

—
• Supported a moratorium on the licensure of

allied health occupations until the end of 1975.

— Adopted a report containing “Essentials of

an Accredited Educational Program for the Sur-

geon’s Assistant.”

— And reaffirmed the AMA’s opposition to

blanket pre-admission certification of hospital pa-

tients by governmental or hospital edict.

—
- Adopted a resolution urging the AMA to sup-

port the development of preceptor programs in

primary patient care to stimulate the production

of more primary care physicians.

Association and Internal Matters of the House :

Specialty Representation in the House: In re-

sponse to proposals to increase specialty represen-

tation in the House, the Reference Committee on

Constitution and Bylaws reported extensive testi-

mony, and urged “all concerned parties to increase

communication, cooperation and liaison” to re-

solve the complex question.

The House adopted the reference committee re-

port, and referred report H of the Board of Trus-

tees containing proposed modifications for spe-

cialty representation in the House to the Council

on Constitution and Bylaws for inclusion in its

continuing study.

Malpractice Problems — A resolution calling on

the AMA and constituent societies to “institute

a nationwide public education program to inform

the public” of malpractice problems, and for the

AMA to “spearhead state and federal legislation”

to correct malpractice inequities, was referred to

the Board of Trustees and its Committee on In-

surance for report back at the 1974 Clinical Ses-

sion.

Membership Opinion Polls — The House con-

curred in recommendations to reconstitute the

Committee on Membership Opinion Polls as a Spe-

cial Committee of the House, and authorized fu-

ture polls of membership opinion subject to ap-

proval of the Board of Trustees.

In other internal matters, the House:

— Requested changes in the constitution and

bylaws to permit additional scientific sessions on

a regional basis (to supplement the programs at

the annual and clinical sessions) so the House can

take affirmative action on the proposal at the

1974 Clinical Session.

— Instructed the Board of Trustees to dis-

tribute to each delegate, alternate delegate and

constituent state association a summary of actions

(Continued on next page)
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taken at each meeting of the Board.

Miscellaneous Actions of the House :

In miscellaneous actions, the House:

— Adopted a resolution to amend the bylaws

to make past AMA vice-presidents ex-officio mem-
bers of the House (without voting privileges).

— Rejected the establishment of a nominating

committee for councils of the House.

— Changed the name of the Section on Plastic

and Reconstructive Surgery to the “Section on

Plastic, Reconstructive, and Maxillofacial Sur-

gery.”

—
- Stipulated that Board reports nominating

members of the Council on Medical Education con-

tain a breakdown of current members’ status to

ensure a proper balance between fulltime educators

and private practitioners.

— Rejected a resolution which called upon the

AMA to encourage individual states to carry out

referenda on the question of prohibiting the sale

of handguns, but the House reaffirmed the 1973

policy that the AMA “urge the enforcement of

strict penalties for the use of firearms in the com-

mission of a crime.”

— Rejected a proposal that AMA delegates be

chosen by popular election within their respective

state medical associations.

—
• Adopted a substitute resolution calling upon

the AMA to recognize “brain death” as one of the

various criteria by which death may be medically

diagnosed.

Respectfully Submitted:

William J. MacDonald, m.d.

Delegate

John J. Cunningham, m.d.

Alternate Delegate

STATE COMMITTEE ON PEER REVIEW

The Peer Review Committee has continued to

receive more referrals from insurance companies

as well as Blue Cross-Blue Shield. Most cases

being referred are concerned wdth usual and cus-

tomary charges. It is our policy to refer such cases

to the Peer Review Committee of concern, who in

turn refer their decision back to the State Com-

mittee for review. I would like to bring to your

LICENSE RENEWAL AND NEW LICENSE FORMS

Several Extraneous questions have been

included with this year's Licensing Forms. We
would like to point out that it is not necessary

to answer such inquiries in order to receive

the License.

attention that it is absolutely necessary that these

complaints, when referred to the subcommittees,

be handled as expeditiously as possible. We are

bound by our bylaws to process these claims within

a reasonable period of time.

Respectfully Submitted:

Alton M. Paull, m.d.

Chairman

ALCOHOLISM COMMITTEE
The Alcoholism Committee of the Rhode Island

Medical Society agreed with data currently avail-

able, to the National Council on Alcoholism and

its medical component, the American Society on

Alcoholism, that:

1. Abstinence from alcohol is necessary for

recovery from the disease of alcoholism.

2. Abstinence should not be regarded as the

sole criterion for recovery. Other factors by which

a person’s life are enriched are important, such

as improved physical and emotional health, better

work performance, more rewarding relationships

with the family and society, and increased eco-

nomic efficiency.

3. As in many other diseases, relapses may
take place but must never be thought to indicate

that recovery is beyond reach. Total success is not

expected in all cases from the start of treatment.

.Any improvement is positive and should be recog-

nized and encouraged as a prelude to recovery.

4. There is a need for responsible research,

carried out with proper controls as well as the

judicious publication of results when pertinent.

However, in the present state of our knowledge,

vve firmly believe and emphasize that there can

be no relaxation from the stated position that no

alcoholic may return with safety to any use of

alcohol.

Respectfully Submitted:

Roswell D. Johnson, m.d.

Chairman

COMMITTEE ON MEDICAL ASPECTS OF SPORTS

The Committee on the Medical Aspects of

Sports is exceptionally happy to report that a

successful and interesting meeting was held on

the Medical Aspects of Sports at the University

of Rhode Island on August 18 and 19, 1974. One

hundred and seventy-four individuals registered

for the course. The registrants came from 19 dif-

ferent states, one came from Canada and another

person came from as far as New Zealand. Many
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very favorable comments were received from the

registrants who took the course.

The highlights of the course were talks by Dr.

Joseph Godfrey, Professor of Orthopedic Surgery

at Buffalo Medical School and Orthopedic Sur-

geon to the Buffalo Bills of the National Football

League. Dr. Pat Palumbo of Washington, D.C.,

who is the Orthopedic Surgeon to the Washington

Redskins also gave some exceptionally interesting

talks on knee problems. Other interesting papers

were presented by Dr. Kenneth Clarke, Professor

of Health Education at Pennsylvania State Uni-

versity. Dr. Frank McCue of Charlottesville, Va.,

gave two different talks on Injuries of the Hands

in Athletes. William Newell, Head Trainer and

Physical Therapist at Puru-e University presented

some interesting talks on Care from the Stand-

point of Trainers’ Care of Athletes. The meeting

was so well received by the registrants that we

are planning on conducting another meeting next

year.

Respectfully Submitted:

A. A. Savastano, m.d.

Chairman

EMERGENCY MEDICAL SERVICES COMMITTEE
Two hundred and eighty-five students enrolled

in the Spring semester at Rhode Island Junior

College in the “Rescue Practices and Emergency

Aid Course.” There were a total of seven classes.

Four classes met at Rhode Island Junior College,

Warwick, R.I., one class at Fogarty Memorial

Hospital, Woonsocket, R.I., one class at South

County Hospital, Wakefield, R.I., and one class

at Newport Hospital, Newport, R.I.

This will bring the total of certified Emergency

Medical Technicians to 964 out of approximately

1,600 rescue workers that operate in Rhode Is-

land.

In addition to these qualified persons, 72 men

from six Rhode Island communities were certified

as Advanced Emergency Medical Technician per-

sonnel who will operate the Intensive Mobile Care

Units in Cranston, Warwick, West Warwick, East

Providence, Barrington, and hopefully Providence.

Nearly all the equipment to make these units

operational is in and installed and training runs

began in May.

This Fall, the Emergency Medical Technician

course was increased from 72 to 81 hours with

the addition of an Ice Rescue Procedures Seminar

and an abbreviated Defensive Driving course. It

has been expanded to conform with the Depart-

ment of Transportation national requirements.

The chairman has arranged the schedules of

physicians who have participated in our training

schedule and Cranston Deputy Fire Chief Ronald

S. Jones, course coordinator, is supervising five

other “Rescue Practices and Emergency Aid” in-

structors in covering the other aspects of training

assisted by selected guest lecturers on various

topics.

Respectfully Submitted:

Robert L. Conrad, m.d.

Chairman

REPORT OF THE BOARD OF TRUSTEES OF THE

MEDICAL SOCIETY

The Trustees considered Doctor Nodarse’s re-

quest for the installation of handrails at the front

steps and the stairs in the inner vestibule favor-

ably and asked the Council for approval. This

was granted and a bid by Eastern Construction

was accepted. The work has been held up due to

a shortage of materials but we have been assured

that construction will be started in the near fu-

ture. A single wrought iron rail will be placed in

the center of each of the areas.

Air conditioning units were placed in the Execu-

tive Office and the Reading Room in June and

have been greatly appreciated by the members

of the staff. They have been used sparingly, run-

ning only on humid and very hot days, but it has

been possible to work in comfort regardless of

temperature.

Respectfully Submitted:

John P. Grady, m.d.

Chairman

Trustees of the Building

PHYSICIANS AND CARRIERS WORKMEN'S
COMPENSATION

The Physicians and Carriers Workmen’s Com-

pensation Committee has had one meeting in July

(Continued on next page)
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of 1974. Four cases were presented and satisfac-

tory disposition made.

Respectfully Submitted:

Walter C. Cotter, m.d.

Chairman

THE COMMITTEE ON AGING
The Committee on Aging of the Rhode Island

Medical Society met September 1 1 at the Cedar

Crest Nursing Centre. Included among the busi-

ness discussions were: The report of the American

Medical Association and HEW concerning the role

of the medical director in the long term care facil-

ity; a distribution of guidelines for medical direc-

tors in the long term care facility; the function

of medical directors; state nursing home associa-

tion; enrollments in the AMA; perspectives and

enrollment of members.

Also discussed, were AMA perspectives and long

term care, the American Geriatric Society, and a

lecture by Dr. Gerald Bernstein, a psychiatrist

from the Harvard Medical School.

Respectfully Submitted:

Raymond E. Moffitt, m.d.

Chairman

Council on Aging

COMMITTEE RESTRUCTURE

I move that the President of the Society be di-

lected to revise the composition of the Committee

on the Delivery of Medical Care as follows:

There shall be two members of the Committee

from each of the component societies, one of whom
should be a member who is working with any out-

side agency toward the development of an HMO
and one member who is not so postured, except

in the case of the Providence Medical Association

in which there should be four members, two of

whom should be members who are working with

any outside agency toward the development of an

HMO and two of whom should not be so postured.

There shall be a chairman of the Committee

selected at the discretion of the President.

3 HOME CARE
PHYSSCIANS

Full time, private practice in metropolitan Providence

private homes, senior citizen homes, nursing homes, other

home care facilities. $50,000 to $70,000 salary agreements

or guarantees. Write:

WILLIAM E. REEVES, M.D.

P. O. Box 2346

Providence, R. I. 02906

Book Review

IT IS WELL WITH THE CHILD? by Susan
Strauss. Garden City New York, Doubleday &
Company, Inc., 1975. $7.95.

This important 152 Page book is long overdue.

It has been a pleasure to read it and offer this re-

view. No physician or nurse or public health offic-

ical will react to the situation described with other

than complete agreement and praise. It describes

the situation of one family having a child who is

retarded, Be that child brain damaged ‘‘autistic” or

otherwise severely handicapped the basic problem

remains the same for the parents.

The difficulty of finding the proper diagnosis,

adjustments to the situation, and the proper ‘‘solu-

tion” to the problem is great. The family prob-

lems involved, the realistic response, and the good

and not so good results are described in great detail

as seen by a parent who has lived with it for

many years.

It describes the good results as applied to the

parents, siblings, and family. The feelings of guilt,

inadequacy, and selfishness are abohshed. The

knowledge and association with other families with

the same or similar problems is of great help.

In addition, the same philosophy advocated by

the author, applies in a similar manner to the

parents faced with a child with a potential or prob-

ably fatal outcome. For this reason association in

a group with other parents, such as those attend-

ing a large oncology clinic, makes things a bit

easier to understand.

Maurice Adelman, M.D.

t & t

V. BROWN UNIVERSITY
ALCOHOLISM CONFERENCE: A
SUMMARY OF THE DISCUSSIONS

(Concluded from page 405)

MAXWELL N. WEISMAN, M.D.
Director, Div. of Alcoholism Control

State of Maryland
ALBERT F. WESSEN, Ph.D.

Professor of Sociology and Medical Science

Chairman, Section of Community Health
Brown University

CHARLES WHITFIELD, M.D.
Department of Medicine
Southern Illinois University
KENNETH H. WILLIAMS, M.D.
Asst. Prof, of Psychiatry a.'.d Medicine
University of Pittsbui'gh
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LIBRIUM
(chlordiazepoxide HCI)

FOR ALLTHE RIGHT
REASONS.

• prompt and specific action

• documented benefit-torisk ratio

three dosage strengths to meet most therapeutic needs

Before prescribing, please consult
complete product information, a summary
of which follows:

Indications: Relief of anxiety and tension

occurring alone or accompanying various

disease states.

Contraindications: Patients with known
hypersensitivity to the drug.
Warnings: Caution patients about possible

combined effects with alcohol and other
CNS depressants. As with all CNS-acting
drugs, caution patients against hazardous
occupations requiring complete mental

alertness (e.g., operating machinery, driv-

ing). Though physical and psychological
dependence have rarely been reported on
recommended doses, use caution in ad-
ministering to addiction-prone individuals

or those who might increase dosage; with-

drawal symptoms (including convulsions),

following discontinuation of the drug and
similar to those seen with barbiturates,

have been reported. Use of any drug in

pregnancy, lactation or in women of child-

bearing age requires that its potential

benefits be weighed against its possible

hazards.
Precautions: In the elderly and debilitated,

and in children over six. limit to smallest

effective dosage (initially 10 mg or less per

day) to preclude ataxia or oversedation,

increasing gradually as needed and tol-

erated. Not recommended in children

under six. Though generally not recom-
mended, if combination therapy with other

psychotropics seems indicated, carefully

consider individual pharmacologic effects,

particularly in use of potentiating drugs
such as MAO inhibitors and phenothia-

zines. Observe usual precautions in pres-

ence of impaired renal or hepatic function.

Paradoxical reactions (e.g., excitement,

stimulation and acute rage) have been
reported in psychiatric patients and hy-

peractive aggressive children. Employ
usual precautions in treatment of anxiety

states with evidence of impending depres-

sion; suicidal tendencies may be present

and protective measures necessary. Vari-

able effects on blood coagulation have
been reported very rarely in patients re-

ceiving the drug and oral anticoagulants;

causal relationship has not been estab-

lished clinically.

Adverse Reactions: Drowsiness, ataxia

and confusion may occur, especially in the

elderly and debilitated. These are revers-

ible in most instances by proper dosage
adjustment, but are also occasionally ob-
served at the lower dosage ranges. In a
few instances syncope has been reported.

Also encountered are isolated instances of

skin eruptions, edema, minor menstrual
irregularities, nausea and constipation,

extrapyramidal symptoms, increased and
decreased libido— all infrequent and gen-
erally controlled with dosage reduction;

changes in EEG patterns (low-voltage fast

activity) may appear during and after treat-

ment; blood dyscrasias (including agranu-.

locytosis), jaundice and hepatic dysfunction

have been reported occasionally, making
periodic blood counts and liver function

tests advisable during protracted therapy.

Usual Daily Dosage: Individualize for

maximum beneficial effects. Oral— Adults:

Mild and moderate anxiety and tension,

5 or 10 mg t.i.d. or q.i.d.: severe states, 20
or 25 mg t.i.d. or q.i.d. Geriatric patients:

5 mg b.i.d. to q.i.d. (See Precautions.)

Supplied: Librium® (chlordiazepoxide HCI)

Capsules, 5 mg, 10 mg and 25 mg— bottles

of 100 and 500; Tel-E-Dose® packages of

100, available in trays of 4 reverse-num-
bered boxes of 25, and in boxes contain-

ing 10 strips of 10; Prescription Paks
of 50, available singly and in trays of 1 0.

Libritabs® (chlordiazepoxide) Tablets,

5 mg, 1 0 mg and 25 mg— bottles of 100 and
500. With respect to clinical activity, cap-
sules and tablets are indistinguishable.

Roche Laboratories
Division of Hoffmann-La Roche Inc.

Nutley. New Jersey 07110
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Both ofte

Predominant

• psychoneurotic

Before prescribing, please consult com-
plete product information, a summary of

which follows:

Indications: Tension and anxiety states;

somatic complaints which are concomi-
tants of emotional factors; psychoneurotic
states manifested by tension, anxiety, ap-
prehension, fatigue, depressive symptoms
or agitation; symptomatic relief of acute
agitation, tremor, delirium tremens and
hallucinosis due to acute alcohol with-

drawal; adjunctively in skeletal muscle
spasm due to reflex spasm to local pathol-

ogy, spasticity caused by upper motor

anxiety

Associated

depressive
symptoms

neuron disorders, athetosis, stiff-man syn-

drome, convulsive disorders (not for sole

therapy).

Contraindicated: Known hypersensitivity

to the drug. Children under 6 months of

age. Acute narrow angle glaucoma; may
be used in patients with open angle glau-

coma who are receiving appropriate

therapy.

Warnings: Not of value in psychotic pa-

tients. Caution against hazardous occupa-
tions requiring complete mental alertness.

When used adjunctively in convulsive dis-

orders, possibility of increase in frequ< :)l

and / or severity of grand mal seizures V
require increased dosage of standard ;:i-

convulsant medication; abrupt withdr? al

may be associated with temporary in-

crease in frequency and/or severity of

seizures. Advise against simultaneous

gestion of alcohol and other CNS deprt

sants. Withdrawal symptoms (similar t

those with barbiturates and alcohol) h

occurred following abrupt discontinua 5

(convulsions, tremor, abdominal and r»

cle cramps, vomiting and sweating). K )

addiction-prone individuals under care



According to her major
uptoms, she is a psychoneu-

Lic patient with severe

xiety. But according to the

scription she gives of her

dings, part of the problem

iy sound like depression,

lis is because her problem,

hough primarily one of ex-

isive anxiety, is often accom-
nied by depressive symptom-
ilogy. Valium (diazepam)

i provide relief for both—as
: excessive anxiety is re-

ved, the depressive symp-
ns associated with it are also

en relieved.

There are other advan-

ces in using Valium for the

inagement of psychoneu-
ic anxiety with secondary

oressive symptoms: the

'chotherapeutic effect of

hum is pronounced and
>id. This means that im-

wement is usually apparent

in the patient within a few
days rather than in a week or

two, although it may take

longer in some patients. In ad-

dition, Valium (diazepam) is

generally well tolerated; as

with most CNS-acting agents,

caution patients against haz-

ardous occupations requiring

complete mental alertness.

Also, because the psycho-

neurotic patient’s symptoms
are often intensified at bed-

time, Valium can offer an addi-

tional benefit. An h.s. dose
added to the b.i.d. or t.i.d.

treatment regimen can relieve

the excessive anxiety and asso-

ciated depressive symptoms
and thus encourage a more
restful night’s sleep.

(diazepam)
2-mg,5-mg, 10-mg tablets

in psychoneurotic

anxiety states

with associated

depressive symptoms

eillance because of their predisposi-

to habituation and dependence. In

;nancy, lactation or women of child-

ing age, weigh potential benefit

nst possible hazard,

autions: If combined with other psy-
ropics or anticonvulsants, consider
fully pharmacology of agents em-
ed; drugs such as phenothiazines,
otics, barbiturates, MAO inhibitors

other antidepressants may potentiate

otion. Usual precautions indicated in

ints severely depressed, or with latent

ession, or with suicidal tendencies.

Observe usual precautions in impaired
renal or hepatic function. Limit dosage to

smallest effective amount in elderly and
debilitated to preclude ataxia or over-

sedation.

Side Effects: Drowsiness, confusion, diplo-

pia, hypotension, changes in libido, nausea,
fatigue, depression, dysarthria, jaundice,

skin rash, ataxia, constipation, headache,
incontinence, changes in salivation,

slurred speech, tremor, vertigo, urinary

retention, blurred vision. Paradoxical re-

actions such as acute hyperexcited states,

anxiety, hallucinations, increased muscle

spasticity, insomnia, rage, sleep disturb-

ances, stimulation have been reported;

should these occur, discontinue drug. Iso-

lated reports of neutropenia, jaundice;

periodic blood counts and liver function

tests advisable during long-term therapy.

Roche Laboratories
Division of Hoffmann-La Roche Inc.

Nutley, New Jersey 07110
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THE RHODE ISLAND MEDICAL SOCIETY

Testimony On Triplicate PrescriptionHOUSE OF DELEGATES
VOTES DUES INCREASE
Citing a need for additional revenue

meet present and future challenges,

e House of Delegates, at its meeting

1 September 24th, approved a new

aes structure of $175 for Medical So-

ety members.

In a general perspective, it was noted

.iring the lively debate on the subject

at most state medical societies had

ken similar action in 1974 and 1975.

:ven states charge dues of $250 or

S

ore, while another five require at

ast $200. More than half have mem-
rrship fees of at least $150. Prior to

e House action, only Virginia and

onnecticut charged a lower amount

an that which existed in Rhode

land.

Specifically, inflation, extra expenses

volved in publishing the Rhode

land Medical Journal, the cost of

taining a legislative counsel, and other

lerational expenditures of the Medical

iciety necessitated the dues increase,

tie House also expressed the desire

at the $22,000 taken from reserves in

73 in order to repair the building

restored to its original state.

The new dues figure of $175 per

ar will take effect on January 1, 1976.

AMA RAISES DUES

At the 124th Annual Convention of

i i American Medical Association held

Atlantic City, New Jersey in June,

I: House of Delegates voted to in-

iiase AMA dues from $110 to $250

]

r year. Repeatedly emphasizing

! onger AMA involvement in the

i /riad of problems confronting physi-

< ns and their patients, the House

i ected a Board of Trustees recom-

nndation for a smaller increase and

< acted instead the larger obligation.

At a public hearing to amend the

regulation concerning reporting forms

for controlled drugs, the so-called “Trip-

licate Prescription,” held on October 7,

1975, Doctor John E. Farley, Jr., M.D.,

Chairman of the Rhode Island Medical

Society Drug Abuse Committee, pre-

sented testimony to officials of the State

Health Department. The complete text

of his statement follows:

I am Doctor John Farley, Chairman

of the Rhode Island Medical Society

Drug Abuse Committee. My views rep-

resent the position of the Rhode Island

Medical Society.

I have been practicing Pediatrics for

23 years and am Chairman of the East

Providence Community Mental Health

Board. I am clinical instructor in Pedi-

atrics at the Brown University Medical

School and am Director of Pediatrics

at Emma Pendleton Bradley Hospital.

The Rhode Island Medical Society

opposes the implementation of the Trip-

licate Prescription concept as a drug

control mechanism because of its need-

less intrusion on the privacy of patients.

The only Federal requirement con-

cerning prescription record keeping is

that the pharmacist shall keep all pre-

scriptions for inspection by proper state

and federal authorities. The physician

must record an individual federal code

number on all prescriptions for con-

trolled drugs.

Until July 1974, all pharmacists in

Rhode Island were required to send to

the Division of Drug Control a list of

names and addresses of patients and the

names of physicians who wrote pre-

scriptions for controlled drugs. Since

that time there has been no official re-

quirement that this be done.

This older method, unique to Rhode

Island, was actually a move to eliminate

the necessity for on location inspection,

a process apparently preferred by most

othes states. This elimination with its

resultant centralized bookkeeping was

accomplished at the expense of non-

offending patients’ privacy.

The triplicate concept is an attempt

to further centralize bookkeeping, shift-

ing the onus of recording from the

pharmacist to the physician.

This form exists in only five states

having been rejected in all other states

in which it was introduced in the leg-

islature or by vetoes by the Governors.

The Triplicate concept had been pro-

moted for at least 15 years by the Asso-

ciation of Drug Enforcement Officers

and particularly by its New York rep-

resentative as an efficient and economi-

cal drug control mechanism.

In this state the provision was elim-

(Continued on next page)

Secretary Reports

Council Activities
The Council has held two regular

meetings and two special meetings

since the previous regular meeting of

the House of Delegates. The following

constitute major actions taken:

Council Appoints Dr. Howard
Browne

Approval was given of the Presi-

dent’s appointment of Howard S.

Browne, Jr., M.D. of Newport as Trus-

tee-at-Large to the Board of Trustees

of the Medical Library for 1976.

Council Appoints Dr. Betty Mathieu

The Council approved of the ap-

pointment of Dr. Betty Mathieu as the

Society’s representative to the 15th Na-

tional Conference of Physicians, Schools

and Communities in Chicago on No-
vember 19.

Commendation of Dr. Chaset

The Council commended Dr.

Nathan Chaset for his superb efforts

as Chairman of the Mediation Com-
mittee. Doctor Chaset asked to be re-

lieved of his duties after many years

of dedicated service.

(Continued on next page)
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inated from the last revision of state

drug laws in 1974, apparently after the

administration’s representatives learned

that there would be wide-spread oppo-

sition to it in the legislature by con-

cerned parties. Instead, this confronta-

tion was circumvented by giving the

Director the power to devise his own

forms. This device took the concept

away from the eyes of the public

through its representatives and diverted

it into this obviously smaller and more

private forum.

The rationale for the concept alleg-

edly is to prevent multiple prescribing

for the same patient of controlled drugs

and to approach the problem of physi-

cian misuse of prescribing practices. The

Director knows how strongly we feel

about the latter and is aware of the

Rhode Island Medical Society’s offer of

cooperation in any legal way to help

him eradicate this problem. We abhor

this misuse of authority and have been

in communication with the Department

of Health for two years about it. How-

ever, we have never felt that this con-

cept was an efficient control, as it was

obvious that even these sequentially

numbered special prescriptions could be

counterfeited or stolen. We also main-

tained that in the institution of this

method, which had never been vali-

dated, the privacy of hundreds of thou-

sands of non-offending patients would

be invaded. Despite the fact that in the

present statute there is a two year limit

for holding data, thus preventing com-

puterization, the fact remains that many

of the children and adults receiving

these medications for legitimate reasons

may be receiving repeated prescriptions

over a period of years, prolonging the

retention of personal data.

Despite provisions in this statute

which appear to protect against invas-

ion, we feel that this data is by no

means totally protected.

Some would argue that physicians re-

port names of patients with communi-

cable diseases to the Health Depart-

ment. This obviously is to protect citi-

zens from disease and is in no way par-

allel to keeping on record names of non-

offending and innocent people who are

no threat to the common good.

The other apparent similar situation

is the transfer of patients’ names on

ADC prescriptions via the pharmacist

to the State Mental Health Hospital Re-

tardation Services.

Again, this is the only method the

state will accept to reimburse the phar-

macist so that our patients will be able

to get the drugs we prescribe. If this

method is used for a control purpose

we do not feel that government so in-

tended it and we object to it.

We again do not feel this is a similar

situation.

We reiterate; this is not a federal re-

quirement. In fact, we have correspond-

ence from the last two administrators

of the federal narcotic control agencies,

neither of whom respond favorably to

the triplicate prescription control con-

cept.

Despite its strong promotion, it has

been impossible to get meaningful data

as to its efficiency from any state where

it was in effect.

This problem was solved when the

United States District Court Southern

District of New York ruled on August

31, 1975, that “that part of the New
York law that requires reposting the

names and addresses of patients who

receive Schedule II drugs as medication

prescribed by licensed physicians is an

unconstitutional interference with rights

of privacy guaranteed under the 14th

amendment.”

In this same decision it was noted

that after monitoring an average of

100,000 patients a month for 20 months,

only one incident of a patient having

received controlled drugs from more

than one physician had occurred. The

court commented, “The diminution of

a constitutionally guaranteed freedom is

too great a price to pay for such a small

government yield.” We wholeheartedly

agree.

The argument that the Department

would be doing more than it did under

the old regulation, which under federal

law required pharmacists to keep con-

trolled prescriptions on file and open

for inspection, was felt to be false.

They also point out, and we would

emphasize, that this method would not

be of aid in preventing access of ad-

dicts to prescription. They obvio lv

would not use the same name twic in

going from doctor to doctor.

We oppose any manipulation of <ta

beyond the federally required phara-

cists controlled prescription file. Sp:i-

fically, we oppose any form of cent J-

ized record keeping of controlled dig

prescriptions.

We oppose the Triplicate Prescript

regulation because it would be a t-

ently unconsitutional violation of ie

14th amendment, a gross invasion ->f

privacy. We oppose it because it u

been proven to be completely ineffici1
We are aware that Rhode Islanciis

in another circuit, but we have stnlg

reason to believe that if this regulatln

were challenged in the circuit the

suits would be the same. If this direc e

is implemented, the Rhode Island Ml*

ical Society intends to test this hy'v

thesis.

Respectfully submitted,

John E. Farley, Jr., M.D. '

Chairman, R. I. Medical Soc f
Drug Abuse Committee

SECRETARY'S REPOR1 ;

(Continued from page 1)

New Chairman for Mediatioi

Committee

The Council approved of the if

pointment of Dr. John Ham (19

as the new Chairman of the Mediatoj

Committee and Drs. Stephen J.

(1985) and Melvin D. Hoffman (19:|

to fill vacancies on the committee,
j

Commendation of JUA Board !

Members
The Council commended 1

RIMS representative to the JUA Bo.l

of Directors, Drs. Kenneth Liffml

E. Gerald Rock and Frank W. Sul

van, for their tremendous job in rl

resenting the medical profession in ti

important work.

Commendation of Governor’s
j

Commission Members
The Council commended f

RIMS representatives on the GoverniJ

Commission on Malpractice, Doct!

David Barry, Leroy Chapnick, 71

thony Merlino, President Stephen

.

Hove and President-Elect Herbert t

Hager.
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President Announces Appointed Committees
rING COMMITTEE
/mond Moffitt, M.D., Chrm.

oseph Pesare, M.D.

:ph G. McWilliams, M.D.

dliam E. Reeves, M.D.

,rk A. Yessian, M.D.

bard Kraemer, M.D.

Joyd Lagerquist, M.D.

redo C. Cassiet, M.D.

bert Holdsvvorth, MX),

ry Garber, M.D.

hael S. Barrett, M.D.

annes Virks, M.D.

>hen J. Richman, MX).

ier T. Gale, M.D.

no Franek, M.D.

COHOLISM COMMITTEE
well D. Johnson, M.D., Chrm.

>nund Billings, M.D.

brles Charon, M.D.

Cok, M.D.

. aham Heller, MX),
i laid F. Larkin, M.D.

;i E. Murphy, M.D.

ihan Sonkin, M.D.

lard T. McDermott, MX).
I nmie Mayfield, M.D.

brles Goodman, M.D.

:
ph DiMase, M.D.

1 LIED HEALTH PROFESSIONS
ND SERVICES COMMITTEE

| rge F. Meissner, M.D., Chrm.

I irice Adelman, M.D.

ert Baute, M.D.

. mr Geltzer, M.D.
> id Hallmann, MX).

)
ph Hansagi, M.D.

I bert Lichtman, M.D.
i ert V. Lewis, M.D.

5 rles Millard, M.D.

I old Woodcome, MX).

}r>re B. McCann, M.D.

DOD BANK COMMITTEE
lid Dahlquist, M.D., Chrm.

i atore Allegra, M.D.

1 irice Albala, M.D.
) ah A. Chazan, M.D.

I vin A. Chernow, M.D.

i >y S. Chapnick, M.D.

ti :1 Diamond, M.D.

> ph Hansagi, M.D.

1 bert Lichtman, M.D.
I ry T. Randall, M.D.
ii bam R. Thompson, M.D.

3 mas Micolonihi, M.D.

CANCER COMMITTEE
George Coleman, M.D., Chrm.
Martin Felder, M.D.

Herbert Fanger, M.D.

J. Merrill Gibson, M.D.
David Hallmann, M.D.
Louis Leone, M.D.

Henry McDuff, M.D.

J. Douglas Nisbet, M.D.

Thomas Perry, M.D.
Fred Vohr, M.D.

Banice Webber, M.D.

CHILD-SCHOOL HEALTH
COMMITTEE

Betty Mathieu, M.D., Chairperson

Jay Orson, M.D.

John T. Barrett, M.D.

James F. Brown, M.D.

John E. Farley, Jr., M.D.

Frank Giunta, M.D.

Hector Jaso, M.D.

Herman B. Marks, M.D.

William McDermott, M.D.

John B. Montgomery, M.D.

Wilson F. Utter, M.D.

F. Edward Yazbak, M.D.

Kenneth Ainley, Ph.D.

Richard P. Sexton, M.D.

Gunnar Nirk, M.D.

Maurice Laufer, M.D.

Eric Denhoff, M.D.

Alexander Jaworski, M.D.

H. Raymond McKendall, M.D.

CONTINUING MEDICAL
EDUCATION

Howard S. Browne, Jr., M.D., Chrm.

Bertram H. Buxton, Jr., M.D.

Frederick Eckel, M.D.

William J. H. Fischer, M.D.

Russell P. Hager, M.D.

Milton W. Hamolsky, M.D.

Robert Hopkins, M.D.

Francis Lamb, M.D.

Patrick Levesque, M.D.

J. Jerry Rodos, M.D.

Kenneth L. Smith, D.O.

John J. Walsh, Jr., M.D.

Alex M. Burgess, Jr., M.D.

Robert P. Sarni, M.D.

Mr. Gerald McClure

Demmie Mayfield, M.D.

Mr. David Talbot

COMMITTEE ON THE
DELIVERY OF MEDICAL CARE

Joseph E. Caruolo, M.D., Chrm.

Robert E. Baute, M.D.
R. F. Corrente, M.D.

Frederick Eckel, M.D.

John P. Grady, M.D.
Thomas F. Head, M.D.
Charles A. Hall, Jr., M.D.
Rudolf A. Jaworski, M.D.
Patrick R. Levesque, M.D.
Charles E. Millard, M.D.
Stanley D. Simon, M.D.
Charles P. Shoemaker, MX).
COMMITTEE ON DRUG ABUSE
John E. Farley, Jr., M.D., Chrm.

Eliot B. Barron, M.D.
Robert S. Burroughs, M.D.
Oscar Dashef, M.D.

Joseph E. Donahue, M.D.

Henry B. Freye, M.D.

Charles Goodman, M.D.
Martin J. O’Brien, M.D.

William L. Mauran, M.D.

Pietro Russo, M.D.

Ezra Sharp, M.D.

Allan R. G. Wallace, M.D.

EMERGENCY MEDICAL
SERVICES

Robert L. Conrad, M.D., Chrm.

Richard Bertini, M.D.

Hayes Cluxton, M.D.

Joseph J. Delfino, M.D.

Wilfred V. Ethier, M.D.

William F. Garrahan, M.D.

Joseph S. Karas, M.D.

Francis D. Lamb, M.D.

Henry Litchman, M.D.

George VanPetten, MX).

Arnold Porter, M.D.

John J. Walsh, M.D.

HIGHWAY SAFETY
COMMITTEE

Brian A. Dorman, M.D., Chrm.

Thomas McOsker, M.D.

Robert Baute, M.D.

Anthony Migliaccio, M.D.

Thomas Nestor, M.D.

Dugald Munro, MX).

John A. Dillon, M.D.

John C. Baxter, M.D.

Elmer T. Gale, M.D.

LIAISON COMMITTEE
WITH BROWN

Richard P. Sexton, M.D., Chrm.

James F. Valicenti, MX).

Thomas Head, M.D.

(Continued on page 4)



4

William J. MacDonald, M.D.

Paul B. Metcalf, M.D.

Charles B. Round, MX).

MATERNAL HEALTH
COMMITTEE

Stanley D. Davies, M.D., Chrm.

George Anderson, M.D.

Harold Beddoe, M.D.

J. Kenneth Beezer, MX).

Bertram H. Buxton, Jr., M.D.

John E. Carey, M.D.

Herbert Ebner, M.D.

John R. Evrard, M.D.

William J. MacDonald, MX).

Joseph J. O’Neill, MX).

William A. Reid, M.D.

Alvin G. Gendreau, M.D.

John P. Wood, M.D.

Ronald Ricco, M.D.

William Q. Stumer, MX).

MEDICAL ASPECTS OF SPORTS
A. A. Savastano, M.D., Chrm.

F. Bruno Agnelli, M.D.

Warren W. Francis, M.D.

Louis A. Fuchs, M.D.

Kenneth G. Knowles, M.D.

Edwin J. Madden, M.D.

Richard E. Murphy, M.D.

Ralph F. Pike, M.D.

John B. Thayer, Jr., M.D.

MEDICAL-LEGAL COMMITTEE
Edward Spindell, M.D., Chrm.

Stephen J. Fortunato, M.D.

William F. Garrahan, M.D.

John R. Grady, MX).

Raul Nodarse, M.D.

Leonard Stuadinger, M.D.

Marshall Taylor, M.D.

Paul T. Welch, M.D.

MENTAL HEALTH COMMITTEE
Hugo Taussig, M.D., Chrm.

E. N. Beltran, M.D.

Antonio Capone, M.D.

Domenic Coppolino, M.D.

Ben Feather, M.D.

Bruno Franek, M.D.

Charles Goodman, M.D.

Hector Jaso, M.D.

Gabriel Najera, M.D.

Gunnar Nirk, M.D.

Louis Sorrentino, M.D.

Elliot B. Urdang, M.D.

Joseph M. Zucker, M.D.

Max Faintych, M.D.

D. Robert Fowler, M.D.

Michael Ingall, M.D.

Thomas L. Greason, M.D.

Abraham Heller, M.D.

NURSING COMMITTEE
Maurice Adelman, M.D., Chrm.

John A. Dillon, M.D.

A. S. Carvalho, M.D.

Thomas F. Head, M.D.

Robert M. Lord, M.D.

Betty B. Mathieu, M.D.

Robert W. Riemer, M.D.

Jeannette Vidal, M.D.

Conrad Wesselhoeft, M.D.

Harold Woodcome, M.D.

PEER REVIEW COMMITTEE
Alton M. Pauli, M.D., Chrm. (1977)

Robert W. Drew, M.D. (1976)

William F. Garrahan, M.D. (1975)

Patrick R. Levesque, M.D. (1975)

Frank J. Logler, M.D. (1975)

Frank Merlino, M.D. (1975)

John J. Walsh, M.D. (1976)

Martin Felder, M.D. (1977)

Charles L. Hill, M.D. (1977)

PERINATAL COMMITTEE
William Oh, M.D., Co-Chrm.

Bertram H. Buxton, Jr., M.D.,

Co-Chrm.

Leo Stern, M.D., Co-Chrm.

Lorand Brown, M.D.

George Anderson, M.D.

Robert D. Corwin, M.D.

Charlotte T. Liu, M.D.

Frank DeLuca, MX).

Constantine Demopulos, M.D.

Eric Denhoff, M.D.

Herbert Ebner, M.D.

John R. Evrard, M.D.

Betty Vohr, M.D.

Alvin Gendreau, M.D.

John P. Grady, M.D.

William McDermott, M.D.

Allen J. Rosenberg, M.D.

Joseph J. O’Neill, M.D.

Patricia N. Wold, M.D.

F. Edward Yazbak, M.D.

Naim Nanyakares, M.D.

Edwin M. Gold, M.D.

William Sturner, M.D.

POLLUTION COMMITTEE
Francis Scola, M.D., Chrm.

Orlando Armada, M.D.

Peter Baute, M.D.

George K. Boyd, M.D.

Francis H. Chafee, M.D.
Manuel DaSilva, M.D.

Henry Freye, M.D.

Charles A. Hall, M.D.

Marvin Kerzner, M.D.

NEWSIER

Gordon Menzies, M.D.

Anthony J. Migliaccio, M.D.

Alton M. Pauli, M.D.

George J. Jacewicz, M.D.

Richard W. Perry, M.D.

Thomas G. Breslin, M.D.

Guy A. Settipane, M.D.

Francis P. Vose, M.D.

Joseph P. Padayhag, M.D.

PHYSICIANS AND CARRIERS
WORKMEN’S COMPENSATE /

COMMITTEE
Walter Cotter, M.D., Chrm.

Eugene Healey, M.D.

Henry Litchman, M.D.

Martin Feldman, M.D.

Howard S. Sturim, M.D.

John Yashar, M.D.

SCIENCE FAIR COMMITTEE
John C. Lathrop, M.D., Chrm.

Daniel Alves, M.D.

Thomas G. Breslin, M.D.

Roger Fontaine, M.D.

Karl F. Stephens, M.D.

SOCIAL WELFARE C0MMITT1
Peter L. Mathieu, Jr., M.D., Chrm.

Orlando Armada, M.D.

Andrew Blazar, M.D.

R. E. DeForest, M.D.

John A. Dillon, M.D.

Joseph L. Dowling, M.D.

Martin Feldman, M.D.

Donald Fitzpatrick, MX).

Russell P. Hager, M.D.

Henry F. Izeman, M.D.

John A. Melchionna, M.D.

John B. Montgomery, M.D.

SECRETARY'S REPORT
(Continued from page 2)

The Council approved part-ti

employment for our Librarian, J*

Helen Dejong, for five months bey<

her retirement on October 31 in or

that she may complete her import

work on rare books, archives and

strument collection.

Approval was given of the

penditure of $8,000 to hire an a(

tional secretary and upgrade a p

time employee to full-time status.

Membership Poll

The Council approved of a
[

of the membership on questions

lating to the future status of the Rh<

Island Medical Journal and

Rhode Island Medical Society Libra



BROWN UNIVERSITY

DIVISION OF BIOLOGICAL AND MEDICAL SCIENCES

Providence, Rhode Island 02912

863-3231

CONTINUING MEDICAL EDUCATION CALENDAR

NOVEMBER

5 Twelfth Annual Maurice N. Kay Pediatric Symposium, ADVANCES IN PEDI-

ATRIC DIAGNOSIS AND TREATMENT. Kay Auditorium, Roger Williams Gen-
eral Hospital, 9:30 A.M. to 5:00 P.M.

6 BEHAVIORAL ASSESSMENT AND TREATMENT OF ALCOHOLICS: A CLINICAL

PERSPECTIVE. Peter E. Nathan, Ph.D., Professor of Psychiatry and Psychol-

ogy, Rutgers University Medical School. A Butler Hospital Grand Rounds

Program ($1.00 admission will be charged at the door for those who did

not subscribe). Butler Hospital, Ray Hall, 4:30-6:00 P.M.

10 May 24 - AMBULATORY MEDICINE AND FAMILY PRACTICE. A weekly class

held Mondays from 7:00-8:30 P.M. The Memorial Hospital, Pawtucket. Cred-

its toward the AMA Physicians Award have been applied for and will

probably be available.

13 BEHAVIORAL TREATMENT OF MARITAL PROBLEMS. Richard B. Stuart, DSW,
Director, Marriage and Family Treatment Center, University of British Co-

lumbia, Vancouver, BC. A Butler Hospital Grand Rounds Program — see

November 6 listing.

22 HEMATOLOGIC PROBLEMS IN SURGERY. The Brown University Section of

Surgery Symposium. The George Auditorium, Rhode Island Hospital, 8:30

A.M. -Noon. Topics will include: "Recent Advances in the Prevention and

Management of Thromboembolism," "Surgery in the Myeloproliferative Dis-

eases," "Disorders of the Blood Platelet: A Frequent Cause of Excessive Post-

Operative Hemorrhage," "Disseminated Intra-Vascular Coagulation." Speak-

ers are: Robert I. Handin, M.D., Assistant Professor of Medicine, Harvard

Medical School; Peter H. Levine, M.D., Assistant Professor of Medicine, Tufts

University School of Medicine; Seymour I. Schwartz, M.D., Professor of Sur-

gery, University of Rochester; and Sol Sherry, M.D., Professor and Chairman,

Department of Medicine, Temple University School of Medicine.

DECEMBER

12 MANIFESTATIONS OF ENDOCRINE DISORDERS IN THE NEWBORN. John F.

Crigler, Jr., M.D., Associate Professor of Pediatrics, Harvard University. Kay

Auditorium, Roger Williams General Hospital, 10:30 A.M.
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BROWN UNIVERSITY
DIVISION OF BIOLOGICAL AND MEDICAL SCIENCES

Providence, Rhode Island 02912

863-3231

'lile53age jrotn the <=Z),can

THE BROWN MEDICAL STUDENT AND THE RHODE ISLAND COMMUNITY

From its inception as a medical school some
three years ago, Brown University has received sup-

port from and has been responsive to, the general

community of Rhode Island. This sense of com-

munity alliance is deeply shared by the Brown
medical students; indeed, the Medical Student

Council has declared that the Brown Medical

School “has a special responsibility to devote itself

to the improvement of health care and its delivery

for the people of Rhode Island.” In furtherance of

this our medical students have recently initiated

steps leading to the establishment of a hypertension

screening program for high risk areas in the state

of Rhode Island.

In June of this year Mr. James Guanci, one of

the officers of the Medical Student Council, con-

tacted some program coordinators of the Rhode

Island Heart Association for advice and guidance

regarding a contemplated hypertension screening

program. After numerous organizational meetings

involving students, practicing physicians and repre-

sentatives of the Heart Association and the com-

munity, it was mutually decided that the first ef-

forts in this direction might best be undertaken

with Opportunities Industrialization Center (OIC)

of South Providence. In concert with various local

physicians, Mr. Michael van Leeston (Director of

OIC), Mr. Robert Sauber, and Mrs. Patricia Sher-

man of the Rhode Island Heart Association, a de-

tailed program was designed which emphasized pa-

tient education as well as screening.

The first screening effort was begun on August

12, 1975, based upon the volunteer services of 33

Brown University medical students. Preliminary

lectures, prepared and rendered by the students,

explained the nature of high blood pressure and the

various complications which might arise following

susta.ned hypertension. These formal educational

sessions were frequently augmented by films and
printed material prepared by the Rhode Island

Heart Association. Following questions and an-

swers, the screening was begun. When the medical

students encountered a person with hypertension

(as defined by age-related Heart Association cri-

teria), he or she was asked to return at another date

in order to verify the existence of hypertension. If

confirmed, the person was then referred to his or her

personal physician. When no personal physician was

identified, the patient was referred to one of the

neighborhood health centers. Almost 11 per cent of

the first 177 individuals screened showed hyper-

tension.

The medical student leadership plans to maintain

a hypertension screening unit at OIC and will at-

tempt to initiate a similar program on the Brown

campus in cooperation with the University Student

Health Service. Medical students have established

a standing Committee on Community Relations

which will serve to coordinate these screening ef-

forts. Some of the participating students have

expressed an interest in having community-oriented

programs of this nature incorporated into the cur-

riculum of the Community Health clerkship at the

medical school. Members of the student body are

presently considering still further means and pro-

grams by which students may participate in com-

munity life.

Our medical students fully recognize the limita-

tions of their clinical judgment and capabilities.

They have weighed the ramifications of each of

their actions and have sought competent profes-

sional advice at each stage in the development of

this program.

(Continued on next page)
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The Brown medical students represent a valuable

community resource. When a strike impaired the

functioning capabilities of the Rhode Island Medi-

cal Center over a year ago. in excess of 180 Brown

medical students volunteered their services to main-

tain the wards until the labor problem was resolved.

In actions such as these our students show an

awareness that the gifted physician is one who
combines technical skills with compassion and au-

thentic commitment to the community.

Stanley M. Aronson, M.D.

Dean of Medical Affairs

Browm University

The Twelfth Annual
Maurice N. Kay Pediatric Symposium

NOVEMBER 5, 1975

At the Roger Williams General Hospital

“Advances in Pediatric Diagnosis and Therapy”
Moderator — DOCTOR STERN

Registration and Coffee Hour 9:00 A.M. to 10:00 A.M.

Morning Session 10:00 A.M. to 1:00 P.M.

10:00 a.m. "Practical Identification of Immunologic Disorders in Children" DR.

FULGINITI

11:00 a.m. "Slow Virus Infections in Children" DR. GRIFFITH

12:00 p.m. Pane! Discussion: Dr. Vincent Fulginiti, Dr. John Griffith, Dr. Stephen

Kaplan, Dr. Georges Peter

Luncheon — Hospital Cafeteria 1:00 P.M. to 2:00 P.M.

Afternoon Session 2:00 P.M. to 5:00 P.M.

2:00 p.m. "Growth Hormone, Somatomedin, and Growth" DR. VAN WYK

3:00 p.m. "Nephrotic Syndrome" DR. MICHAEL

4:00 p.m. Panel Discussion: Dr. Judson Van Wyk, Dr. Alfred Michael, Dr. Mary

Arnold, Dr. Robert Schwartz

418 Rhode Island Medical Journal
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In This State, It’s Safer And Cheaper To
Steal Cars Than To Practice Medicine !

!

By Stephen J. Hoye, M.D.

The irony of these two cases, ten days apart,

speaks more eloquently than any editorial possibly

could. Suspended sentences for car theft and two

weeks of suspenseful jury trial for practicing good

medicine!! Don’t you agree?!

DOCTORS CLEARED IN $1.5 MILLION
MALPRACTICE SUIT

By FRANCIS L. MURPHY
Journal-Bulletin Staff Writer

PROVIDENCE — A jury and a trial judge, acting
independently, recorded verdicts in Superior Court
yesterday in favor of two physicians, each of whom
was sued for $750,000 in a medical malpractice case.

Dr. Stephen J. Hoye and Dr. Paul J. M. Healey,
both of Pawtucket, were the defendants in the suit
brought by Omer G. Benoit, 35, of 825 Central Ave.,
Pawtucket. He complained that their failure to diag-
nose the seriousness of an abdominal condition from
which he suffered in 1970 made it necessary for him
to undergo major surgery in a later hospitalization.

Dr. Hoye is the president of the Rhole Island Med-
ical Society.

The jury returned verdicts for the two doctors after
deliberating about nine hours Wednesday and yester-
day. Judge Ronald R. Lagueux thereupon also granted
motions by Kirk Hanson, attorney for the doctors,
that he direct verdicts in favor of them. The judge
had reserved his decision on Hanson’s motions until

the jury’s own verdicts could be returned.

Judge Lagueux said there was no evidence from
which the jurors could reasonably find that any al-

leged failure by the doctors to diagnose the serious-
ness of Benoit’s abdominal condition was a “proxi-
mate cause” of his subsequent need for major surgery.

The judge said that, on the contrary, there was in-

disputable evidence that Benoit was suffering from an
acute condition and that the ultimate outcome was
inevitable.

The doctors denied Benoit’s allegation that they
mis-diagnosed his condition. Their counsel contended
that the case should not be determined by “what hind-
sight may reveal should have been done in the light

of subsequently occurring conditions.”
Benoit was represented by Claude Lefebvre.

*Reprinted from the Providence Journal of October
10, 1975.

President’s Page

2 FINED IN STOLEN CAR CASE
By TONY ALLEN

Journal-Bulletin Staff Writer

PROVIDENCE — The kingpin in a northern Rhode
Island stolen car ring and one of his accomplices were
fined in federal court yesterday.

They are the last of six men sentenced in a stolen
car operation in which 14 cars were stolen from Mas-
sachusetts car dealers. In all cases, federal officials

said, the cars were stolen within a day or two after
they had been taken for a test drive by men presumed
to be potential customers.

It was theorized that car keys were duplicated dur-
ing the time the cars were out on road tests. But since
all six men pleaded guilty and the cases, therefore,
never went to trial, there was no testimony to this

effect.

In yesterday’s sentencing, Oscar Theriault, 32, of

174 Burnside St., Woonsocket, described in federal
court as the “moving factor” in the stolen car opera-
tion, was given a 15-month suspended sentence, with
probation, and fined $2,500.

Chief Judge Raymond J. Pettine gave Theriault one
week to pay the fine despite the convicted man’s claim
that he’d have to sell his house to do it. The judge,
however, held out the possibility for installment pay-
ments if the court should later deem it necessary.

The accomplice, Ronald Vaz, 31, formerly of Black-
stone, Mass., now living at 74 Hollis St., Woonsocket,
was given a six-month suspended sentence and fined

$200. The judge noted that Vaz is more than $13,000
in debt.

Vaz apologized to the judge for collapsing last week
in the courtroom, thus forcing postponement of sen-
tencing until yesterday. Neither Vaz nor Theriault has
been convicted before, the U.S. Attorney’s office said.

Four other men connected with the car ring already
have received six-month suspended terms with proba-
tion and fines of varying amounts.

" Reprinted from the Evening Bulletin of October 21,
1975.
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Profile 20
Results in

Lowering Medical Costs

Profile "20" includes the following:

CALCIUM

INORGANIC PHOSPHATE

GLUCOSE

UREA NITROGEN

UREA ACID

CHOLESTEROL

BILIRUBIN

TOTAL PROTEIN

ALBUMIN

GLOBULIN

ALK. PHOSPHATASE

LDH

SGOT

HEMOGLOBIN

HEMATOCRIT

WHITE BLOOD COUNT
RED BLOOD COUNT
MCH
MCV

MCHC

WJicJJalo,’Cl ton
335 BROADWAY

PROVIDENCE, R. I. 02909 TEL. 421-3100

ANGELO VITICONTE, A. B. M. T.

DIRECTOR
ASCANIO Dl PIPPO DONALD MATTERA

Ph.. D B.S. M.T. (ASCP)

ALL 20 PROCEDURES

$15.00

NOTICE
ALL PHYSICIANS IN RHODE ISLANDI!

CHANGING ECONOMIC CONDITIONS,
INCREASING LOSS RATIOS

and

INSUFFICIENT PREMIUM RESERVES
ARE BEGINNING TO BRING ABOUT

DRASTIC CHANGES

in

NATIONAL AND REGIONAL
ASSOCIATION GROUP DISABILITY

INCOME POLICIES!!

Those Members who would like further in-

formation of the impending problems of
"Mail-Order" Insurance which lie just ahead
may obtain further information by contact-

ing us via 'phone or mail

- NO OBLIGATION -

R. A. DESROSIER AGENCY

215 Waterman Avenue
East Providence, Rhode Island

Tel. 438-0660

HEALTH HAVENS
A SKILLED NURSING HOME
MEDICARE PARTICIPATING

Registered Professional Nurses On All Shifts

Dietician Physiotherapist

Organized But Open Medical Staff

Ethically Managed

100 Wampanoag Trail East Providence

Tel. 438-4275

JCAH Accredited

420 Rhode Island Medical Journal
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Important Note: This drug is not a simple anal-

gesic. Do not administer casually Carefully

evaluate patients before starting treatment and

keep them under close supervision. Obtain a

detailed history and complete physical and
laboratory examination (complete hemogram,
urinalysis, etc.) before prescribing and at fre-

quent intervals thereafter Carefully select pa-

tients. avoiding those responsive to routine

measures, contraindicated patients or those

who cannot be observed frequently. Warn pa-

tients not to exceed recommended dosage
Short-term relief of severe symptoms with the

smallest possible dosage is the goal of therapy.

Dosage should be taken with meals or a full

glass of milk. Substitute alka capsules for

tablets if dyspeptic symptoms occur. Patients

should discontinue the drug and report immedi-

ately any sign of: fever, sore throat, oral lesions

(symptoms of blood dyscrasia); dyspepsia
epigastric pain, symptoms of anemia, black or

tarry stools or other evidence of intestinal

ulceration or hemorrhage, skin reactions, signi-

ficant weight gain or edema A one-week trial

period is adequate. Discontinue in the absence
of a favorable response. Restrict treatment

periods to one week in patients over sixty.

Indications Rheumatoid arthritis, osteoarthritis,

bursitis, acute gouty arthritis and rheumatoid
spondylitis.

Contraindications Children 14 years or less:

senile patients: history or symptoms of G.l. in-

flammation or ulceration including severe, re-

current or persistent dyspepsia, history or

presence of drug allergy; blood dyscrasias:

renal, hepatic or cardiac dysfunction; hyperten-

sion; thyroid disease: systemic edema stomatitis

and salivary gland enlargement due to the drug:

polymyalgia rheumatica and temporal arteritis:

patients receiving other potent chemothera-
peutic agents, or long-term anticoagulant

therapy.

Warnings: Age weight, dosage, duration of ther-

apy. existance of concomitant diseases and
concurrent potent chemotherapy affect inci-

dence of toxic reactions. Carefully instruct and
observe the individual patient especially the

aging (forty years and over) who have increased

susceptibility to the toxicity of the drug Use
lowest effective dosage Weigh initially unpre-

dictable benefits against potential risk of

severe, even fatal, reactions. The disease con-

dition itself is unaltered by the drug Use with

caution in first trimester of pregnancy and in

nursing mothers Drug may appear in cord

blood and breast milk. Serious, even fatal, blood

dyscrasias. including aplastic anemia, may
occur suddenly despite regular hemograms, and
may become manifest days or weeks after ces-

sation of drug Any significant change in total

white count, relative decrease in granulo-

cytes. appearance of immature forms, or fall in

hematocrit should signal immediate cessation

of therapy and complete hematologic investiga-

tion Unexplained bleeding involving CNS.
adrenals, and G.l tract has occurred. The drug
may potentiate action of insulin, sulfonylurea,

and sulfonamide-type agents. Carefully observe

patients taking these agents. Nontoxic and toxic

goiters and myxedema have been reported (the

drug reduces iodine uptake by the thyroid).

Blurred vision can be a significant toxic symp-
tom worthy of a complete ophthalmological ex-

amination. Swelling of ankles or face in

patients under sixty may be prevented by

reducing dosage. If edema occurs in patients

over sixty, discontinue drug.

Precautions: The following should be accom-
plished at regular intervals: Careful detailed

history for disease being treated and detection

of earliest signs of adverse reactions; complete

physical examination including check of pa-

tient s weight: complete weekly (especially for

the aging) or an every two week blood check,

pertinent laboratory studies Caution patients

about participating in activity requiring alert-

ness and coordination, as driving a car. etc

Cases of leukemia have been reported in pa-

tients with a history of short- and long-term

therapy. The majority of these patients were
over forty Remember that arthritic-type pains

can be the presenting symptom of leukemia

Adverse Reactions This is a potent drug; its

misuse can lead to serious results. Review de-

tailed information before beginning therapy

Ulcerative esophagitis, acute and reactivated

gastric and duodenal ulcer with perforation

and hemorrhage, ulceration and perforation of

large bowel, occult G.l. bleeding with anemia
gastritis, epigastric pain, hematemesis. dys-

pepsia nausea vomiting and diarrhea, abdomi-
nal distention agranulocytosis, aplastic anemia,

hemolytic anemia anemia due to blood loss in-

cluding occult G.l. bleeding thrombocytopenia
pancytopenia, leukemia, leukopenia, bone
marrow depression, sodium and chloride re-

tention. water retention and edema, plasma
dilution, respiratory alkalosis, metabolic acido-

sis. fatal and nonfatal hepatitis (cholestasis may
or may not be prominent), petechiae. purpura

without thrombocytopenia, toxic pruritus,

erythema nodosum, erythema multiforme.

Stevens-Johnson syndrome. Lyell s syndrome
(toxic necrotizing epidermolysis), exfoliative

dermatitis, serum sickness, hypersensitivity

angiitis (polyarteritis), anaphylactic shock
urticaria arthralgia, fever, rashes (all allergic

reactions require prompt and permanent with-

drawal of the drug), proteinuria, hematuria

oliguria, anuria, renal failure with azotemia,

glomerulonephritis, acute tubular necrosis

nephrotic syndrome, bilateral renal cortical

necrosis, renal stones, ureteral obstruction with

uric acid crystals due to uricosuric action of

drug impaired renal function, cardiac decom-
pensation. hypertension, pericarditis, diffuse

interstitial myocarditis with muscle necrosis,

perivascular granulomata. aggravation of tem-

poral arteritis in patients with polymyalgia rheu-

matica. optic neuritis, blurred vision, retinal

hemorrhage toxic amblyopia, retinal detach-

ment. hearing loss, hyperglycemia, thyroid

hyperplasia toxic goiter, association of hyper-

thyroidism and hypothyroidism (causal relation-

ship not established), agitation, confusional

states, lethargy; CNS reactions associated with

overdosage including convulsions, euphoria,

psychosis, depression, headaches, hallucina-

tions. giddiness vertigo, coma, hyperventila-

tion. insomnia; ulcerative stomatitis, salivary

gland enlargement

(B)98- 146-070-J (10/71)

For complete details, including dosage, please

see full prescribing information

GEIGV Pharmaceuticals

Division of CIBA-GEIGY Corporation

Ardsley New York 10502

BU 10259



PRACTICE

QUESTIONSm
Depend on

Starkweather& Shepley
for the answers

and help

Hundreds of Rhode Island physicians rely on us because we're

insurance experts. As agents, we've spent years solving all types of

professional and personal insurance problems for the medical

community. And you can depend on us to help you through periods

of uncertainty...Starkweather & Shepley for answers and help.

ESTABLISHED 1879

Starkweather&Shepley .

Complete Business & Personal Insurance, Pension & Estate Planning

Representing the World's Major Insurance Companies.

155 South Main Street, Providence, Rhode Island 02903, Telephone (401)421-6900



LEARY
LABORATORY

EKG: This service is now

available by appointment on house

calls and at our 189 Governor St.

Laboratory.

Profile 1

1

: A new

inexpensive grouping of the

procedures that physicians in this

area frequently order to obtain a

general profile of their patients,

without appointment. The fee is

$16.50 which includes the

following tests:

Albumin

Glucose

BUN
Calcium

LDH
SGOT

Aik. Phos.

Cholesterol

Uric Acid

Total Protein

Total Bilirubin

Phosphate

L

Triglycerides

T4
Hemogram

(RBC, WBC, Hematocrit,

Hemoglobin, MCV, MCH, MCHC)

LEARY LABORATORY, INC.

43 Bay State Road, Boston, MA 02215

THREE PROVIDENCE LOCATIONS
655 Broad St. — 7:30-5:00 Mon.-Fri.

189 Governor St. — 9:00-5:00 Mon.-Fri.

Ill Plain St. — 9:00-5:00 Mon.-Fri.

9:00-1 1 :00 Saturday

IMPORTANT INFORMATION: This is a Sched-
ule V substance by Federal law ; diphenoxylate
HCI is chemically related to meperidine. In
case ol overdosage or individual hypersensi-
tivity, reactions similar to those alter meperi-
dine or morphine overdosage may occur

;

treatment is similar to that lor meperidine or
morphine intoxication (prolonged and carelul
monitoring). Respiratory depression may recur
in spite of an initial response to Nalline® (nal-
orphine HCI) or Narcan® (naloxone HCI) or
may be evidenced as late as 30 hours alter in-

gestion. LOMOTIL IS NOT AN INNOCUOUS
DRUG AND DOSAGE RECOMMENDATIONS
SHOULD BE STRICTLY ADHERED TO. ESPE-
CIALLY IN CHILDREN. THIS MEDICATION
SHOULD BE KEPT OUT OF REACH OF
CHILDREN.

Indications: Lomotil is effective as adjunctive ther-
apy in the management of diarrhea.

Contraindications: In children less than 2 years,
due to the decreased safety margin in younger age
groups, and in patients who are jaundiced or hyper-
sensitive to diphenoxylate HCI or atropine.

Warnings: Use with special caution in young chil-
dren. because of variable response, and with extreme
caution in patients with cirrhosis and other ad-
vanced hepatic disease or abnormal liver function
tests, because of possible hepatic coma. Diphenoxy-
late HCI may potentiate the action of barbiturates,
tranquilizers and alcohol. In theory, the concurrent
use with monoamine oxidase inhibitors could pre-
cipitate hypertensive crisis. In severe dehydration
or electrolyte imbalance, withhold Lomotil until cor-
rective therapy has been initiated.

Usage in pregnancy: Weigh the potential benefits
against possible risks before using during preg-
nancy. lactation or in women of childbearing age.
Diphenoxylate HCI and atropine are secreted in the
breast milk of nursing mothers.

Precautions: Addiction (dependency) to diphenoxy-
late HCI is theoretically possible at high dosage. Do
not exceed recommended dosages. Administer with
caution to patients receiving addicting drugs or
known to be addiction prone or having a history of

drug abuse. The subtherapeutic amount of atropine
is added to discourage deliberate overdosage;
strictly observe contraindications, warnings and pre-
cautions for atropine; use with caution in children
since signs of atropinism may occur even with the
recommended dosage. Use with care in patients with
acute ulcerative colitis and discontinue use if ab-
dominal distention or other symptoms develop.

Adverse reactions: Atropine effects include dryness
of skin and mucous membranes, flushing, hyper-
thermia. tachycardia and urinary retention. Other
side effects with Lomotil include nausea, sedation,
vomiting, swelling of the gums, abdominal discom-
fort respiratory depression, numbness of the ex-
tremities, headache, dizziness, depression, malaise,
drowsiness, coma, lethargy, anorexia, restlessness,
euphoria, pruritus, angioneurotic edema, giant urti-

caria, paralytic ileus, and toxic megacolon.

Dosage and administration: Lomotil is contraindi-
cated in children less than 2 years old. Use only
Lomotil liquid for children 2 to 12 years old. For ages
2 to 5 years. 4 ml. (2 mg.) t.i.d.; 5 to 8 years. 4 ml.

(2 mg.) q i d.; 8 to 12 years. 4 ml. (2 mg.) 5 times
daily; adults, two tablets (5 mg.) t.i.d. to two tablets

(5 mg.) q.i.d. or two regular teaspoonfuls (10 ml..

5 mg.) q i d. Maintenance dosage may be as low as
one fourth of the initial dosage Make downward
dosage adjustment as soon as initial symptoms are
controlled.

Overdosage: Keep the medication out of the reach
of children since accidental overdosage may cause
severe, even fatal, respiratory depression. Signs of

overdosage include flushing, hyperthermia, tachy-
cardia, lethargy or coma, hypotonic reflexes, nystag-
mus. pinpoint pupils and respiratory depression
which may occur 12 to 30 hours after overdose. Evac-
uate stomach by lavage, establish a patent airway
and, when necessary, assist respiration mechani-
cally. A narcotic antagonist may be used in severe
respiratory depression. Observation should extend
over at least 48 hours.

Dosage forms

:

Tablets, 2.5 mg. of diphenoxylate HCI
with 0.025 mg. of atropine sulfate. Liquid. 2.5 mg. of

diphenoxylate HCI and 0.025 mg. of atropine sulfate
per 5 ml A plastic dropper calibrated in increments
of V2 ml. (total capacity, 2 ml.) accompanies each
2-oz. bottle of Lomotil liquid.

Searle & Co.
San Juan, Puerto Rico 00936

Address medical inquiries to:

G. D. Searle & Co
Medical Department, Box 5110,
Chicago, Illinois 60680

SEARLE
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Diarrhea can hook anyone. When it does,

physicians and patients both want prompt
control of diarrheal symptoms. Lomotil will

usually control diarrhea promptly.

This rapid action can halt the emergency
aspect of diarrhea and is comforting and
reassuring to the patient. Electrolyte and

fluid losses can be corrected while the spe-

cific cause of the diarrhea is being deter-

mined. If an infective agent is the cause,

appropriate specific therapy should be
given along with Lomotil.

Lomotil is contraindicated in children

less than 2 years old.

LomotiL

_

Each tablet and each 5 ml of liquid contain diphenoxylate hydrochloride 2 5 mg (Warning May be habit forming), atropine sulfate 0 025 mg

holds the line.



in hypertension,

ALDOMET(methyldopaimsd)
usually offers more
than effective lowering

of blood pressure...

With ALDOMET
(Methyldopa, MSD),

existing renal function

is usually unchanged
ALDOMET has no direct effect on renal

function. When used in effective doses,

ALDOMET usually does not reduce glo-

merular filtration rate, renal blood flow,

or filtration fraction.

With ALDOMET
(Methyldopa, MSD),

cardiac output is

generally unchanged
ALDOMET has no direct effect on cardiac

function. When ALDOMET is used in effec-

tive doses cardiac output is usually

maintained with no cardiac acceleration;

in some patients the heart rate is slowed.



MSP

Methyldopa, MSD),
symptomatic postural

hypotension is infrequent
MDOMET reduces both supine and standing blood pressure,

.ess frequent symptomatic postural hypotension is experienced
A/ith ALDOMET than with many other antihypertensive agents,

ixercise hypotension and diurnal blood pressure variations

arely occur.

to further

simplify therapy

for many patients

now available

ALDOMET500mg
(METHYLDOPA

I
MSD)

• often more practical to prescribe

• easier for patients to remember

Now offered in addition to the standard

250-mg tablet, the new ALDOMET 500 mg
tablet is a patient convenience. An especially

important one, since in hypertension con-

venience of the dosage schedule is one factor

that can make the difference in compliance

of the patient. The minimum daily dose of

ALDOMET is 250 mg b.i.d. The usual starting

dose is 250 mg t.i.d. Dosage is adjusted as

necessary by adding or deleting 250 mg or

500 mg at intervals of not less than two

days. The maximum dose is 3.0 g per day.

Examples of b.i.d. or t.i.d. dosage convenience

provided by ALDOMET 500 mg within the

usual daily dosage range of 500 mg to 2.0 g:

for hypertension
j'ABLETS, 250 mg, 500 mg, and 125 mg

ALDOMET
METHYIDEMIMSO)
i unique antihypertensive agent
•LDOMET is contraindicated in active hepatic disease,

ypersensitivity to the drug, and if previous methyldopa

nerapy has been associated with liver disorders. It is

ot recommended in pheochromocytoma.
: is important to recognize that a positive Coombs test,

emolytic anemia, and liver disorders mayoccurwith
oethyldopa therapy. The rare occurrences of hemolytic anemia

r liver disorders could lead to potentially fatal complica-

tes unless properly recognized and managed. For more

etails see the brief summary of prescribing information.

or a brief summary of prescri' ing information, please see following page.

MSD

i.o-g

daily

dose

1.5-g

daily

dose

2.0-g

daily

dose

NOTE: Tablets shown are not actual size.



in hypertension

ALDOMETcmethyldopaimsd)
usually lowers blood

pressure effectively

Contraindications: Active hepatic disease, such as

acute hepatitis and active cirrhosis: if previous

methyldopa therapy has been associated with liver

disorders (see Warnings): hypersensitivity.

Warnings: It is important to recognize that a

positive Coombs test, hemolytic anemia, and

liver disorders may occur with methyldopa

therapy. The rare occurrences of hemolytic

anemia or liver disorders could lead to poten-

tially fatal complications unless properly recog-

nized and managed. Read this section carefully

to understand these reactions.

With prolonged methyldopa therapy. 10% to 20% of

patients develop a positive direct Coombs test,

usually between 6 and 12 months of therapy Lowest

incidence is at daily dosage of 1 g or less This on

rare occasions may be associated with hemolytic

anemia, which could lead to potentially fatal com-

plications One cannot predict which patients with a

positive direct Coombs test may develop hemolytic

anemia Prior existence or development of a positive

direct Coombs test is not in itself a contraindication

to use of methyldopa If a positive Coombs test

develops during methyldopa therapy, determine

whether hemolytic anemia exists and whether the

positive Coombs test may be a problem For exam-

ple. in addition to a positive direct Coombs test

there is less often a positive indirect Coombs test

which may interfere with crass matching of blood

At the start of methyldopa therapy, it is desirable to

do a blood count (hematocrit, hemoglobin, or red

cell count) for a baseline or to establish whether

there is anemia Periodic blood counts should be

done during therapy to detect hemolytic anemia It

may be useful to do a direct Coombs test before

therapy and at 6 and 12 months after the start of

therapy If Coombs-positive hemolytic anemia oc-

curs. the cause may be methyldopa and the drug

should be discontinued Usually the anemia remits

promptly If not, corticosteroids may be given and

other causes of anemia should be considered If the

hemolytic anemia is related to methyldopa. the drug

should not be reinstituted When methyldopa causes

Coombs positivity alone or with hemolytic anemia,

the red cell is usually coated with gamma globulin of

the IgG (gamma G) class only The positive Coombs
test may not revert to normal until weeks to months
after methyldopa is stopped

Should the need for transfusion arise in a patient

receiving methyldopa. both a direct and an indirect

Coombs test should be performed on his blood In

the absence of hemolytic anemia, usually only the

direct Coombs test will be positive A positive direct

Coombs test alone will not interfere with typing or

cross matching If the indirect Coombs test is also

positive, problems may arise in the major cross

match and the assistance of a hematologist or

transfusion expert will be needed

Fever has occurred within first 3 weeks of therapy,

sometimes with eosinophilia or abnormalities in liver

function tests, such as serum alkaline phosphatase,

serum transaminases (SGOT. SGPT). bilirubin, ceph-

alin cholesterol flocculation, prothrombin time, and

bromsulphalein retention. Jaundice, with or without

fever, may occur, with onset usually in the first 2 to

3 months of therapy In some patients the findings

are consistent with those of cholestasis. Rarely fatal

hepatic necrosis has been reported. These hepatic

changes may represent hypersensitivity reactions;

periodic determination of hepatic function should be

done particularly during the first 6 to 12 weeks of

therapy or whenever an unexplained fever occurs. If

fever and abnormalities in liver function tests or

jaundice appear, stop therapy with methyldopa If

caused by methyldopa. the temperature and abnor-

malities in liver function characteristically have

reverted to normal when the drug was discontinued

Methyldopa should not be reinstituted in such pa-

tients

Rarely, a reversible reduction of the white blood cell

count with primary effect on granulocytes has been

seen Reversible thrombocytopenia has occurred

rarely When used with other antihypertensive drugs

potentiation of antihypertensive effect may occur

Patients should be followed carefully to detect side

reaction or unusual manifestations of drug idio-

syncrasy

Use in Pregnancy: Use of any drug in women who
are or may become pregnant requires that antici-

pated benefits be weighed against possible risks;

possibility of fetal injury can not be excluded

Precautions: Should be used with caution in pa-

tients with history of previous liver disease or dys-

function (see Warnings) May interfere with

measurement of uric acid by the phosphotungstate

method, creatinine by the alkaline picrate method

and SGOT by colorimetric methods Since methyl-

dopa causes fluorescence in urine samples at the

same wavelengths as catecholamines, falsely high

levels of urinary catecholamines may be reported

This will interfere with the diagnosis of pheochro-

mocytoma It is important to recognize this

phenomenon before a patient with a possible pheo-

chromocytoma is subjected to surgery Methyldopa

is not recommended for patients with pheochromo-

cytoma Urine exposed to air after voiding may
darken because of breakdown of methyldopa or its

metabolites

Stop drug if involuntary choreoathetotic move
occur in patients with severe bilateral cerebra

lar disease Patients may require reduced do

anesthetics; hypotension occurring during

thesia usually can be controlled with vasopre

Hypertension has recurred after dialysis in pz

on methyldopa because the drug is removed t

procedure.

Adverse Reactions: Central nervous syl

Sedation, headache, asthenia or weakness, u

early and transient; dizziness. Iightheadei

symptoms of cerebrovascular insuffic

paresthesias, parkinsonism. Bell's palsy, involi

choreoathetotic movements: psychic disturb,

including nightmares and reversible mild psyc

or depression

Cardiovascular: Bradycardia, aggravation of

;

pectoris Orthostatic hypotension (decrease

dosage) Edema (and weight gain) usually re

by use of a diuretic. (Discontinue methyldr

edema progresses or signs of heart failure af

Gastrointestinal: Nausea, vomiting, diste

constipation, flatus, diarrhea, mild drynei

mouth, sore or "black'' tongue, pancre

sialadenitis

Hepatic: Abnormal liver function tests, jau

liver disorders

Hematologic: Positive Coombs test, herr

anemia Leukopenia, granulocytopenia, tf

bocytopema

Allergic: Drug-related fever, skin rash.

Other: Nasal stuffiness, rise in BUN, breast en

ment. gynecomastia, lactation, impot
decreased libido, mild arthralgia, myalgia

Note: Initial adult dosage should be limit

500 mg daily when given with antihypertei

other than thiazides Tolerance may occur, u

between second and third month of therap

creased dosage or adding a thiazide freq

restores effective control Patients with im| ,

renal function may respond to smaller doses
'

cope in older patients may be related to incr

sensitivity and advanced arteriosclerotic va: 1

disease; this may be avoided by lower doses

How Supplied: Tablets, containing 12
‘

methyldopa each, in bottles of 100; Tablets, co

ing 250 mg methyldopa each, in single ,

packages of 100 and bottles of 100 and 1

Tablets, containing 500 mg methyldopa eac

single-unit packages of 100 and bottles of 1C
!

,

For more detailed information, consult your

representative or see full prescribing infi

tion. Merck Sharp & Oohme, Division of Me
Co.. Inc.. West Point, Pa. 19486

MSD MERCK SHARP & DOHME



Pretend itjs 1958.

Wouldyou invest in hulahoops?

Ifyou put $ 100,000 into hula

hoops in 1958, you might be a

millionaire today.

Then again, you might be

broke.

In making short-term invest-

ment decisions, timing is crucial.

And the results of such decisions

become obvious almost overnight.

But while short-term results

are interesting, they’re only the

beginning. It’s how your original

investment stacks up ten, fifteen,

twenty years later that ultimately

counts.

At Industrial National Bank,

we’ve been investing funds for

individuals and corporations for

decades, and we’ve seen investment

fads come and go. During that time,

we’ve invested our clients’ funds

wherever imagination, professional

judgment and thorough research

indicated we should.

We think our philosophy has

paid olf— with consistent, strong

long-term performance. We’re

proud enough of our long-term

record that we take a back seat to

no one in the business of profes-

sional financial management.

In fact, we’d like to discuss

that record with you, and to show

you how our combination of the

right people, the right philosophy,

and the right organization can bring

a realistic new performance orienta-

tion to the management of your

investments.

Call Mr. Evans at 278-6607.

Trust Department, Industrial

National Bank, 100 Westminster

Street, Providence, Rhode Island

02903.

HIAK
Industrial National Bank

Something extra in Investment Management.



ly for OVERWORKED DOCTORS

It would be rare indeed to find a physi-
cian who doesn’t put in long, tiring hours,
working in the area of death vs. life. Add
to that, the years spent in earning your
M.D., the untold hours of post-graduate
study and the nights perusing medical
literature to keep abreast of the latest

developments in your fast-changing pro-

fession.

Surely, you deserve something beyond
the satisfaction of doing your job well.

Suggestion: investigate the pleasures of

owning “The Perfect Car”. We, too, have
spent years in perfecting our techniques
of delivering to our customers cars that

have been gone over with a fine-tooth

comb. We “fit” it. Every "bug” has been

taken out, and we test-drive the car for

200 miles before delivery, thus guaran-

teeing you’ll avoid the aggravation of

squeaks, rattles, leaks, mechanical prob-

lems and just about anything which could

create dissatisfaction. We call it the

Tasca ABC Plan. It’s a major develop-

ment in satisfying customers.

Combine the Tasca ABC Plan with

great cars to start with, — Lincoln Con-
tinental, Mark IV, or the new Mercury
Monarch, and you’re well on your way
to relief from the tension which comes
from doing your job so conscientiously.

You deserve The Perfect Car, — from

Tasca. No appointment necessary.

'
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Famous Fighters

NEOSPORIN Ointment
(polymyxin B-bacitracin-neomycin)

is a famous fighter, too.
Provides overlapping, broad-spectrum antibacterial action to help combat

infection caused by common susceptible pathogens (including staph and strep).

i ach gram contains: Aerosporin® brand Polymyxin B Sulfate 5,000 units: zinc

I acitracin 400 units; neomycin sulfate 5 mg (equivalent to 3.5 mg neomycin base):

: pecial white petrolatum qs in tubes of 1 oz and 1/2 oz and 1/32 oz (approx.)

nil packets.

NDICATIONS: Therapeutically (as an adjunct to systemic therapy when indicated)

)' )r topical infections, primary or secondary, due to susceptible organisms, as in:

I

infected burns, skin grafts, surgical incisions, otitis externa • primary

yodermas (impetigo, ecthyma, sycosis vulgaris, paronychia) • secondarily

ifected dermatoses (eczema, herpes, and seborrheic dermatitis) • traumatic

isions, inflamed or suppurating as a result of bacterial infection.

rophylactically
. the ointment may be used to prevent bacterial contamination in

urns, skin grafts, incisions, and other clean lesions. For abrasions, minor cuts

nd wounds accidentally incurred, its use may prevent the development of infec-

on and permit wound healing CONTRAINDICATIONS: Not for use in the eyes or

I

xternal ear canal if the eardrum is perforated. This product is contraindicated in

lose individuals who have shown hypersensitivity to any of the components.

/ARNING: Because of the potential hazard of nephrotoxicity and ototoxicity due to

SOM’llltl'

MMHIM

neomycin, care should be exercised when using this product in treating extensive

burns, trophic ulceration and other extensive conditions where absorption of

neomycin is possible. In burns where more than 20 percent of the body surface is

affected, especially if the patient has impaired renal function or is receiving other

aminoglycoside antibiotics concurrently, not more than one application a day is

recommended PRECAUTIONS: As with other antibacterial preparations, prolonged

use may result in overgrowth of nonsusceptible organisms, including fungi.

Appropriate measures should be taken if this occurs. ADVERSE REACTIONS:

Neomycin is a not uncommon cutaneous sensitizer. Articles in the current litera-

ture indicate an increase in the prevalence of persons allergic to neomycin. Oto-

toxicity and nephrotoxicity have been reported (see Warning section).

Complete literature available on request from Professional Services Dept PML.

ft
Wellcome

Burroughs Wellcome Co.
Research Triangle Park
North Carolina 27709



Fiske Fund Prize Dissertation

The Trustees of the Fiske Fund of The Rhode Island Medical

Society announce the following for the Prize Dissertation of 1975:

For the best essay on the subject worthy of a premium they

offer a prize of $1,000. The dissertation will be particularly graded

on the basis of original work by the author. The competition is

not restricted to physicians. Each competitor for the premium is

expected to conform with the following regulations:

To forward to the secretary of the Trustees on or before the

fifteenth day of December, 1975, free of all expense, a copy of his

dissertation with a motto thereon, and also accompanying it a

sealed envelope bearing the same motto inscribed on the outside

with his name and address within. The author’s name should not

appear on the title page of the manuscript.

Previous to receiving the premium awarded, the author of

the successful dissertation must transfer to the Trustees all his right,

title and interest in and to the same, for the use, benefit, and

advantage of the Fiske Fund.

Dissertations, other than the successful ones, will be returned

to the authors.

The dissertations must be typewritten, double spaced on stand-

ard typewriter paper and should not exceed 10.000 words.

Providence, Rhode Island 02903 Philip J. Morrison, M.D.

1975

TRUSTEES. CALEB FISKE FUND
RHODE ISLAND MEDICAL SOCIETY

Secretary

M rs. Helen E. Dejong

106 Francis Street

Stephen J. Hove, M.D.

Herbert F. Hager, M.D.
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“Kid,this stuff
isthebananas’

Experts agree: when it

comes to good-tasting
banana flavor—without
the unpleasant taste of

paregoric—the makers
of Donnagel®-PG really

know their stuff!

For diarrhea

Donnagel with paregoric equivalent

Each 30 cc. contains:

Kaolin 6.0 g.

Pectin 142.8 mg.

Hyoscyamine sulfate 0.1037 mg.

Atropine sulfate 0.0194 mg.

Hyoscine

hydrobromide 0.0065 mg.

Powdered opium, USP 24.0 mg.
(equivalent to paregoric 6 ml.)

(warning: may be habit forming)

Sodium benzoate 60.0 mg.
(preservative)

Alcohol, 5%

Now with child-proof closure

/IH^OBINS
A.H. Robins Company

Richmond, Virginia 23220





rHE mi RELIABLE ROBITUSSINS can really help clear the respiratory

tract. All contain guaifenesin* the expectorant that works system-

ically to help stimulate the output of lower respiratory tract fluid,

his enhanced flow of less viscid secretions promotes ciliary action and

nakes thick, inspissated mucus less viscid and easier to raise.

formerly named Glyceryl Guaiacolate

For productive and unproductive coughs

ROBITUSSir
Each 5 ml teaspoonful contains:

Guaifenesin, NF 1 00 mg
Alcohol, 3.5%

For severe coughs

ROBITUSSIN fl-C <2

Each 5 ml teaspoonful contains:

Guaifenesin, NF 1 00 mg
Codeine Phosphate, USP 10.0 mg
(warning: may be habit forming)

Alcohol, 3.5%

Non narcotic for 6-8-hr. cough control

ROBITUSSIN-Dir

Decongests nasal passages and sinus

openings as it helps relieve coughs

R0BITUSSIN-PE
Each 5 ml teaspoonful contains:

Guaifenesin, NF 100 mg
Pseudoephedrine** Hydrochloride. NF 30 mg
Alcohol, 1 .4%

**Formerly contained Phenylephrine Hydrochloride 10 mg

Decongestant action helps control cough and
clear stuffy nose and sinuses. Non narcotic.

ROBITUSSIN-CF®
Each 5 ml teaspoonful contains:

Guaifenesin, NF 50 mg
Phenylpropanolamine Hydrochloride. NF 12.5 mg
Dextromethorphan Hydrobromide. NF 1 0 mg
Alcohol, 1 .4%

Each 5 ml teaspoonful contains:

Guaifenesin, NF 1 00 mg
Dextromethorphan Hydrobromide, NF 1 5 mg
Alcohol, 1 .4%

All Robitussin formulations available on your

Rx or Recommendation.

A H Robins Company, Richmond, Va. 23220 /mj^OBINS

For many years Robins has spotlighted the expectorant action of the Robitussin cough formulations by featuring

action photographs of steam engines. In keeping with this tradition, the company recently commissioned a well-known

illustrator to render full-color drawings of several classic locomotives. . . accurate to the minutest detail. The first of the

series is now available. To order your print suitable for framing, write “Robitussin Clear-Tract Engine # 1" on your Rx pad

and mail to “Vintage Locomotives,” Dept. T4, A. H. Robins Company, 1407 Cummings Drive, Richmond, Va. 23220.

TheWilliam Mason (1856)



Pediatric Drops

100 mg. /ml.

Keflex
cephalexin

Additional information available to the profession on request.

Eli Lilly and Company
Indianapolis, Indiana 46206

500733



Gallstones: Concepts Of Pathogenesis And Treatment

The Liver Is More Significant Than The
Gallbladder In The Pathogenesis Of
Cholesterol Stones

By Edward A. Iannuccilli, M.D.

Gallstone disease in the United States represents

a significant health problem with regard to both its

morbidity and mortality. Based on data from the

Pima Indian study 1 and extrapolations of data

from the Framingham study, it is estimated that

approximately 15,000,000 to 20,000,000 Americans

have gallstones2 and that 500,000 have cholecys-

tectomies yearly, with an annual cost of nearly $2,-

000,000,000. For some time the etiology of gallstone

disease has been a matter of speculation, with stasis,

infection, and bacterial contamination of the biliary

tree considered to be the initiating events. There

was very little discussion, however, concerning the

composition of gallstones or the role of the liver

in this regard. Recent data have shown that the

gallbladder is not the final common pathway in the

pathogenesis of gallstones, but more likely the

organ in which a series of abnormal mechanisms

culminate.

CHOLESTEROL IN BILE

Approximately 80 per cent of all gallstones are

cholesterol stones. In considering the pathogenic

mechanisms involved in gallstone disease, one must

EDWARD A. IANNUCCILLI, M.D., Instructor

in Medicine, Brown University, Division of Bio-

logical and Medical Sciences; Associate Director of

Medical Education, Rhode Island Hospital; De-

partment of Gastroenterology, Rhode Island Hos-

pital.

This is one of a Series of Papers Supported by the

Continuing Education Program of the Rhode Island

Health Science Education Council.

revert to biochemical analytical studies of bile and

to the solubility of cholesterol in bile. Several stud-

ies in recent years have increased our understanding

of cholesterol solubility in bile, and secondarily

our understanding of the disease process itself. Bile

is composed of approximately 80 per cent water,

12 per cent bile salts, 4 per cent phospholipids (95

per cent lecithin), 0.7 per cent cholesterol, and

small amounts of pigmented bilirubin conjugates.

Cholesterol as a fat soluble substance must be

solubilized in this medium to prevent its precipi-

tation. The maximum solubility of cholesterol in

bile is increased by two million fold over that in

water alone. Exactly how this is done will be the

subject of this paper.

Cholesterol is held in solution in bile as a mixed

micelle with bile salts and phospholipids. The cho-

lesterol molecule is divided into two physical parts;

a water insoluble hydrocarbon end. and a water sol-

uble hydrophilic end. Bile salts are amphiphilic in

nature, and as such have an oil soluble and water

soluble end. By their water soluble, detergent-like

action they can ‘’dissolve” in water by forming a

micelle. When cholesterol is mixed with bile salts

and lecithin in bile, a mixed micelle is formed,

which simply means that the entire micelle, of

which cholesterol occupies a central portion, has a

reverse hydrophilic (or water-loving) end outside

and is completely hydrocarbon or hydrophobic in-

side. This is the mechanism by which cholesterol

is carried in solution.

(Continued on next page)
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FIGURE I.

Picture Courtesy of American Gastroenterology Assn.

It has been shown recently that individuals with

gallstone disease have bile that is supersaturated

with cholesterol,3 and commonly referred to as

lilhogenic. This supersaturated bile is likely a re-

sult of an alteration in bile metabolism which leads

to a relative decrease in bile salts in relation to

cholesterol. It is now suspected that this defect re-

sides within the liver. These relatively recently re-

vealed facts have obvious implications in the ther-

apy of cholesterol gallstone disease.

The bile components can be depicted in the well-

known diagram adapted from Admirand and Small,3

in which the interrelationship of the three biliary

lipid components (bile salts, cholesterol, and leci-

trin) are plotted on a triangular phase diagram

(see Figure 1). In this manner each bile symbol

can be designated by a single point on the graph.

This point defines the maximum cholesterol solu-

bility obtained by measuring the component parts

of bile salt, lecithin, cholesterol, and water. In one

specific geographic area on this diagram, cholesterol

is in its micellar or soluble phase. Any plotted point

that falls outside of this territory would repre-

sent cholesterol in two or more phases, either as

the liquid micellar phase or as the cholesterol crys-

talline phase. There is one point on the graph, re-

ferred to as the metastable zone, which is probably

representative of the fact that cholesterol exists in

both phases, micellar and crystalline, and in which

precipitation of excess cholesterol occurs very

slowly. Admirand and Small3 plotted a series of

specimens of gallbladder bile in patients with and

without cholesterol gallstones. The bile of the pa-

tients with gallstones was at or above the line of

cholesterol saturation, whereas the bile of patients

without gallstones was in the micellar zone. Cho-

lesterol stones therefore presumably develop in the

gallbladder by an aggregation of cholesterol crys-

tals. This aggregation may be accelerated by bac-

teria, intestinal contents, abnormal bile pigments,

mucoprotein, or foreign bodies, but the exact mech-
anism is not yet known.

By correlating the biliary lipid composition data
with epidemiologic information, a striking relation-

ship between the degree of cholesterol saturation

and the incidence of cholesterol gallstones for vai-
ous populations is revealed. The American Pima
Indian has a very high incidence of stones (70 per

cent of the women by age 30) and, therefore, a very

high cholesterol saturation index. 1
If one were to

examine more carefully these young female Amer-
ican Indians, it would be observed that normal bile

samples are rather rare, whereas highly supersatu-

rated or lithogenic bile is much more common. This

relates to the fact that bile levels are relatively

low in cholesterol, and therefore supersaturated.

Consequently, individuals with lithogenic bile have
a very great propensity to develop cholesterol gall-

stones. It would also appear that the primary de-

fect in the development of stones is one which

begins at an early age.

LITHOGENIC BILE FORMATION
Rather good biochemical data indicate that the

liver of patients with cholesterol gallstones is the

site of the production of this abnormal bile.
4 5 This

liver derangement may be reflected in the abnormal

metabolism of cholesterol, or bile salts, or phos-

pholipids. If one compares the biliary lipid com-

position of hepatic and gallbladder bile in suscept-

ible individuals, it is observed that bile from both

sites contains insoluble cholesterol. Hepatic bile is

supersaturated with respect to cholesterol, while

gallbladder bile is saturated. As a corollary, it

would seem that there is a seeding process within

the gallbladder whereby the supersaturated bile

results in a conglomeration of the cholesterol crys-

tals to form stones.

Even hepatic bile of normal subjects can be ab-

normal at certain times. Recent reports indicate

that the bile lipid composition varies during the day

whereupon it is more supersaturated in the morn-

ing and less so after breakfast.6 This implies that

with rather low bile salt secretion rates, as occur

in a fasting state, cholesterol solubility is dimin-

ished.

Since decreased biliary secretion of the solubili-

zing lipids can result in formation of lithogenic bile,

examination of the mechanism and control of bile

salt secretion is important, because there is a dis-

tinct link between the amount of bile salts enter-
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ing the liver and the rate of secretion of biliary

phospholipid (lecithin) and cholesterol. Bile salts

apparently have some stimulatory effect on biliary

lipid secretion. Studies by Gregory, Swell and Vlah-

cevic showed that the micelle consisting of bile salts,

lecithin, and cholesterol may be assembled in the

microsomes of the liver at a specific site, coupled

to a carrier protein, transported to the bile ducts,

and eventually excreted into the intestine. 7 Cholic

and chenodeoxycholic, the bile salts, are absorbed

from the distal ileum at a very efficient rate and

enter the enterohepatic circulation. Synthesis of bile

acids homeostatically equals the amount of bile

salts which escape absorption. Those bile acids that

are not resorbed are subjected to enzymatic action

in the colon with the principle products formed

being the secondary bile acids, deoxycholic and

lithocholic. The total bile acid pool involved in the

enterohepatic circulation amounts to approximately

two to three grams per day. Since this pool circu-

lates approximately six to eight times per day, up

to twenty-five grams of bile acid recirculates. If the

liver cannot compensate for the homeostatic bile

salt loss, then the bile salt or the bile acid pool

is accordingly diminished. Ileal disease is an ex-

ample wherein much bile acid is lost because it

cannot be absorbed. As a result, persons with, for

example, regional enteritis and ileal resections have

a greater propensity to develop cholesterol gall-

stones.

The synthesis of bile acids, cholic and cheno-

deoxycholic, are regulated by the amount of bile

acid returning via the enterohepatic circuit, but

little is known about how much of a change is

necessary in the bile acid pool size or the recircu-

lation mechanism to further control the bile acids

synthesis. Since lithogenic bile is a result of a

relative deficiency of bile salts, the defect may
reside in 1) deficient hepatic bile salt secretion, or

2) defective regulation of bile salt synthesis by cir-

culating bile salts, or 3) impaired intestinal (ileal)

absorption of bile salts.

Vlahcevic and others8 have shown that individu-

als with a high incidence of cholesterol gallstones

have a deficiency of bile salts, or bile salt pool. This

total bile salt pool in patients with stones was about

45 per cent smaller than the bile salt pool in

normal subjects. This reduction in bile acid pool

has also been observed in male and female Ameri-

can Indians. Further studies have shown that per-

sons with a high incidence of gallstones apparently

have a significantly diminished bile salt secretion

rate, which is a function of bile acid pool size.

More recent studies have shown that patients with

and without gallstones synthesize approximately the

same amount of primary bile acids per day. How-
ever, it appears that patients with cholesterol gall-

stones have a greater turnover of both cholic and

chenodeoxycholic acids than patients without cho-

lesterol gallstones. Since there is no observed de-

crease in bile acid synthesis in these susceptible

patients, increased bile acid loss from the intestine

might be the initiating factor leading to the re-

duction in bile acid pool size. The loss of bile salts,

albeit minimal, would be magnified by the entero-

hepatic recirculation mechanism of 6 to 8 limes per

day.

The liver in susceptible individuals may well

have a diminished capacity to make bile acids, but

this does not seem to be the case in individuals who
develop the cholesterol stones. Exactly why is not

clear at the moment, but it may be related to a

lower level of the p7 Alpha hydroxylase enzyme

which is a significant rate regulating enzyme in the

synthesis of bile acids.

Based on these facts it would appear that a

reduction in the bile acids results in production of

lithogenic bile, and that cholesterol and bile acid

secretion rates are significantly diminished in sus-

ceptible patients. All three predisposing factors,

defective hepatic bile salt secretion, defective regu-

lation of bile salt synthesis, or impaired intestinal

absorption of bile salts, may well play a role in

diminishing the bile salt pool.

THERAPY OF GALLSTONE DISORDERS

Since there is a diminished bile acid pool in

patients with cholesterol gallstones, it would seem

feasible to administer bile salts or bile acids in an

attempt to increase the bile salt pool and reverse

the bile composition from lithogenic to normal.

This would allow for more solubilization of the

cholesterol in the bile phase. In addition, cheno-

deoxycholic acid has been given to patients with

gallstones by Danzinger et al,° who have been able

to show dissolution of previously formed stones by

giving the chenodeoxycholic acid for a period of

nine months.

There are risks to this kind of treatment. In man

and monkeys an increase in SGOT and SGPT en-

zymes has been observed in most cases. However,

these transferase enzymes return to normal despite

continued therapy with chenodeoxycholic acid.

Liver biopsies in man have not shown significant

changes despite the fact that hepatic cirrhosis has

been described in monkeys. Other effects include di-

( Continued on page 442)

Gallstones: Concepts of Pathogenesis and Treatment 431



The National Health Planning Anti Resources

Development Act Of 1974

Act W ill Coordinate Planning
, Regula-

tion . And Development To Promote
Economy, Equal Access

, And Quality Of
Care

By John T. Tierney

Literally during its closing hours, the 93rd Con-

gress passed the National Health Planning and

Resources Development Act of 1974. This Act,

Sent to the President on December 24, 1974,

amends the Public Health Service Act “to assure

the development of a national health policy and

of effective state and area health planning and re-

sources development programs.”

Until the last minute on January 4, 1975, when

the bill was signed into law by President Ford,

Public Law 93-641 had been the target of both

energetic support and opposition from the most

powerful health lobbying groups in the United

States. The Act replaces Comprehensive Health

Planning (CHP), Regional Medical Programs

(RMP), and Hill-Burton (HB), and combines

these functions, placing the majority of health

planning in the hands of regional Health Systems

Agencies (HSA). The bill, authorizing $1,013 bil-

lion over three years, permits an 18-month transi-

tion period for the Health Systems Agencies to

absorb the CHP and RMP functions. Priority is

given to existing CHP and RMP agencies to be-

come Health Systems Agencies.

JOHN T. TIERNEY is the Deputy Director of

Health of the Rhode Island Department of Health.

He is also Governor Philip W . Noel’s designee for

the implementation of The National Health Plan-

ning and Resources Development Act of 1974 (P.L

.

93-641).

This paper describes the status of the law on July

17, 1975, the time at which it was submitted for

publication.

Figure 1 shows a comparison of the health plan-

ning committee and agency structure under the

current comprehensive health planning concept

with the proposed merged health planning and re-

source development concept.

Figure 1

THE KEY
CURRENT PROPOSED

State Compi'ehensive
Health Planning
Advisory Council

State Comprehensive
Health Planning Agency

The “a” Agency

Statewide Health
Coordinating Council

(SHCC)

State Health Planning
and Develop. Agency

(SHA)

Areawide Comprehensive 1
T ,,, „

Health Planning Agency Health Systems Agency

The “b” Agency

!Rhode Island does not have an areawide compre-
hensive health planning (314 b) agency operating
under federal law and with federal funds. The
Health Planning Council is a voluntary non-profit
agency with the purpose of “helping the community
make the most effective and imaginative use of its

health care resources.”

THE HEALTH SERVICE AREAS
The Secretary of Health, Education, and Wel-

fare notified the Governor of each state by Feb-

ruary 3, 1975 that health services areas had to be

established. While the Governor makes such desig-

nations, final approval of the areas is the respon-

sibility of the Secretary. Health planning areas

existing under areawide comprehensive health plan-

ning (314 b) agencies may be designated if they

meet the requirements of the law. Wherever pos-

sible, the health services area should be coter-
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minous with the axeas of Professional Standards

Review Organizations (PSRO). The health plan-

ning areas, with some exceptions, may not be less

than 500,000 persons, nor more than 3,000,000.

The Secretary has the authority to waive the lower

figure in certain states. The Governors had until

May 4, 1975, to designate the health services

areas. The Secretary must publish the health serv-

ices area boundaries in the Federal Register

within 210 days of enactment by August 2, 1975.

THE HEALTH SYSTEMS AGENCIES (HSA)

The purposes of the Health Systems Agency are

to improve the health of the residents of the health

service area; increase the accessibility, acceptabil-

ity, continuity, and quality of health services pro-

vided; restrain increases in the cost of providing

health services; and prevent unnecessary duplica-

tion of health resources. The Secretary of Health,

Education, and Welfare must consult with the

Governor of each state in the designation of Health

Systems Agencies.

The Health Systems Agencies may be either

nonprofit or public bodies. Earlier versions of the

bill precluded public bodies from becoming Health

Systems Agencies. The governing body of the

Health Systems Agency shall not be less than 10,

nor more than 30 members. If the governing board

has an executive committee, more than 30 mem-
bers are permitted. The majority of the governing

board, but not more than 60 per cent, must be

consumers, and the remainder providers, except

that elected public officials may be included as

part of the consumer or provider count. At least

one-third of the governing body must be direct

providers of health care, such as physicians, nurses,

and dentists. Providers, both direct and indirect,

are specifically defined; everyone eles is a con-

sumer. There must also be representation for in-

stitutions, insurers, schools, and the allied health

professions.

It is also required that non-metropolitan area

representation equal the proportion of the non-

metropolitan population. In planning areas where

more than two Veterans Administration health

facilities exist, a Veterans Administration repre-

sentative must be a member of the governing body.

FUNCTIONS OF THE HEALTH SYSTEMS

AGENCIES

a. Assemble and analyze data related to all

aspects of health, including environmental and oc-

cupational needs.

b. Prepare a health systems plan (HSP)

which, when developed, will assure a quality health

care delivery system.

c. Prepare an annual implementation plan

(AIP) describing the short-term objectives and

priorities in terms of specific plans and projects

that relate to the goals of the HSP.
d. Implement its HSP and AIP plans.

e. Make grants from the health services de-

velopment fund to public and private agencies to

accomplish the published goals of the plans.

I. Coordinate its activities with the area Pro-

fessional Standards Review Organization and with

other regional and local entities.

g. Review and approve or disapprove applica-

tions for Federal funds coming into an area under

the provisions of the Public Health Service Act,

the community Mental Health Centers Act, the

comprehensive Alcohol Abuse and Alcoholism Pre-

vention, Treatment and Rehabilitation Act, in-

cluding formula grants to the states. The Secretary

may overturn HSA application disapprovals.

h. Make recommendations to the state agency

on the need for new institutional health services

in its area.

i. At least every five years the HSA must re-

view existing institutional health services, making

recommendations to the state agency as to appro-

priateness. The initial review of the existing in-

stitutional health services must be completed with-

in three years after the HSA comes into existence.

j. The HSA must annually make recommenda-

tions to the state agency on projects and their

priorities for construction, modernization, and

conversion of facilities in the area.

With reference to function (i) this reflects a new

and controversial instrument in controlling health

care costs. It is referred to as certification and

re-certification. The most significant aspect of the

criteria used is whether or not the institutional

services being evaluated meet a public need.

A Health Systems Agency may establish sub-

area advisory councils representing parts of the

agency’s health service area to advise the gov-

erning body of the agency. The law addresses it-

self to the expertise, the size, and even the salary

of the professional staff of the Health Systems

Agency. It also protects employees or members of

the Health Systems Agency in the performance

of their duties from financial damages, provided

they exercise due care.

FINANCING HEALTH SYSTEMS AGENCIES

Planning grants will be awarded to a Health

(Continued on next page)
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Systems Agency on the basis of 50 cents per capita,

up to a maximum of $3,750,000 per year. The
minimum planning grant is $175,000 per year.

Under the current areawide health planning con-

cept. from 25 to 50 per cent of the funding of the

‘‘b” agency had to come from local funds.

Under the new legislation the federal govern-

ment will match acceptable non-federal funds con-

tributed to the Health Systems Agency on a dollar-

for-dollar basis up to a maximum of $125,000,

assuming that the federal dollars are available.

Private conti ibutions, however, are not acceptable

if they include any funds contributed to the agency

by an individual or private entity which has finan-

cial, fiduciary, or other direct interest in the de-

velopment, expansion or support of health re-

sources, or are funds which are paid to the agency

for the performance cf particular services, or

otherwise contributed to the agency with condi-

tions as to their use.

AREA HEALTH SERVICES DEVELOPMENT FUNDS
Upon meeting certain criteria the Health Sys-

tems Agency will be eligible for health services

development funds. The amount awarded may not

exceed $1 per capita and is based on population,

average family income, and the supply of health

services in the area. The health services develop-

ment funds are to be used for grants and contracts

to public and nonprofit private entities for assist-

ance in achieving the objectives of the health sys-

tems plans. Xone of these funds may be used for

health facilities construction or for the provision

of direct health services to an individual. While

there is no limit on the amount of a grant or con-

tract, no organization can receive more than two

one-year grants or contracts for a given project or

program.

THE STATE HEALTH PLANNING AND
DEVELOPMENT AGENCIES (HSA)

The Governor must designate a State Health

Planning and Development Agency (State Agency)

in accordance with an agreement with the Secre-

tary. The designated agency can be any depart-

ment cf government; in general, state human re-

source agencies and state health departments are

expected to receive the designation; however, some

governors may decide to assign the responsibility

to the executive department or to a planning arm

of state government.

The agreement between the Governor and the

Secretary is limited to a 12-month period. The

Secretary has the authority to determine the size

of the staff and the qualifications of employees

of the state agency. If there is not an agreement

worked out between the state agency designated

by the Governor and the Secretary of Health, Edu-

cation, and Welfare within four years, then the

state involved will not receive any federal funds

under the Public Health Service Act, Community
Mental Health Centers Act, and the Alcohol

Abuse and Alcoholism Act of 1970.

The functions of the State Health Planning and

Development Agency are:

a. Conduct state health planning activities and

implement statewide plans.

b. Prepare a state plan in accordance with the

Health Services Plans prepared by the Health

Systems Agencies for the approval of the State-

wide Health Coordinating Council (SHCC).

c. Assist the Statewide Health Coordinating

Council in reviewing the state medical facilities

plans and administer the approved plan.

d. Serve as the designated planning agency

in accordance with PL 92-603. These functions

must take into account any recommendations made

by the Health Systems Agencies respecting area

needs for new institutional health services.

e. Review the appropriateness of existing

institutional health services at least every five

years and make public its findings.

The state program must provide for coordinating

data secured through the Cooperative Health Sta-

tistics System and require providers of health

care to make available statistical information.

The state agency has one year to complete its

findings after the Health Systems Agency has

made its recommendations on existing institutional

health services. If the state agency makes a deci-

sion inconsistent with the Health Systems Agency,

it must submit a detailed explanation to the Health

Systems Agency. If a Health Systems Agency dis-

agrees with a state agency decision, the Governor,

at the request of the Health Systems Agency, will

have another state agency either reaffirm or over-

turn the original decision.

In the implementation of item (d) each state is

required to have a Certificate of Need Program

by the end of the first regular state legislative

session which begins after January 4, 1975, the

date of enactment.

Prior to signing any agreement with the Gov-

ernor on the State Health Planning and Develop-

ment Agency there must first be established a

Statewide Health Coordinating Council, which is

discussed in the next section. The authorizations

for State Health Planning and Development Agen-
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cies are $25 million for fiscal 1975, $30 million for

fiscal 1976, and $35 million for fiscal 1977.

THE STATEWIDE HEALTH COORDINATING
COUNCIL (SHCC)

The Governor is required to establish the State-

wide Health Coordinating Council with no less

than 16 representatives appointed from lists of at

least five nominees submitted by each Health

Systems Agency. Each Health Systems Agency is

entitled to at least two representatives on the

State Health Coordinating Council, of whom not

less than half shall be consumers. The Governor

may appoint an additional number not to exceed

40 per cent of the total membership. A majority

of this 40 per cent must be consumers. As with

the Health Systems Agency governing body, the

Veterans Administration must be represented if

there are two or more Veterans Administration

health facilities in the state. At least one-third

of the provider members of the SHCC must be

direct providers of health care.

The major functions of the Statewide Health

Coordinating Council are:

a. Prepare a State Plan, using the Health Sys-

tems Plans (HSP) and the Annual Implementation

Plans (AIP)

.

b. Conduct a public hearing on the State Plan.

c. Approve or disapprove most health-related

federal funds coming into the state.

d. Approve or disapprove the State Medical

Facilities Plan, through which federal construc-

tion and modernization funds can be secured.

e. Review and comment on the administrative

planning money coming to the HSAs, and on pro-

posed uses of both planning and development

funds by HSAs.

THE NATIONAL COUNCIL ON HEALTH

PLANNING AND DEVELOPMENT

The Act provides for the creation of a 15-mem-

ber council appointed by the Secretary of Health,

Education, and Welfare. Nonvoting ex-officio mem-

bers of the Council are the Chief Medical Director

of the Veterans Administration, the Assistant Sec-

retary for Health and Environment of the Depart-

ment of Defense, and the Assistant Secretary for

Health of the Department of Health, Education and

Welfare. The function of the council is to advise the

Secretary with respect to the development of na-

tional guidelines for health planning. National

guidelines must be promulgated by July of 1976.

The council also provides advice on the implemen-

tation of the Act and evaluates the implications of

new medical technology as it relates to the delivery

of health services.

The National Health Planning and

Other provisions of the Act allow the Secretary

to award grants for rate regulation to six states,

limited to three one-year grants. These authoriza-

tions for 1975 are $4 million; 1976, $5 million;

and 1977, $6 million. Provision is also made for

the establishing of five Centers for Health Plan-

ning. These centers are charged with providing

the Health Systems Agencies and the State Agen-

cies, consultation and techical assistance. The
monies authorized for Health Planning Centers

are $5 million, $8 million, and $10 million, in

1975, 1976, and 1977, respectively.

In order to permit an orderly transition in phas-

ing out the old and phasing in the new, existing

State Comprehensive Health Planning Agencies

(314 “a” agencies) will continue to have funds

appropriated through June 30, 1976 for their sup-

port and for obligation up to three months after

the date on which the State Health Planning and

Development Agency is designated. Funds are also

authorized to be available for Experimental Health

Services Delivery Systems and Areawide Compre-

hensive Health Planning Agencies (314 ab” agen-

cies), until after a Health Systems Agency has

been designated, or June 30, 1976, whichever is

later.

HEALTH FACILITIES CONSTRUCTION
The National Health Planning and Resources

Development Act of 1974 amends the Hill-Burton

Program to provide federal grants and loans to

public and nonprofit private agencies, and loan

guarantees and interest subsidies to nonprofit

agencies for:

^Modernization of existing medical facilities;

^Construction of new outpatient facilities;

*Construction of new inpatient facilities in areas

which have experienced recent rapid population

growth; and

Conversion of existing medical facilities to pro-

vide new health services.

The bill also authorizes the Department of

Health, Education, and Welfare to provide direct

assistance through project grants for up to 75 per

cent of the costs (100 per cent in poverty areas)

for construction and modernization projects de-

signed to prevent or eliminate safety hazards in

medical facilities or to avoid non-compliance with

state or voluntary licensure or accreditation

standards. The Act authorizes the Department of

Health, Education, and Welfare to make an an-

nual allotment to each state of not less than $1

million, based on population, financial need, and

(Continued on page 442)
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Don’t Practice On Me

It Is Most Important To Appreciate The
Debt We Oive Our Patients For Our
Education.

By Judah M. Folkman. M.D.

You have already heard so many words of wis-

dom; what could I say that would be of any value

as you begin your journey in the hospital as new

interns or house officers?

Let me tell you a story about a patient I saw

when I was a new house officer. A little old lady

was brought to the emergency ward with a broken

hip. My duty was to assign patients to the ap-

propriate admitting services. I remember asking

my senior. "Which orthopedic resident should be

called?’’

At this the lady locked up with an expression

as if to say, "I’m poor, but not destitute.’’ She

opened her purse, pointed to some S10 bills and

said: "Could I have a real doctor ... I think I

can afford a real doctor . . . Don't let them prac-

tice cn me.”

I quickly tried to comfort her by explaining

that although this was a teaching hospital, an at-

tending staff surgeon would supervise the resident

who operated upon her hip. Well, the hip was re-

paired, and she went home in gcod shape.

Many years later, at the completion of my
training, I was, for some reason, reminded of her

JUDAH M. FOLKMAN, M.D., Julia Dyckman
Andrus Professor of Pediatric Surgery and Surgeon-

in-Chief, Children's Hospital Medical Center, Bos-

ton, Massachusetts.

Read at the 1975 Class Day exercises at Harvard
Medical School. The paper is reprinted from the

Harvard Medical Alumni Bulletin, issue of July/
August 1975, with the pel-mission of the author and
publisher.

plea, "Don t practice on me." Her simple request

now seemed to take on a more profound meaning.

Perhaps without knowing it she had said some-

thing about what makes the medical profession

unique.

The profession you now enter is perhaps the

only human activity where every attempt to re-

lieve suffering is accompanied by the risk that we
may cause suffering. Sometimes the risk is small,

sometimes great, but it is always there.

Now I am not talking about injections which

hurt, or medicines that taste bitter. What I am
talking about is what you and I know deep down,

but what I think we have never dared to explain

to the public — that good clinical judgment is

learned from bad judgments. Good clinical judg-

ment comes in the final analysis from the awful

experience of making mistaken or bad clinical

judgments. Oh yes. a little clinical judgment can

be learned from one’s teachers and some from

reading the experiences of others. But by far, most

good clinical judgment and clinical skill is learned

the hard way, from practice.

The lady with the broken hip thought that only

the intern "practiced” on people. She was wrong.

We all do.

By now you have seen, or scon will see, a child

with abdominal pain and you think it is simple

gastroenteritis, and you send the child home. But

it turns out to be appendicitis and is ruptured.

The child nearly dies, but does not, and after that

your clinical judgment is much improved. You

tell your colleagues, ‘‘Gee, I really learned some-

thing from that case." but it was a frightening
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experience for the family. Or, you give penicillin,

but forget to ask about allergy, with a disastrous

result.

There is probably not a surgeon among us who

has not had an anastomosis leak, which nearly

caused the patient’s death, or did so. Would the

patient have survived with a more experienced

surgeon? Who is to say? But, the original sur-

geon, shattered by this experience, now becomes

even more meticulous and develops the compul-

sive technique necessary for safe surgery, and

subsequent patients do well.

Every surgeon knows of patients who would be

alive today if they could have been operated upon

at a time in the surgeon's career when he or she

had had more experience.

I know of a general practitioner who, through

years of practice, kept a catalog of all of his mis-

takes. As he progressed from house officer to

locum tenens, to established practitioner, he be-

came more savvy. He says, “Although I made

many mistakes, I never made the same one twice,

and therefore, I learned rapidly and gained a repu-

tation as the best doctor in my region.”

You and I travel the same learning curve. But

even after we have mastered our particular fields,

or reached the height of experience, we may still

be the cause of our patient's suffering. This time,

not from personal bafflement about the disease

or, to use a better term, personal ignorance, but

this time from general ignorance. I mean that

patients may also suffer because our entire pro-

fession does not understand the disease, like can-

cer, or a disease even more insidious that we

ourselves create without realizing it.

An example is the stiibesterol story whereby

thousands of wcrren were able to avoid repeated

miscarriages and have normal babies, but we now

discover, 15 years later, that a few of the daugh-

ters of these women carry the risk of cancer caused

by the stiibesterol. Or, we give cortiscne to a

child to relieve the agony and obstruction of re-

gional enteritis, but this stunts the child's g:owth.

It is "halfway technology.” We, as a profession,

do not know how to cure this illness completely.

Transplantation is the same. We substitute cne

disease for another, with the best of intentions.

These two troublemakers, personal ignorance

and general ignorance, follow wherever we attend

p. patient. In the office or in the clinic, at the

bedside or in the operating room these two familiar

(Continued on next page)
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enemies lurk in the shadows, and forgive me Doc-

tor Abrams, sometimes even in the x-ray reading

room. We try to reduce their damage to an abso-

lute minimum, but we cannot eliminate them

completely. Some of our colleagues refuse to be-

lieve that these two apparitions exist at all. They

blame their complications on someone else. “It

was the nurse's fault, or the patient’s fault.’’ They

prefer to care for patients and make rounds in a

large pack or team, never alone. If there is an

unfavorable result from a drug, no one is respon-

sible. There are some surgeons who can never

admit to any unsatisfactory results.

Probably the most benign form of escape from

the clinical problem that puzzles us is simply to

dismiss it with, “Oh, yes, we see this.” The best

example comes from the diary of Charles Nicole

describing his discovery of the transmission of

typhus. He was working in a hospital in Tunisia

in the early 1900s during a raging epidemic of

typhus that was highly infectious. Everyone in a

household, or visitors to that household, caught

the disease. But Nicole observed that patients in

the hospital without typhus, next to typhus pa-

tients, did not catch the disease.

He asked his chief, “Why is this? Why, with a

disease so infectious, do you not have to segregate

the patients once they are inside the hospital?”

The chief answered, “We see this.”

Nicole looked up the literature and found that

this observation had been known for five centuries.

For 500 years, seniors had been telling juniors

on medical wards, “We see this.”

Then, one afternoon while leaving the hospital,

he saw a new patient being admitted with typhus,

and he now rephrased the question. “Why is it

when he crosses the threshold into the hospital

is he no longer infectious?” He wrote in his diary,

“I saw them take off the patient's clothes and put

on a hospital gown, and I knew then that the dis-

ease must be in the clothes; it could only be a

louse.”

Thus, the habit of dismissing this puzzling prob-

lem with “we see this,” stopped progress, in this

instance, for 500 years.

At one time or another, all doctors are put in a

position where they must pretend to know what

they are doing. Often our patients force this pos-

ture upon us. The surgical personality epitomizes

this “often wrong but never in doubt” attitude.

Yet the airline captain has the same problem. He
says, “Good morning ladies and gentlemen, we

will arrive in Chicago at exactly 1:55.” This is

very reassuring.

Suppose he said, “I think we can get you to

Chicago. You might want to change airlines cr

choose another pilot.

And then, at 34,000 feet, suddenly the break-

fast trays leap into the aisle. The captain comes
on: “Ladies and gentlemen, you may have noticed

that we are encountering some turbulence.” How
quaint. He is totally surprised by it. It did not

show up on any of his instruments. It is called

invisible turbulence . . . idiopathic turbulence, but

he does not act surprised. He is completely calm.

He says “we see this!”

However, in the long run, it is better if we come
to terms with the uncertainty of medical practice.

Once we recognize that all of our efforts to relieve

suffering might on occasion cause suffering, then

we are in a position to learn from our mistakes

and, most important, to appreciate the debt we
owe our patients for our education.

It is a debt we must repay. We are obligated.

It is like tithing. What do I mean by the word

tithing? Medical tithing? It is easier to say what

it is not. I doubt that the debt we accumulate

can be repaid our patients by, for example:

• Trying to reduce the practice of medicine

to a 40-hour week, or

• Dissolving the quality of our residency pro-

grams just because certain groups of residents

in this country have refused, with the use of legal

tactics, to be on duty more than every fourth

night, every fifth night, or any nights at all, or

• Refusing to see Medicare patients when the

state cannot afford to pay for them temporarily,

or

• Going on strike.

But we can repay the debt in many ways; it

is the urge to do this that motivates many phy-

sicians to:

• Attend postgraduate courses and seminars, or

• Be available to their patients at all hours, or

• Teach, or

• Take re-certification examinations, or

• Volunteer, maybe in the future, for national

service, or

• Carry out investigation or research, perhaps

the most difficult of all.

The individual who attempts to combine inves-

tigation with a clinical career, travels the toughest

road, however fruitful. His counterpart in basic

(Continued on page 443)
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The Introduction Of Chemical Bleaching Into The

United States In 1811

Providence Physician Introduced Chlo-
rine Bleaching To American Textile

Industry And Rhode Island Ultimately
Monopolized The Process.

By David C. Hardman*

There were some fulling and dye plants in this

country, but no real bleaching plants prior to

1800. We refer to cellulosic bleaching, because

sulfur bleaching of wcol was known and practiced

as far back in history as Roman times.

In Memoir oj Samuel Slater by George S. White

the following appears in a footnote:

Bleaching, calendering, &c. were introduced

at great expense in Providence, Rhode Island,

by Doctor Bowen, where the water is well

adapted, and there is now a bleaching and bee-

tling establishment called by his name. The
bleaching business is now very extensive in the

United States, and they are becoming more

perfect in the process, as more attention is paid

to every department in the preparation for

calico printing. 1

I read this several years ago. More recently,

when I ran into it again, I wondered, Who was

Doctor Bowen and where was the bleachery called

by his name? The first directory for the city of

Providence was not published until 1824, and

it does not list a Bowen bleachery. It does list

an Esek Bowen as a dyer, located on Charles

Street and later at the corner of Westminster and

Union Streets.

DAVID C. HARDMAN, late Member oj the Amer-

ican Association oj Textile Chemists and Colorists.

Extracted from a History of Textile Bleaching in

America placed by the author in the library of the

American Association of Textile Chemists and Col-

orists located in the Research Triangle in North
Carolina.

*Mr. Hardman died June 12, 1973 in his 78th year.

A search was made in the Rhode Island His-

torical Society records, Brown University, the

Providence Public Library, and the Rhode Island

Medical Society library.

In an October 19, 1811 issue of the Providence

Patriot & Columbian Phenix, a weekly news-

paper, we found the following:

The subscriber having returned to his native

place, after an absence of more than five years,

employed in the pursuit of medical informa-

tion, in the most celebrated Universities and

Hospitals in Europe, now offers his services

to his friends, and public in general, as a Prac-

titioner in Physics, Surgery, and Midwifery.

N.B. He may be found at all hours at his

father’s, Dr. William Bowen.

William C. Bowen

It was further noted that Doctor William C.

Bowen had “taken his son as partner and assist-

ant.’’

This notice was repeated in several issues in

the following year of 1812. Also in the Saturday,

February 8, 1812 issue of the same paper, we

found the following notice inserted by Doctor

William C. Bowen:

Having opened his surgery in College Street,

gives this public notice, that he will receive

there, every Wednesday morning, from nine to

eleven o'clock, poor persons afflicted with Dis-

eases of the Eyes, to whom advice and assist-

ance will be granted gratis.

(Continued on next page)
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This notice also was repeated several times dur-

ing 1812.

In 1859 Doctor Usher Parsons wrote:

Dr. William C. Bowen, the only son of Dr.

William Bowen of Providence was born June

2d. 1785. (Note: this was the same year in

which the French chemist, Berthollet, published

his experiments in the use of ‘•oxymuriatic

acid" (chlorine gas) for bleaching cellulosic

fibers.) He entered Rhode Island College (now

Brown University), but removed to Union Col-

lege, in Schenectady, New York, with the Presi-

dent Maxcy, at the time he accepted the presi-

dency of that institution, and was graduated

there in 1803. On his return to Providence he

commenced the study of medicine with his uncle.

Dr. Pardon Bowen, with whom he continued

till 1806 when he embarked for Europe, to com-

plete his education.

He studied in Edinburg under the instruc-

tions of Professor Hamilton, and in 1807 re-

ceived his degree (at the age of 24), choosing

the subject of his inaugural dissertation, “De

Sanguine Mittendo.” He passed some months

in Holland, one season in Paris, and went

thence to London, and became the private pupil

of Sir Astley Cooper, with whom he continued

until August 1811. He then returned to his na-

tive city, and commenced the practice of physic

and surgery. In 1811, he was chosen Professor

of Chemistry in Brown University, and deliv-

ered two courses of lectures. About this time,

he commenced a course of experiments to dis-

cover the basis of bleaching liquor which was

just then brought into use in England. This he

did, having in view the formation of a bleach-

ing establishment in Providence. But the ex-

posure of his lungs, in this pursuit, to the ac-

tion of noxious acids, laid the foundation of

disease that proved fatal. He died April 23d.

1815, in the thirtieth year of his age.

In the death of Dr. William C. Bowen, Rhode

Island lost its brightest ornament of the medi-

cal profession. No one before his time had en-

joyed the privilege of sitting under the teach-

ings of the first men in Europe, for so great a

length of time; and with his ardor in the pur-

suit of the professional knowledge, he could not

fail attaining to great celebrity. His suavity

and kindness of manner endeared him to all

who were subject to his professional care; and

no one could be more successful in gaining the

respect and confidence of the good and wise.

In proof of this, it may be observed that his

preceptor, Dr. Hamilton, of Edinburg, called

him in a consultation in a perilous disease

of his own wife; and the writer of this notice

had the satisfaction of hearing very honorable

mention of his talents by Sir Ashley Cooper.

His labors upon chlorine, though destructive to

his own fortune and health and life, laid the

foundation of the present flourishing bleach-

eries in Rhode Island, that have proved so con-

ducive to its -welfare and prosperity. (Note: By
the turn of the century 98 per cent of all the

bleaching done in this country was done within

a forty mile radius of the city of its birth in

this country. Providence. Rhode Island.) 2

The Providence Patriot & Columbian Phe-

nix of Saturday morning, April 29, 1815, carried

a whole column obituary. While it noted his con-

nection with Brown University and his research,

nothing was mentioned of his connection with

the chlorine bleaching process.

Doctor Bowen’s death is the first recorded re-

sulting from the dangerous chlorine gas, but we

can speculate as to the number of unrecorded

deaths that had occurred in the development of

chemical bleaching, not to mention the number

of victims who had permanent lung damage.

In Books at Brown, a publication of the

Brown University Library, the late Professor J.

Walter Wilson wrote:

The Philophysian Society was founded in

1818 . . . ‘‘For the purpose of forming a society

for trying experiments, and acquiring knowl-

edge in chemistry, botany, and mineralogy, and

other branches of the natural sciences.”3

A document was prepared and circulated to

solicit funds to buy laboratory apparatus. The

money raised was used to buy from Doctor Bowen,

Sr., “apparatus” for which the Philophysian So-

ciety had contracted to pay $100 — $50 down

and $50 at the end of the year from the date of

the contract, November 9, 1918.

The apparatus, which consisted of 79 items of

glass and 40 items of metal, was in fact the equip-

ment for chemical experiments that had belonged

to his son. The educational institutions of that

day did not furnish the apparatus used by the

lecturing professor. He had to furnish his own.

So not only did Doctor William C. Bowen pre-

side at the birth of the chemical bleaching indus-

try in this country, but his laboratory equipment

also contributed to the nascent Brown University

(Continued on page 445)
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Editorial

NURSE PRACTITIONERS PROGRAM IN RHODE ISLAND

Until now there has been only modest activity

in Rhode Island in the nurse practitioner field.

Six nurses are currently spending a year away

from their nursing duties to procure nurse prac-

titioner certificates in a new program at the Uni-

versity of Rhode Island.

The program, financed by a grant from the

United States Veterans Administration, will pro-

vide for the participants an opportunity to ex-

tend their nursing skills and develop new apti-

tudes which will permit greater involvement in

the delivery of health care. Upon completion of

the program, each nurse will be able to diagnose,

treat, and counsel patients in cooperation with

physicians and other health workers.

A recent study indicated that there were 14

nurse practitioners in the state. As pointed out

by Doctor Barbara Tate, dean of the URI Col-

lege of Nursing, Rhode Island has fewer doctors

than the national average, and of those, 80 per

cent are over 50 years of age. Only 16.8 per cent

are general practitioners. “However,” she states,

“we have approximately 20 per cent more nurses

for our population than the national average. So

preparing some of the nurses to work more closely

with physicians is an obvious move.”

A large portion of their duties will be medical

assessment. They will be prepared to take medical

histories, do physical examinations, and order

tests. They will then identify those persons in

need of immediate attention by a physician. Ap-

plying the same methods to the chronically ill,

they will be able to follow the patient’s progress,

make simple changes in medication, and decide

when further examination by the physician is

warranted.

The concept of the nurse practitioner emerged

in the United States when medical corpsmen re-

turned from World War II and later conflicts.

Well-trained to give emergency and simple medi-

cal care, these men sought a means of putting their

knowledge to use in civilian situations. As is well

known, few universities began “medical assistant”

or “physician assistant" programs. When nurses

also requested admission to these programs, it be-

came expedient to initiate separate courses for

nurse practitioners.

To qualify for the program at URI, a nurse

must hold a B.S. degree in nursing and have at

least two years nursing experience. Dean Tate

estimates that the six nurses now studying at URI
average five years of experience. Their course

work is divided between classroom study (includ-

ing graduate level physiology and business policy

for interagency relations) and a practicum in

hospitals and clinics under the supervision of phy-

sicians and nurse practitioners.

It was originally planned to accept nine stu-

dents in the first class. The Federal grant, how-

ever, was not approved until June 27, 1975. Only

six students could begin classes in July on such

short notice. It is anticipated that a full nine can-

didates will enter the next course. Although the

grant will expire in two years, it is hoped that by

that time the course will have become a permanent

part of the College of Nursing master’s degree

program.

This is a worthwhile program with a progres-

sive objective. It should prove to be useful and

successful.

& t
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GALLSTONES: CONCEPTS OF
PATHOGENESIS AND TREATMENT

(Continued from page 431)

ar.hea due to the increased load of bile salts in the

colcn, where they are cathartic; biliary colic due to

dislodgement of smaller stones; and recurrence of

gallstones on cessation of therapy.

The implications of recent developments regard-

ing the pathogenesis and medical treatment of gall-

stone disease are exciting and bode well for im-

proved care in patients with biliary tract disease.
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NATIONAL HEALTH PLANNING
AND RESOURCES DEVELOPMENT

ACT OF 1974
(Continued from page 435)

the need for medical facilities p ojects. For fiscal

years 1975, 1976, and 1977, $125 million, $130
million, and $135 million, respectively, are author-

ized for health facility construction grants.

THE RHODE ISLAND SITUATION

Under Section 1536 of the Act, exceptions are

permitted for the Virgin Islands, Guam, Trust

Territoies of the Pacific, and American Samoa.

States which have no county or municipal health

departments or institutions and have maintained,

prior to the date of the passage of the act, a health

planning system which substantially complies with

the act, can also apply to the Secretary of HEW
for a waiver.

Section 1536 is referred to as the Pell Amend-
mend, after Senator Claiborne Pell of Rhode Is-

land. States which are granted a waiver are not

required to designate health systems areas or to

create a Health Systems Agency, and all the mem-
bers of the Statewide Health Coordinating Coun-

cil are appointed by the Governor under De-

partment of Health, Education, and Welfare regu-

lations.

Rhode Island has applied for a waiver under

Section 1536. This application is based on the

facts that Rhode Island does not have any muni-

cipal health departments or institutions, but does

have a substantial health planning system. It is

further believed that, for health planning purposes,

Rhode Island should not be divided into health

service areas, but rather should be treated as a

single entity just as in the case of the Professional

Standards Review Organization. The application

for a waiver is also predicated cn a philosophical

base that no state should have a single Health

Systems Agency. There should be a minimum of

two Health Systems Agencies in a state or none.

The single Health Systems Agency in a state tends

to promote duplication, waste, and friction, creat-

ing a “two cooks in the kitchen” situation.

As of this writing the waiver for Rhode Island,

while expected, has not been granted. The Bureau

of Health Planning and Resources Development

of the Health Resources Administration of the

Department of Health, Education, and Welfare

is the responsible agency at the federal level to

implement Public Law 93-641. This bureau is in

the process of developing guidelines and regula-

tions with regard to the establishment of the

Health Systems Agencies, State Health Planning

and Development Agencies, and Certificate of

Need Programs.

The National Health Planning and Resources

Development Act of 1974 is now the law of the

land. It attempts to bring together health plan-

ning, regulation, and development in order to con-

trol spiraling costs, provide equal access, and im-

prove the quality of health care in the United

States. Attempting to achieve these goals with this

instrumentality will represent another interesting

chapter in the history of community health.
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Big Balanced Rock, Chiricahua Mountains, Arizona (approx 1,000 tons)

Natural balance
doesn’t always come natural

>und useful in the management of vertigo* associated with

tses affecting the vestibular system.

m relieve nausea and vomiting often associated with vertigo*

i

sual adult dosage for Antivert/25 for vertigo:* one tablet t.i.d.

so available as Antivert (meclizine HQ) 12.5 mg. scored

its, for dosage convenience and flexibility,

itivert/25 (meclizine HQ) 25 mg. Cheiuable Tablets for

a .ea, vomiting and dizziness associated with motion sickness.

| SUMMARY OF PRESCRIBING INFORMATION
* DICATIONS. Based on a review of this drug by the National Academy of

I. tnces— National Research Council and/or other information, FDA has classified

( indications as follows:

rffecnve: Management of nausea and vomiting and dizziness associated with

I non sickness.

iossiMy Effecnve: Management of vertigo associated with diseases affecting the

t ibular system.

final classification of the less than effecnve indications requires further

I istigation.

CONTRAINDICATIONS. Administration of Antivert (medizine HQ) during preg-

nancy or to women who may become pregnant is contraindicated in view of the

teratogenic effect of the drug in rats

The administration of meclizine to pregnant rats during the 12-15 day of gestation

has produced cleft palate in the offspring. Limited studies using doses of over 100 mg./

kg./day in rabbits and 10 mg./kg./day in pigs and monkeys did not show cleft palate

Congeners of meclizine have caused cleft palate in species other than the rat.

Meclizine HC1 is contraindicated in individuals who have shown a previous hyper-

sensitivity to it.

WARNINGS. Since drowsiness may, on occasion, occur with use of this drug, patients

should be warned of this possibility and cautioned against driving a car or operating

dangerous machinery.

Usage in Children . Clinical studies establishing safety and effectiveness in children

have not been done; therefore, usage is not recommended in the pediatric age group

Usage in Pregnancy: See “Contraindications!

ADVERSE REACTIONS. Drowsiness, dry mouth and, on rare occasions, blurred

vision have been reported nOOniP Hi
More detailed professional information available on

request. A division of Pfizer Pharmaceuticals

Antivert 25
(meclizine HC1) 25 mg.Tablets

for vertigo*

New York. New York 10017



The idea of a so-called patiei 1

package insert has been around f<|

a long time. Many physicians alrej

use written instruction sheets to

provide patients with information 1

about the drugs they are taking. A
some physicians give verbal instn

;

tions; but in too many instances
these are what I call eye-glazing e:

ercises. I have seen patients sit wi

glazed eyes listening to a rapid-fir

lecture by a hurried physician whc|
has 20 people out in his waiting

room. These patients aren’t given

sufficient understanding and ther

fore do not follow instructions. So
think the idea of an official packaf :

insert for patients is a good one.

Perhaps we should really think of

this kind of information simply as

extension of drug labeling.

The benefits of patient involvemen

Many physicians may not ree

ize how frequently a patient obtair I

his drug information from Aunt
Tillie or the next door neighbor. Ar!i

this information is almost always 1

bad or irrelevant to the case at hart

Furthermore, the incentive to go
along with a prescribed program i;

slim if the only reading matter the

patient receives, along with his pn
scription, is a bill.

As an educator I am impressi

by the principle that the best wayt
get someone to do something is to

involve him in the process. So the

I think there are advantages £

well as some real disadvantages in

a patient package insert. When yoi

begin to use semi-medical or medi

cal terms to describe complication

or possible sequelae of disease or

treatment, you may frighten the p£

tient— particularly since the more
highly sophisticated patient is not

the one who is going to read the in-

sert. The patient who will read it is

the one most susceptible to fright

and confusion by the language.

On the positive side, a packa^

insert will probably give the patien'

better insight into why he is being

treated the way he is, and it may
give the physician a little bit more
time. But it does not remove from

the physician the need or obligatio

to explain the insert.

Some pitfalls in the inclusion of

side effects

Certainly a patient should be

warned of the possibility of serious

side reactions—to know what the

real dangers are. But it doesn’t do.

bit of good to indicate that a patien

on oral penicillin may develop a

rash, itching, or a drop in blood

pressure. Or that he may faint. I

think the real danger is that fright

engendered by the insert may pos-

sibly outweigh the potential good.

Shoulda
specially prepared

package insert

be made available to

patients?

Dialogue

Dr. Alexander M. Schmidt
Commissioner,
Food and Drug
Administration

Dr. James H. Sammons
Executive Vice President

of the American
Medical Association



main purpose of drug information

for the patient is to get his coopera-
tion in following a drug regimen.

Preparation and distribution of

patient drug information

We would hope to amass infor-

mation from physicians, medical
societies, the pharmaceutical indus-

!

try and centers of medical learning.

The ultimate responsibility for uni-

form labeling must, however, rest

with the Food and Drug Administra-
tion. There is nothing wrong with

this agency saying, “this informa-

tion is generally agreed upon and
therefore it should be used,” as long

as our process for getting the infor-

mation is sound.
Distribution of the information

is a problem. In great measure it

would depend on the medication in

question. For example, in the case
of an injectable long-acting proges-

terone, we would think it mandatory
to issue two separate leaflets—

a

short one for the patient to read be-

fore getting the first shot and a long
one to take home in order to make a

decision about continuing therapy.

In this case, the information might
be put directly on the package and
not removable at all. But for a medi-
cation like an antihistamine this

information might be issued sepa-
rately, thus giving the physician the
option of distribution. This could
preserve the placebo use, etc.

It is in the distribution of pa-

tient information that the pharma-
cist may get involved. As profession-

als and members of the health-care
team and as a most important source
of drug information to patients,

pharmacists should be responsible
for keeping medical and drug rec-

ords on patients. It is also logical

that they should distribute drug in-

formation to them.

Realistic problems must be
considered

We have to expect that the in-

troduction of an information device
will also create new problems. First,

how can we communicate complex
and sophisticated information to

people of widely divergent socio-

economic and ethnic groups? Sec-
ond, what will we say? And third,

how can we counteract the negative
attitude of many physicians toward
any outside influence or input? Hope-
fully the medical profession will re-

spond by anticipating the problems
and helping to solve them. Assum-
ing we can also solve the difficulty

of communicating information to di-

verse groups throughout the United

States, our remaining task will be
the inclusion of appropriate material.

What information is appropriate?

In my opinion, technical, chem-
ical and such types of material

should not be included. And there is

no point in the routine listing of side

effects like nausea and vomiting
which seem to apply to practically

all drugs, unless it is common with
the drug. However, serious side ef-

fects should be listed, as should in-

formation about a medication that

is potentially risky for other reasons.
Other pertinent information

might consist of drug interactions,

the need for laboratory follow-up,

and special storage requirements.
What we want to include is informa-
tion that will help increase patient

compliance with the therapy.

Positive aspects of patient drug
information

Labeling medication for the
patient would accomplish a number
of good things: the patient could be
on the lookout for possible serious
side effects; his compliance would
increase through greater under-
standing; the physician would be a
better source of information since
he would be freer to use his time
more effectively; other members of

the health-care team would benefit

through patient understanding and
cooperation; and, finally, the physi-

cian-patient relationship would prob-

ably be enhanced by the greater

understanding on the part of the pa-

tient of what the physician is doing
for him.

Only the doctor can remove that fear

by 20 or 30 minutes of conversation.

I'm not suggesting that we
withhold any information from the

patient because, first of all, it would
be totally dishonest and secondly, it

would defeat the very purpose of the

insert. I do think that a patient on the

birth control pill should know about
the incidence of phlebothrombosis.

If you’re going to tell a patient

the incidence of serious adverse re-

actions, then you have to tell him
that a concerned medical decision

was made to use a particular medi-
cation in his situation after careful

consideration of the incidence of

complications or side effects.

Emotionally unstable patients pose
a special problem

There are patients who, be-

cause of severe emotional problems,
could not handle the information

contained in a patient package in-

sert. Yet if we are going to have a

package insert at all, we just can’t

have two inserts. I think we might
simply have to tell the families of

these patients to remove the insert

from the package.

Legal implications of the patient

package insert

Just what effect would a pa-

tient package insert have on mal-
practice? We could try to avoid any
legal implications by pointing out
that the physician has selected a

particular medication because, in

his professional judgment, it is the
treatment of choice. For instance,

you can’t tell everyone taking anti-

histamines not to work just because
a few patients develop extreme
drowsiness which can lead to acci-

dents. And what about the very small

incidence of aplastic anemia rarely

associated with chloramphenicol?
If, based on sensitivity studies and
other criteria, we decide to employ
this particular antibiotic, we do so

in full knowledge of this serious po-

tential side effect. It’s not a simple
problem.

How do we handle an insert for medi-

cation used for a placebo effect?

With rare exceptions, physi-

cians no longer use medications for

a placebo effect. This question does
raise the issue of how a patient may
react to receiving a medication
without a package insert.

Preparation of the package insert

The development of the insert

ought to be a joint operation be-

tween physicians, the pharmaceuti-
cal industry, the A. M. A. and the F.D. A.

I view the A.M.A.’s role as a co-

ordinator or catalyst. It is the only

organization through which the pro-

fession as a whole, irrespective of

specialty, can speak. It has relatively

instant access to all the medical ex-

pertise in this country. And it can
bring that professional expertise to-

gether to ensure a better package
insert. The A.M.A. can work in con-
junction with the industry that has
produced the product and which is

ultimately going to supply the insert.

I don’t think we should rely, or

expect to rely, on legislative com-
mittees and their nonprofessional

staffs to make these decisions when
it is perfectly within the power of

the two groups to resolve the issues

in the very best American tradition

—

without the government forcing us
to do it. I think the F.D. A. has to be
involved, but I’d like them to become
involved because they were asked
to become involved.

Pharmaceutical
Manufacturers Association

1155 Fifteenth Street, N.W.
Washington, D.C. 20005



M moE Each capsule contains 50 mg.
of Dyrenium® (brand of triamterene)

and 25 mg. of hydrochlorothiazide.

akes sense

Forlong-termcontrolofhypertension
51

Before prescribing, see complete prescribing in-

formation in SK&F literature or PDR. The following
is a brief summary.

* WARNING
This fixed combination drug is not indicated for

initial therapy of edema or hypertension. Edema
or hypertension requires therapy titrated to the
individual patient. If the fixed combination rep-

resents the dosage so determined, its use may-
be more convenient in patient management. The
treatment of hypertension and edema is not

static, but must be reevaluated as conditions in

each patient warrant.

* Indications: Edema: That associated with congestive
heart failure, cirrhosis of the liver, the nephrotic
syndrome: steroid-induced and idiopathic edema;
edema resistant to other diuretic therapy. Mild to

moderate hypertension: Usefulness of the triam-

terene component is limited to its potassium-sparing
effect.

Contraindications: Pre-existing elevated serum po-

tassium. Hypersensitivity to either component. Con-
tinued use in progressive renal or hepatic dysfunction
or developing hyperkalemia.

Warnings: Do not use dietary potassium supple-
ments or potassium salts unless hypokalemia de-
velops or dietary potassium intake is markedly
impaired. Enteric-coated potassium salts may cause
small liowel stenosis with or without ulceration.

Hyperkalemia ( >5.4 mEq/L) has been reported in

4% of patients under 60 years, in 12% of patients over

60 years, and in less than 8% of patients overall.

Rarely, cases have been associated with cardiac ir-

regularities. Accordingly, check serum potassium
during therapy, particularly in patients with sus-

p- ted or confirmed renal insufficiency (e.g.. elderly
r diabetics) If hyperkalemia develops, substitute a

thiazide alone. If spironolactone is used concomi-
tantly with Dyazide', check serum potassium fre-

quently— both can cause potassium retention and
sometimes hyperkalemia. Two deaths have been
reported in patients on such combined therapy (in

one, recommended dosage w-as exceeded; in the
other, serum electrolytes were not properly moni-

tored). Observe patients on ‘Dyazide' regularly for

possible blood dyscrasias, liver damage or other idio-

syncratic reactions. Blood dyscrasias have been re-

ported in patients receiving Dyrenium (triamterene,

SK&F). Rarely, leukopenia, thrombocytopenia,
agranulocy-tosis, and aplastic anemia have been
reported with the thiazides. Watch for signs of im-

pending coma in acutely ill cirrhotics. Thiazides are

reported to cross the placental barrier and appear in

breast milk. This may result in fetal or neonatal

hyperbilirubinemia, thrombocytopenia, altered
carbohydrate metabolism and possibly other ad-

verse reactions that have occurred in the adult. When
used during pregnancy or in women who might bear
children , w-eigh potential benefits against possible

hazards to fetus.

Precautions: Do periodic serum electrolyte and BUN
determinations. Do periodic hematologic studies

in cirrhotics with splenomegaly. Antihypertensive
effects may be enhanced in postsympathectomy

patients. The following may occur; hyperuricemia
and gout, reversible nitrogen retention, decreasing

alkali reserve with possible metabolic acidosis, hyper-

glycemia and glycosuria (diabetic insulin require-

ments may be altered), digitalis intoxication in

hypokalemia). Use cautiously in surgical patients.

Concomitant use with antihypertensive agents may-

result in an additive hypotensive effect. Dyazide'

interferes with fluorescent measurement of

quinidine.

Adverse Reactions: Muscle cramps, weakness, diz-

ziness, headache, dry mouth: anaphylaxis; rash,

urticaria, photosensitivity, purpura, other derma-

tological conditions; nausea and vomiting (may in-

dicate electroly-te imbalance), diarrhea, constipation,

other gastrointestinal disturbances. Necrotizing

vasculitis, paresthesias, icterus, pancreatitis,

xanthopsia and. rarely, allergic pneumonitis have

occurred w-ith thiazides alone.

Supplied: Bottles of 100 capsules; in Single Unit

Packages of 100 (intended for institutional use only).

SK&F Co., Carolina, P.R. 00630
Subsidiary of SmithKline Corporation

‘DYAZIDE’
Just once ortwice dailyformaintenance.
Hydrochlorotliiazide to help keep

blood pressuredownand triamterene
to help keep potassium levels up.



DON’T PRACTICE ON ME
(Continued from page 438)

science thinks he is a dilettante researcher. His

clinical colleagues think he is unsafe. And his

mother-in-law says, “He’s 35 years old and still

working with animals. When will he be a real

doctor?”

But why do I tell you this? You already know
what I mean. I think we need to be reminded

that these efforts are essential to our profession.

Especially at a time when fewer and fewer of

those entering our profession are willing to make
much self-sacrifice, or willing to come back to

the hospital at night, or be away from their fami-

lies, or undergo the discipline required to be a

first-rate physician or surgeon.

And it is a time when we need to let the public

understand the uncertainties of medical practice.

That “good clinical judgment is often acquired

from bad judgment,” and that we realize the debt

we owe our patients.

That this theme is not well understood can be

seen in the increasing inability of juries to dis-

tinguish between human error and outright negli-

gence. Every simple honest mistake becomes a

potential malpractice liability. There is the in-

ability of our elected representatives to see hos-

pitals except as public utilities, with patients

labeled as customers. The terms “consumer” and

“provider” assume that medical practice can be

completely standardized. And then the Medicare

laws tend to exclude physicians in training.

Do you remember the famous painting, The

Doctor

?

Painted in 1891, a doctor in a frock coat

sits in the home of a child who is dying of a dis-

ease at that time called typhlitis. Both parents

in the background are deeply anguished. I used

to show this to first year medical students, just

out of college, and would ask them, “Tell me in

one word, what does that picture mean?” Their

usual response was “compassion.” It meant the

compassionate physician. But when I asked fourth

year medical students, they replied, “bafflement.”

They said the patient really had appendicitis, but

it was unknown at that time. The patient suf-

fered from the state of general ignorance of the

profession; his doctor sat by helplessly. This doc-

tor’s tithing was limited. He could only give com-

passion. Fortunately we are offered wider oppor-

tunities to tithe.

Compassion certainly, but also all of the other

qualities that I have mentioned by which physi-

cians should repay patients for their own educa-

tion. Then we can say with peace of mind that

we have earned the right to practice medicine.

Peripatetics

EITHNE McCANN, Chief of Physical Medicine

and Rehabilitation at St. Joseph’s Hospital, was

among a group of U.S. physicians who assisted at

the Pan American Wheelchair Olympics for the

handicapped recently.

* * *

In recent months CHARLES F. JONES has at-

tended a meeting on “topics of internal medicine”

at Johns Hopkins Hospital in Baltimore, sponsored

by the American College of Physicians; and RAY-
MOND E. MOFFITT has attended a meeting on

“gastro-intestinal malignancy,” sponsored by the

American Gastro-Enterological Association, and the

annual meeting of the Ameiican Society of Gastro-

intestinal Endoscopy in Texas.

* * *

(Continued on page 445)

OFFICE SPACE
FOR RENT

THE 111 PLAIN ST. MEDICAL BUILDING

is a newly renovated construction within

eye-view and two minutes' walk of the

RHODE ISLAND HOSPITAL

and less than six minutes' drive from

BROWN U. MEDICAL SCHOOL

ROGER WILLIAMS HOSPITAL

MiRIAM HOSPITAL

VETERANS HOSPITAL

and a little longer from the

LADY OF FATIMA - ST. JOSEPH'S COMPLEX

Offices include carpeting, electric heating, air-

conditioning, electronic protection, elevator,

janitorial services, laboratory and x ray serv-

ices.

FOR APPOINTMENT

CALL 331-6317 ANYT.’ME
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We’ve changed our telephone system to provide better service for you.

Blue Shield of Rhode Island, 444 Westminster Mall, Providence, R. 1. 02901



THE INTRODUCTION OF
CHEMICAL BLEACHING INTO THE

UNITED STATES IN 1811
(Continued from page 440)

Chemical Laboratory. His name should be honored

and not be buried in the libraries in Providence,

Rhode Island.

However, after finding the obituary we were

not satisfied and could not square it with George

S. White’s statement that “there is now a bleach-

ery and beetling establishment called in his name.”

In further search of the Providence Patriot &
Columbian Phenix I found in the issue July 29,

1815, three months after Doctor Bowen’s death

the following item:

CHEMICAL BLEACHING WARRANTED
The Bowen Steam Bleaching Co.

Hereby give notice, that having increased their

establishment, they shall continue the Bleaching

of Cotton Yarn and Cloth, according to the

mode invented and practised upon by the late

Dr. Wm. C. Bowen, deceased. The extensive

additions to their machinery will enable them

to Bleach with great dispatch, and the improve-

ments upon the mode of Chemical Bleaching,

made by Dr. Bowen, give them confidence in

assuring the public, that the process will not

injure the texture of the Cloth. Against all in-

juries by bleaching, the Warranty of the Com-

pany is hereby given.

Terms: One shilling per pound, payable in

cloth at the usual prices — liberal discounts

for cash.

There is no doubt that this bleached cloth and

yarn were deluxe items. They never had such

white whites from sun bleaching. Most of the mate-

rial was used for women’s fancy dress wear and

infant clothing. Colors would be much brighter

on this clear ground.

I believe that this research has proven beyond

a doubt that Doctor Bowen started chemical

bleaching in this country and in the city of Provi-

dence. I regret that we were never able to pin-

point the exact location of the bleachery called in

his name.

REFERENCES

•White GS: Memoir of Samuel Slater, The Father

of American Manufacturers, Connected with a His-

tory of the Rise and Progress of Cotton Manu-
facture in England and America with remarks in

the Moral Influence of Manufactories in the United
States, Philadelphia 1836. Page 300

2Parsons U: Sketches of Rhode Island Physicians
Deceased Prior to 1850. Trans Rhode Island Med
See 1:15-16, 1859

3Wilson JW: The Philophysian Society at Brown
University (1818-1827). Books at Brown 20:40-56,
1965

PERIPATETICS
(Continued from page 443)

On October 1, 1975 an unusual reunion of four

doctors who were tent mates during the Mexican
War 59 years ago took place at the home of Mau-
rice T. Root in West Hartford, Connecticut.

Fifty-nine years ago, four Cornell University stu-

dents joined the New York National Guard. Their

first assignment was exercising Company horses in

New York’s Central Park. They were then sent to

the McAllen, Texas area in the Mexican War and

assigned to the same tent.

They were: Maurice T. Root of West Hart-

ford; Robert White of Vineyard Haven, Mas-

sachusetts; Morton Ryder of Carmel, New York;

and ALFRED POTTER of Wakefield, Rhode Is-

land.

t & &

Attractive & Functional Offices

Division of National Office Supply Co.

o

Designers & Suppliers of Offices

36 Branch Avenue Providence, R. I. 02904

(Jet. No. Main St.) GAspee 1-5228
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IFYOU'RE
SELF-EMPLOYED
•How not to paytaxes on up to $7500
with an INBANK retirement plan.

•How not to pay a sales commission
on your retirement plan.

•How to earn the highest interest
rate in INBANK history.
You have probably heard or read about the new law that allows the self-

employed to set aside up to 15% of earned income or $7,500 (whichever is

less) in a retirement plan. The money set aside is completely tax deductible,

and the interest earned is not currently taxable. You pay income taxes only on
receiving these funds during retirement. Then your tax bracket should be
lower because of your retired status.

You qualify for this tax break if you operate an unincorporated business.

So it's perfect for doctors, dentists, lawyers, artists, accountants, store

owners, writers, dealers, carpenters, house painters and countless others.

• INBANK's Retirement Savings Plan.
There are two good reasons to set up your retirement plan with INBANK.
First, unlike some other banks we won't charge you an initial fee for setting

up your plan or an annual fee for running it. And INBANK’s 7.50% six- to ten-

year investment savings plan yields 7.90% with daily compounding.
Accounts with shorter maturities and lower rates are available. The chart

shows how much money the 7.50% account will mean to you. So stop in

at any INBANK office and start your own retirement plan.

$7,500 A YEAR CAN ACCUMULATE TO

With a tax- Without a tax-

Alter sheltered plan sheltered plan

5 years S 45.912 $ 20,210

10 years 108.135 44,500

20 years 339.436 108,814

30 years 834 195 201,746

NOTE Figures assume 50% income bracket and 7 50% rate of return

IN
Industrial National Bank

Something extra

PfOERAL LAW ANO REGULATION PROHIBIT THE PAYMENT OF TIME DEPOSITS PRIOR TO MATURITY UNLESS THREE MONTHS OF

The INTEREST THEREON IS FORFEITED and INTEREST on THE AMOUNT WITHDRAWN IS REDUCEO TO THE PASSBOOK RATi M«mt>«



Physicians Seeking Opportunities In Rhode Island

Richard S. Fightlin, M.D.
2989 Alta Laguna

Laguna Beach, CA 92653

Urologist

* * *

Jose Lillo, M.D.

Sisters of Charity Hospital of Buffalo, NY
2157 Main Street

Buffalo, NY 14214

Obstetrics-Gynecology

* * *

Bruce M. Smoller, M.D.

435 East 70th Street

New York, NY 10021

Psychiatrist

* * *

Mrs. B. M. Smoller, M.D.

435 East 70th Street

New York, NY 10021

Radiology

* * *

Richard A. Fraser, M.D.

15 Rose Loop

Fort Leavenworth, KA 66027

Urology

* * *

Charles M. Cutler, M.D.

5520 Oliver Avenue South

Minneapolis, MN 55419

Internal Medicine
* * *

Ibrahim Abu Sarris

6511 Landover Road

Cheverly, MD 20785

Cardiology

* * *

Thomas C. McNamara, M.D.

401 O'cala Court, North

Nashville, TN 3721 1

Urology
* * *

(Continued on next page)

MEDICAL

Providence

Wherever you go,

forget your telephone

calls. We II take them

for you, day or night

BUREAU

of the

Medical Association
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Vincent Oliviero, M.D.

3605 Apollo Drive

Salt Lake City, UT 84117

Orthopedist

Alan I. Schein, M.D.

119 Upland Terrace

Bala Cynwyd, PA 19004

Ophthalmology

Louis F. Candito, M.D.

632 Magnolia Street

New Llano, LA 71461

Orthopedic Surgeon

* * *

Ovid Y. H. Yang, M.D., Ph.D.

3807 Platt Avenue

Port Arthur, TX 77640

Pathology

=t= * *

C. R. Chatterjee, M.D., F.R.C.S.

2321 Garland Drive

Vestavia Hills, AL 35216

General Surgery-LYology

wife — Anestesiology

* * *

FOR SALE
Home and Professional

Office

Garden City area, Cranston, R. I.

FOR DOCTOR - DENTIST - OR LAWYER

First Floor — Large Waiting Room, Four Offi-

ces, Receptionist Area and Lavette

Second Floor — Living Room. 3 Bedrooms, Ap-

plianced Kitchen, Full Bathroom.

Ample Parking Many Extras

Shown by Appointment by Owner

CALL 944-0605

Donald J. Kurth, M.D.

Aipt. 2F

200 Carman Avenue

East Meadow, NY 11554

Orthopedic Surgery

* * *

Irvin Handelman, M.D.

4445 SW 91st Avenue

Portland, OR 97225

Ophthalmology

•j* 'f*

Alfredo A. Cona, M.D.

1001 Dorchester Road

Apt. F.

Brooklyn, NY 11218

Obstetrics-Gynecology

* * *

Stephen F. Wetherill, M.D.

St. Louis University

School of Medicine

Department of Internal Medicine

1225 South Grand Boulevard

St. Louis, MO 63104

Internal Medicine
* * *

Stephen H. Mintz, M.D.

2558 Sedgwick Place

Dumfries, VA 22026

Pediatrics

* * *

Pramod Digamber, M.D.

2451 Webb Avenue

Bronx, NY 10468

Diagnostic Radiology
* * *

Mark B. Handler, M.D.

2417 Hempstead Road

Toledo, OH 43606

Plastic Surgery
* * *

Cornelius J. P. Sullivan, M.D.

3814 Cadillac Lane SW
Tacoma, WA 98499

Internal Medicine

448 Rhode Island Medical Journal



Frederick S. Tan, M.D.

660 East 98th Street

Apt. 12-H

Brooklyn, NY 11236

Hematology/Oncology

* -* *

ONE SENTENCE ESSAY

My ability to win an argument varies inversely

with the intelligence of my opponent.

. . . George Heuer, M.D., late Professor of

Surgery at New York Hospital

Young M. Lee, M.D.

1030 West 18th Street

Broadview, IL 60153

Otolaryngology

* * *

Greg Prazar, M.D.

University of Maryland School of Medicine

Institute of Psychiatry and Human Behavior

645 West Redwood Street

Baltimore, MD 21201

Pediatrics

* * *

z z Z
HOW'S THAT AGAIN? DEPARTMENT

REGULATION No. 5 — SUBPART T
HIRM-1, Revision No. 33

This transmittal includes those pages which com-

prise Subpart T to Regulations No. 5 published in

the Federal Register of July 2, 1975, relating to

the qualifying conditions which organizations must

meet to be eligible to enter into a contract with the

Secretary as a health maintenance organization

(HMO) under the Medicare program.

Michael G. Marandolo, M.D.
304 Elsmere Street

Wilmington, DE 19804

General Practice

. . . Memo from HEW

z

* * *

Antrony D. Molinaro, Jr., M.D.
York Hill Apts. No. H-106

1927 Queenswood Drive

York, PA 17403

Family Practice

* * *

Jonathan H. Jaffe, M.D.

Family Practice Center

Mac Neal Memorial Hospital

3249 S. Oak Park Avenue

Berwyn, IL 60402

Family Practice

* * *

Jerry A. Friemoth, M.D.
Family Practice Center

Mac Neal Memorial Hospital

3249 S. Oak Park Avenue

Berwyn, IL 60402

Family Practice

z

Curran & Burton
DIVISION OF TEXACO. INC.

1120 Eddy Street

Providence. Rhode Island

HOpkins 7-8050

Call now for

(jet ijour fcanifij

together lor the

ortrait uou have

heen promtding

gounedl!

an appointment!

353-2694

<2). sd. Cjtinning Studio
14 Homewood Ave. N. Providence, R.l.
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Society Announces Administrative Changes
Mr. James R. Clarkin, former administrator at

the Medical Associates of Bristol County. Inc., has

succeeded Lance Taylor as .Assistant Executive Di-

rector of the Medical Society effective October 6.

Mr. Clarkin is a life-long resident of the Fall River-

Providence area and holds a Bachelor of Arts De-

gree from Holy Cross College in Worcester. Mr.

Taylor has returned to Chicago to enter the news-

paper business.

Also, Ms. Geneva Salisbury has succeeded Ms.

Johanna Weindorf as staff secretary. Ms. Weindorf

left the Society in October due to her husband's

leturn to his native Oklahoma.

Finally, Ms. Xancv Jo Cerep has assumed overall

staff responsibilities for the publication of the

Rhode Island Medical Journal. Ms. Cerep is a

Cum Laude graduate of Rhode Island College and

has had experience in publications and advertising.

CHAPIN ORATOR NAMED
Doctor Mendell Robinson, Chairman of the Com-

mittee on Scientific Work and Annual Meeting, an-

nounced that Doctor William Harris has been

selected to deliver the Chapin Oration at the 1976

E. P. Anthony, Inc

WILLUUU E. JOHNSTON. Pliar. D.

RAYMOND E. JOHNSTON. B.S.

178 ANGELL STREET

PROVIDENCE, R. I.

GAspee 1-2512

Pharmacy License No. 225

annual scientific meeting which will be held May
5 at the new Marriot Hotel in Providence. Doctor

Harris, Clinical Professor of Orthopedic Surgery,

Massachusetts General Hospital, has particular ex-

pertise in the realm of prophylaxis and the treat-

ment of pulmonary embolism.

DR. CARUOLO NAMED COMMISSIONER
Joseph E. Caruolo, ADD. was elected a Society

Commissioner at the September 24 meeting of the

House of Delegates. He will represent the President

of the RIMS at Society Committee meetings and

will serve on the Council.

MEDICAL STUDENT MEMBERSHIP IN RIMS

The House approved of the formation of a com-

mittee to work out the mechanics of a medical stu-

dent membership in the Rhode Island Medical So-

ciety, review the present intern-resident member-

ship and to report back to the House of Delegates

with appropriate recommendations.

Following the approval of the House. President

Stephen J. Hoye, M.D. named Doctors Herbert F.

Hager (Chairman), Milton W. Hamolsky, and

Nathan Sonkin to serve on the committee.

MEDICAL MALPRACTICE INSURANCE AND
UMBRELLA LIABILITY INSURANCE

For No Obligation Quotations or Assistance

CALL 751-3312

LEN DiPRETE

DUNCAN B. CAMPBELL CO.

9 So. Angell Street

Wayland Square, Providence, R.l.

Happy to make Home or Office Visits or give

>hone Quotations

PROFESSIONAL OFFICE BUILDING

1 339 Smith Street

Custom built 8 room Cape Cod medical

building. Macadam parking lot for 9 auto-

mobiles. Prime location near Fatima Hospital.

W. HENRY I

coleman
REALTORS

245-3050
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PERFORMANCE.
ITS A MATTER OF
RECORD.

• an unsurpassed record validated in several thousand

clinical papers

• rarely interferes with mental acuity

• wide margin of safety

Before prescribing, please consult
complete product information, a summary
of which follows:

Indications: Relief of anxiety and tension

occurring alone or accompanying various

disease states.

Contraindications: Patients with known
hypersensitivity to the drug.

Warnings: Caution patients about possible

combined effects with alcohol and other

CNS depressants. As with all CNS-acting
drugs, caution patients against hazardous

occupations requiring complete mental
alertness (e.g., operating machinery, driv-

ing). Though physical and psychological
dependence have rarely been reported on
recommended doses, use caution in ad-
ministering to addiction-prone individuals

or those who might increase dosage; with-

drawal symptoms (including convulsions),

following discontinuation of the drug and
similar to those seen with barbiturates,

have been reported. Use of any drug in

pregnancy, lactation or in women of child-

bearing age requires that its potential

benefits be weighed against its possible

hazards.

Precautions: In the elderly and debilitated,

and in children over six, limit to smallest
effective dosage (initially 10 mg or less per

day) to preclude ataxia or oversedation,
increasing gradually as needed and tol-

erated. Not recommended in children

under six. Though generally not recom-
mended, if combination therapy with other

psychotropics seems indicated, carefully

consider individual pharmacologic effects,

particularly in use of potentiating drugs
such as MAO inhibitors and phenothia-

zines. Observe usual precautions in pres-

ence of impaired renal or hepatic function.

Paradoxical reactions (e.g., excitement,

stimulation and acute rage) have been
reported in psychiatric patients and hy-

peractive aggressive children. Employ
usual precautions in treatment of anxiety

states with evidence of impending depres-
sion; suicidal tendencies may be present

and protective measures necessary. Vari-

able effects on blood coagulation have
been reported very rarely in patients re-

ceiving the drug and oral anticoagulants;

causal relationship has not been estab-

lished clinically.

Adverse Reactions: Drowsiness, ataxia

and confusion may occur, especially in the
elderly and debilitated. These are revers-

ible in most instances by proper dosage
adjustment, but are also occasionally ob-
served at the lower dosage ranges. In a
few instances syncope has been reported.

Also encountered are isolated instances of

skin eruptions, edema, minor menstrual
irregularities, nausea and constipation,

extrapyramidal symptoms, increased and
decreased libido— all infrequent and gen-
erally controlled with dosage reduction;

changes in EEG patterns (low-voltage fast

activity) may appear during and after treat-

ment; blood dyscrasias (including agranu-
locytosis), jaundice and hepatic dysfunction
have been reported occasionally, making
periodic blood counts and liver function

tests advisable during protracted therapy.

Usual Daily Dosage: Individualize for

maximum beneficial effects. Oral—Adults:
Mild and moderate anxiety and tension,

5 to 1 0 mg t.i.d. or q.i.d.-, severe states, 20
or 25 mg t.i.d. or q.i.d. Geriatric patients:

5 mg b.i.d. to q.i.d. (See Precautions.)
Supplied: Librium® (chlordiazepoxide HCI)
Capsules, 5 mg, 1 0 mg and 25 mg— bottles

of 100 and 500; Tel-E-Dose® packages of

100, available in trays of 4 reverse-num-
bered boxes of 25, and in boxes contain-
ing 10 strips of 10; Prescription Paks
of 50, available singly and in trays of 1 0.

Libritabs® (chlordiazepoxide) Tablets,

5 mg, 10 mg and 25 mg— bottles of 100 and
500. With respect to clinical activity, cap-
sules and tablets are indistinguishable.

nnnur\ Roche Laboratories

ROCHE / Division of Hoffmann-La Roche Inc.

w / Nutley, New Jersey 07110

LIBRIUM
®

chlordiazepoxideHCI/Roche

5mg,10mg, 25mg capsules



IN PAINFUL
ACUTE
CYSTITIS*

'nonobstructed;

due to susceptible

organisms

WHILE YOU ELIMINATE
THE PATHOGBSK.

FOR THE PAIN
Early relief of painful symptoms such as burning

and pain associated with urgency and frequency.

FOR THE PATHOGENS
Effective control of susceptible pathogens

such as E. coli, Klebsiella-Aerobacter, Staph, au-

reus, Proteus mirabilis and, less frequently, Proteus

vulgaris.

Appropriate antibacterial therapy: Up to 3

days therapy with Azo Gantrisin 4 to 6 tablets Stat.,

then 2 tablets q.i.d.\ then 1 1 days with Gantrisin

(sulfisoxazole) may be considered.

dsli

Ifl

(50 mg phenazopyridine HCI and 0.5 Gm sulfisoxazole)

Before prescribing, please consult complete
product information, a summary of which
follows.
Indications: In adults, urinary tract infections
complicated by pain (primarily cystitis, pyelitis

and pyelonephritis) due to susceptible organ-
isms (usually E. coli, Klebsiella-Aerobacter,
Staphylococcus aureus, Proteus mirabilis, and,
less frequently, Proteus vulgaris

) in the absence
of obstructive uropathy or foreign bodies.
Important Note: Carefully coordinate in vitro

sulfonamide sensitivity tests with bacteriologic
and clinical response Add aminobenzoic acid
to culture media for patients already taking sul-
fonamides. Increasing frequency of resistant
organisms currently is a limitation of the useful-
ness of antibacterial agents including the sul-
fonamides. Blood levels should be measured in

patients receiving sulfonamides for serious
infections, since there may be wide variations
with identical doses: 12 to 15 mg/100 ml is

considered optimal for serious infections; 20 mg/
100 ml should be the maximum total sulfon-
amide level, as adverse reactions occur more
frequently above this level.

Contraindications: Children below age 12: sul-
fonamide hypersensitivity; pregnancy at term
and during nursing period. Contraindicated in

glomerulonephritis, severe hepatitis, uremia, and
pyelonephritis of pregnancy with gastrointestinal
disturbances, because of phenazopyridine HCI
component.

Warnings: Safe use in pregnancy has not been
established. Teratogenicity potential has not

been thoroughly investigated Deaths from hy-

persensitivity reactions, agranulocytosis, aplastic

anemia and other blood dyscrasias have been
reported; clinical signs such as sore throat, fever,

pallor, purpura or jaundice may be early indica-
tions of serious blood disorders. Complete blood
counts and urinalysis with careful microscopic
examination should be performed frequently
during sulfonamide therapy.
Precautions: Use with caution in patients with
impaired renal or hepatic function, severe allergy,

bronchial asthma and in glucose-6-phosphate
dehydrogenase-deficient individuals. In the lat-

ter, hemolysis may occur. Maintain adequate
fluid intake to prevent crystalluria and stone
formation.

Adverse Reactions: Blood dyscrasias: Agranu-
locytosis. aplastic anemia, thrombocytopenia,
leukopenia, hemolytic anemia, purpura, hypo-
prothrombinemia and methemoglobinemia.
Allergic reactions: Erythema multiforme
(Stevens-Johnson syndrome), skin eruptions,
epidermal necrolysis, urticaria, serum sickness,
pruritus, exfoliative dermatitis, anaphylactoid
reactions, periorbital edema, conjunctival and
scleral injection, photosensitization, arthralgia

and allergic myocarditis. Gastrointestinal reac-
tions: Nausea, emesis, abdominal pains, hepa-
titis, diarrhea, anorexia, pancreatitis and
stomatitis. C.N.S. reactions: Headache, periph-

eral neuritis, mental depression, convulsions,

ataxia, hallucinations, tinnitus, vertigo and in-

somnia. Miscellaneous reactions: Drug fever,

chills, toxic nephrosis with oliguria and anuria,

polyarteritis nodosa and L E. phenomenon. Due
to certain chemical similarities with some goitro-

gens, diuretics (acetazolamide and thiazides)

and oral hypoglycemic agents, sulfonamides
have caused rare instances of goiter production,

diuresis and hypoglycemia. Cross-sensitivity

with these agents may exist.

Dosage: Usual adult dosage for acute, painful

phase of urinary tract infections is 4 to 6 tablets

initially, then 2 tablets four times daily for up to

3 days. If pain persists, causes other than infec-

tion should be sought. After relief of pain has
been obtained, continued treatment of the infec-

tion with Gantrisin (sulfisoxazole) may be con-
sidered.
Note: Patients should be told that the orange-
red dye (phenazopyridine HCI) will color the

urine soon after ingestion

How Supplied: Tablets, each containing 0 5 Gm
sulfisoxazole and 50 mg phenazopyridine HCI
—bottles of 100 and 500.

ROCHE
Roche Laboratories
Division of Hoffmann-La Roche Inc.

Nutley, New Jersey 07110
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Before prescribing, please consult com-
plete product information, a summary of

which follows:

Indications: Tension and anxiety states;

somatic complaints which are concomi-
tants of emotional factors; psychoneurotic
states manifested by tension, anxiety, ap-

prehension, fatigue, depressive symptoms
or agitation; symptomatic relief of acute
agitation, tremor, delirium tremens and
hallucinosis due to acute alcohol with-

drawal; adjunctively in skeletal muscle
spasm due to reflex spasm to local pathol-

ogy, spasticity caused by upper motor

neuron disorders, athetosis, stiff-man syn-

drome, convulsive disorders (not for sole

therapy).

Contraindicated: Known hypersensitivity

to the drug. Children under 6 months of

age. Acute narrow angle glaucoma; may
be used in patients with open angle glau-

coma who are receiving appropriate

therapy.

Warnings: Not of value in psychotic pa-

tients. Caution against hazardous occupa-

tions requiring complete mental alertness.

When used adjunctively in convulsive dis-

orders, possibility of increase in frequent

and/or severity of grand mal seizures m
require increased dosage of standard an

convulsant medication; abrupt withdraw

may be associated with temporary in-

crease in frequency and/ or severity of

seizures. Advise against simultaneous in'
•

gestion of alcohol and other CNS depres-

sants. Withdrawal symptoms (similar to

those with barbiturates and alcohol) haw

occurred following abrupt discontinuanc

(convulsions, tremor, abdominal and mu
cle cramps, vomiting and sweating). Kee

addiction-prone individuals under carefu



According to her major
i nptoms, she is a psychoneu-

i ic patient with severe

Exiety. But according to the

[ scription she gives of her

t lings, part of the problem

[ iy sound like depression.

1 is is because her problem,

3 hough primarily one of ex-

: sive anxiety, is often accom-
nied by depressive symptom-
3 >logy. Valium (diazepam)

: i provide relief for both—as
i excessive anxiety is re-

i 'ed, the depressive symp-
( is associated with it are also

)m relieved.

There are other advan-

; es in using Valium for the

i nagement of psychoneu-
( ic anxiety with secondary
iiressive symptoms: the

) chotherapeutic effect of

v ium is pronounced and
; id. This means that im-
) vement is usually apparent

in the patient within a few
days rather than in a week or
two, although it may take

longer in some patients. In ad-

dition, Valium (diazepam) is

generally well tolerated; as

with most CNS-acting agents,

caution patients against haz-

ardous occupations requiring

complete mental alertness.

Also, because the psycho-

neurotic patient’s symptoms
are often intensified at bed-

time, Valium can offer an addi-

tional benefit. An h.s. dose
added to the b.i.d. or t.i.d.

treatment regimen can relieve

the excessive anxiety and asso-

ciated depressive symptoms
and thus encourage a more
restful night’s sleep.

in psychoneurotic

anxiety states

with associated

depressive symptoms

Vilium'
(diazepam)
2-mg,5-mg, 10-mg tablets

u eillance because of their predisposi-

c to habituation and dependence. In

r nancy, lactation or women of child-

e ing age, weigh potential benefit

g ist possible hazard,

r autions: If combined with other psy-
h 'opics or anticonvulsants, consider
a fully pharmacology of agents em-
it id; drugs such as phenothiazines,
a atics, barbiturates, MAO inhibitors

• >ther antidepressants may potentiate

s tion. Usual precautions indicated in

a nts severely depressed, or with latent

91 5ssion, or with suicidal tendencies.

Observe usual precautions in impaired
renal or hepatic function. Limit dosage to

smallest effective amount in elderly and
debilitated to preclude ataxia or over-

sedation.

Side Effects: Drowsiness, confusion, diplo-

pia, hypotension, changes in libido, nausea,
fatigue, depression, dysarthria, jaundice,

skin rash, ataxia, constipation, headache,
incontinence, changes in salivation,

slurred speech, tremor, vertigo, urinary

retention, blurred vision. Paradoxical re-

actions such as acute hyperexcited states,

anxiety, hallucinations, increased muscle

spasticity, insomnia, rage, sleep disturb-

ances, stimulation have been reported;

should these occur, discontinue drug. Iso-

lated reports of neutropenia, jaundice;

periodic blood counts and liver function

tests advisable during long-term therapy.

Roche Laboratories
Division of Hoffmann-La Roche Inc.

Nutley. New Jersey 07110
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BROWN UNIVERSITY

DIVISION OF BIOLOGICAL AND MEDICAL SCIENCES

Providence, Rhode Island 02912

863-3231

CONTINUING MEDICAL EDUCATION CALENDAR

DECEMBER

2 THE PHYSICIAN ASSISTANT - A NEW PARTNER IN HEALTH CARE. 9:45 A.M.
to 3:30 P.M., the Chrystal Room, Alumnae Hall, Brown University. For in-

formation, call Mrs. Allen, 863-2815.

Wednesdays through March 17, 1976 — BASIC SCIENCE SERIES. 1:00 P.M.,
8th Floor Conference Room, Rhode Island Hospital.

6 BOARD REVIEW COURSE IN INTERNAL MEDICINE. Weekly topics will include

Gastroenterology; Rheumatology; Immunology; Transplantation, Dialysis,

Disorders of Bone Calcium, and Metabolism in Renal Failure; Hypertension;

Fluid/Electrolytes; Glomerular Diseases; Non-Glomerular Parenchymal and
Tubular Disease; Thyroid Disorders; Parathyroid and Metabolic Bone Dis-

ease; Adrenal Disorders; Pituitary, Hypothalamic and Gonadal Disorders;

Cardiology; Oncology (Solid Tumors); Pulmonary Diseases; Infectious Dis-

eases; Neurology; Diabetes Mellitus; Lipid Disorders and Cardiomyopathy;
Red Blood Cells; Platelets and Coagulation; White Blood Cells. Tuesdays,

7:00 P.M.-9:00 P.M., George Auditorium, Rhode Island Hospital. Registra-

tion fee is $75.00 for residents, $100.00 for practicing physicians. For infor-

mation contact Mrs. Allen, 863-3337.

14 ADVERSE DRUG REACTIONS: A COMMUNITY HEALTH PROBLEM. Speakers

are: Herschel Jick, M.D., Associate Professor of Medicine, Boston University

Medical Center; Daniel L. Azraioff, M.D., Professor of Medicine and Pharm-

acology, University of Kansas Medical Center; Parker Staples, M.D., Assist-

ant Professor of Medicine, Brown University. Also, William H. Golod, Ph.D.,

Dean, School of Pharmacy, Medical University of South Carolina; Irving

Beck, M.D., Lecturer in Medicine, Brown University; Norman A. Campbell,

J.D., M.D., Chairman, Department of Pharmacy Administration, University

of Rhode Island. Sponsors are the Brown University Program in Medicine,

the University of Rhode Island College of Pharmacy, and Rhode Island

Health Science and Educational Council. Registration fee is $20, lunch in-

cluded. The deadline is December 30, 1975. For information contact Mrs.

Allen, 863-3337.

16 IRON DEFICIENCE ANEMIA IN INFANCY AND CHILDHOOD. Howard Pearson,

M.D., Professor and Chairman, Department of Pediatrics, Yale University

School of Medicine. 10:30 A.M., Kay Auditorium, Roger Williams General

Hospital.

JANUARY



COMING EVENTS

FEBRUARY

13 CLINICAL ACID-BASE PHYSIOLOGY AND PARENTERAL NUTRITION AND RE-

NAL DISEASES. James C. M. Chan, M.D., Associate Professor, Department

of Child Health and Development, George Washington School of Medicine,

Kay Auditorium, Roger Williams General Hospital, 10:30 A.M.

18 PERSPECTIVES IN GENETICS AND GENETIC COUNSELLING. Topics to be cov-

ered include: "Intra-Uterine Diagnosis," Henry L. Nadler, M.D., Given Re-

search Professor, Northwestern University; "Screening of Inherited Metabolic

Disorders," Charles R. Scriver, M.D., Professor of Pediatrics, Associate Pro-

fessor of Genetics, McGill University; "Tay-Sachs Disease: Rhode Island's

Screening Program," Daniel P. Perl, M.D., Assistant Professor of Pathology

and Laboratory Medicine, Brown University; "Problems of Parents Whose
Children Have Metabolic and Genetic Disorders," Siegfried M. Pueschel,

M.D., Assistant Professor in Pediatrics, Brown University; and "Medical Im-

plications of Chemical Mutagenesis," Marvin S. Legator, Ph.D., Professor of

Genetics (Research), Brown University. The Providence Marriott, 8:30-5:00.

Registration will be $25.00. For information call Mrs. Allen, 863-3337.



The President’s Page

‘‘The Medical Profession Is The First

Discipline To Come Under Federal Reg-

ulation”

By Stephen J. Hoye, M.D.

This headline is true today, my fellow physi-

cians! We, the lucky ones, don’t have to wait for

“1984”! It has come to us in 1975 — nine years

ahead of schedule! Not in Britian or Austria, but

light here in the USA. Not in New York or Florida

or Oregon, but right here in Rhode Island.

Possibly you’ve been so busy practicing good

medicine (which is, of course, why all of elected

to enter the medical profession) that you may have

missed the opportunity to ponder these three re-

cent headlines:

1. “RIGHA purse boosted $2.4 million”

2. “HEW Regulations deny free choice of phy-

sicians if labor unions elect an HMO”

3. “Private Carriers costs of handling health

claims is almost 1/4 of Social Security Ad-

ministration.

If these three headlines don't epitomize the right

that the private practice of medicine has on its

hands today, then I don't know what does! They

lemind me of a recent statement of Prime Minister

Harold Wilson that the government is “committed

to the maintenance of private practice.” but also

that “the government is committed to the abolition

of private practice beds in NHS hospitals.” How’s

that for talking out of both sides of your mouth?

Here in Rhode Island we have our tax money

being returned to our health system without any

health professional having anything to say about

it. Which of our patients would object to being

subsidized to the tune of $300 per year?

At the same time, the Department of Health,

Education, and Welfare is issuing regulations deny-

ing to millions of union workers the “dual option”

choice as between private health insurance and

membership in a health maintenance organization.

This option was a key element in the HMO Act

approved by Congress two years ago and was

strongly supported by the medical profession. How
can we stand by and see our patients locked into

a system which has not demonstrated its ability to

stand on its own two feet without the benefit of

federal handouts? Perhaps Congress may yet in its

wisdom approve amendments to the HMO program

that guarantee union members the choice of pri-

vate health insurance.

Finally, the General Accounting Office tells us

that the cost of handling a Medicare bill by the

Division of Direct Reimbursement of Social Se-

curity’s Bureau of Health Insurance was S12.39.

The private health insurance companies examined

— Travelers, Mutual of Omaha, and the Chicago

Blue Cross — on the other hand all proved to be

more efficient, and the most efficient of the group

was Maryland Blue Cross at $3.55 per bill. So we

(Continued on next page)
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perceive a creeping encroachment by the Federal

Beauracracy, which by its own admission is admin-

istratively inefficient.

The only way we can combat this is by direct

involvement in the process and with eyeball to

eyeball confrontation in the courts such as the

AMA has had with HEW. So I urge every physi-

cian in this state to become involved by discussing

these problems and philosophies with his patients

and friends. Legislators, health planners, and ‘ do-

gooders" all sooner or later come in contact with

the medical profession when they need a doctor.

We must UNITE to halt the crippling effects o)

federal and other governmental intervention in

all aspects of medical care! It’s too late to say,

“What’s the Medical Society and the AMA doing

about it?” We’re working at it, but you too must

get involved.

AMA Physician Recognition Awards

The Department of Continuing Medical Educa-

tion of the American Medical Association has no-

tified the Medical Society that the following mem-

bers are the recipients of the 1974 AMA Physician’s

Recognition Award.

David R. Hallmann, Barrington; Robert M.

Ryan, Bariingtcn; Robert E. Baute, Warwick

Peter C. H. Erinakes, West Warwick; Antoine

Hadamard, Warwick; Thomas A. Vest, Warwick:

Peter D. T. Clarisse, Portsmouth.

Kwang Won Ahn, Providence; George W. An-

derson, Providence; John C. Baxter, Woonsocket;

John M. Bleyer, Pawtucket; Patrick A. Broderick,

Providence; Anthony G. Campo, Jr., Providence;

Louis A. Colantonio, Cumberland; Enold H. Dahl-

guist, Jr., Providence; Robert G. Fortin, Paw-

tucket; Louis A. Fuchs, Providence; Jose A. Ga-

la: dy, Woonsocket; Wagih F. Hanna, Woonsocket;

Ahmed S. Hassan, Woonsocket; Michael A. Ingall,

Providence; Stephen J. Kamionek, Providence;

Sadayo A. Kanaya, Providence; Harry M. Kechi-

jian, Central Falls; James T. Kurtis, Pawtucket.

Alary D. Lekas, Providence; John J. Lury, Prov-

idence; Charles H. Mandell. Providence; Thomas

S. Micolonghi, Pawtucket; Carlos Moreno, Provi-

dence; John J. O’Brien, Providence; Alton M.
Pauli, Pawtucket; Humberto Portilla, Pawtucket;

Daniel T. Shreve, East Providence; Caroll M.

Silver, Providence; Sanford C. Spraragen, Provi-

dence, John M. Thorp, Central Falls; Ajit K.

Chadha, Wakefield; Charles Farrell, Narragansett;

Joseph J. O’Neill, Wakefield, and Frederick T. M.

Leong, Westerly.

PREPARATION OF A MANUSCRIPT

Manuscripts for pub'ication and correspondence

relating to them should be sent to:

Editor, Rhode Island Medical ’ourn.u

106 Francis Street

Providence, Rhod® Island 02903

Manuscripts shoukl be typewritten on one s’de

of the paper only, double-snaced. and with liberal

margins. References should be plac°d at the end

of th? artieD and should be listed according to the

order in which they are cited in the text.

References should be based on the form used in

INDEX MEDICUS giving author (co-authors up

to three: et al. for more than three) with initials,

title of article omitting all but first capital, title

of journal, volume, first and last pages, month

(week), year (e.g.. Doe T, Blank RS: New ap-

proaches to . . . Rhode Island Med J 92 : 1C0-1 10,

Feb 80). Journal titles should be listed as they

existed at the time of publication.

References to books, monographs, and pam-

phlets should indicate the author (s). title, pub-

lisher's name, piace and date of publication, edi-

tion. and page number of the reference.

454 Rhode Island Medical Journal



LEADERS IN AMERICAN MEDICINE
FILMS AND DISCUSSIONS WITH THESE DISTINGUISHED PHYSICIANS

Francis A. Countway Library of Medicine

10 Shattuck Street

Boston, Massachusetts 02115

Sponsored by Boston University School of Medicine, Benjamin Waterhouse
Medical History Society, Boston Medical Library, Brown University Medical
School, and Tufts Medical School, this multi-institutional film and discussion pro-
gram is under the chairmanship of G.E. G.fford, Jr., M.D., Associate Professor
of Socio-Medical Sciences, Boston University School of Medicine, Consultant to

the Historical Collections, Francis A. Countway Library of Medicine, Secretory,
Board of Trustees, Boston Medical Library.

Wednesday, February 11, 1976

CHARLES B. HUGGINS

Wednesday, March 10, 1976

JOSEPH T. WEARN

Thursday, April 8, 1976

GEORGE L. ENGEL

Wednesday, May 12, 1976

GEORGE W. CORNER

These films were produced by Alpha Omega Alpha and the National Li-

brary of Medicine as part of a series. Leaders in American Medicine, the Auto-

biographical Memoirs of Eminent Medical Scientists and Teachers.

This program was mcde possib'e by a grant from the Josiah Macy, Jr.

Foundation to the Section in History of Medicine, Boston University School of

Medicine.

Refreshments will be served before each program at 4:00 P.M. The film

and discussion program will begin at 4:30 P.M.

Doctor Gifford will answer questions about this program. Mail should be

directed to him at the Francis A. Countway Library of Medicine. Doctor Gifford's

telephone number is 354-1415.
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NOTES ON THE WOMAN’S AUXILIARY

TO THE PROVIDENCE MEDICAL
ASSOCIATION 1974-1975

The Auxiliary met three times during the year.

The activities were both social and educational —
meeting the purposes and objectives of the organi-

zation.

One of the prime purposes is to promote Health

Education. In that pursuit, a group of fifteen

women went to twelve nursery schools in teams of

three to conduct a Pre-School Eye Screening Pro-

gram. Three hundred children were screened dur-

ing the year. Also, a group of twenty women en-

rolled in a Cardio-Pulmonary Resuscitation Course

sponsored by the Rhode Island Heart Association.

The Auxiliary plans to continue this activity in the

future.

The Auxiliary raised $417.15 to be given to the

AMA-ERF Fund.

As its major project this year, the Auxiliary

sponsored a scholarship for a Medical Student. The

scholarship was awarded to Reginald Fowler, a

graduate of Brown University and presently a sec-

ond year honor student at Tufts Medical School.

Mr. Fowler was presented a check for $600 at the

Annual Meeting of the Woman's Auxiliary to the

Providence Medical Association.

Mrs. Daniel Calenda

President

NATHAN CHASET, immediate past

President of the Rhode Island Medical

Society, was recently installed as the Pres-

ident of the New England Section of the

American Urological Association. The ce-

remonies were held at New England Sec-

tion meeting in Montreal, Canada.

REGINALD FOWLER
Recipient of Medical Student Scholarship

The First American-German Post-Grad-

uate Medical Congress will take place

between December 26, 1975 and Jan-

uary 9, 1976 at the Holiday Inn in Nas-

sau followed by a Caribbean cruise.

Fifteen qualified University Professors

from the United States and Germany, all

bilingual, will participate in teaching

seminars recommended for practicing

physicians, internists, cardiologists,

family physicians.

Further details may be obta ned by

writing to:

S. Heyden, M.D.

Department of Community Health

Sciences

Duke University Medical Center

Durham, North Carolina 27710
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Important Note This drug is not a simple anal-

gesic. Do not administer casually. Carefully

evaluate patients before starting treatment and

keep them under close supervision Obtain a

detailed history, and complete physical and

laboratory examination (complete hemogram,
urinalysis, etc.) before prescribing and at fre-

quent intervals thereafter. Carefully select pa-

tients, avoiding those responsive to routine

measures, contraindicated patients or those

who cannot be observed frequently Warn pa-

tients not to exceed recommended dosage
Short-term relief of severe symptoms with the

smallest possible dosage is the goal of therapy

Dosage should be taken with meals or a full

glass of milk. Substitute alka capsules for

tablets if dyspeptic symptoms occur Patients

should discontinue the drug and report immedi-

ately any sign of fever, sore throat, oral lesions

(symptoms of blood dyscrasia); dyspepsia,

epigastric pain, symptoms of anemia black or

tarry stools or other evidence of intestinal

ulceration or hemorrhage, skin reactions, signi-

ficant weight gain or edema A one-week trial

period is adequate. Discontinue in the absence
of a favorable response Restrict treatment

periods to one week in patients over sixty

Indications Rheumatoid arthritis, osteoarthritis,

bursitis, acute gouty arthritis and rheumatoid
spondylitis

Contraindications Children 14 years or less

senile patients; history or symptoms of G I in-

flammation or ulceration including severe, re-

current or persistent dyspepsia; history or

presence of drug allergy; blood dyscrasias;

renal, hepatic or cardiac dysfunction; hyperten-

sion. thyroid disease systemic edema, stomatitis

and salivary gland enlargement due to the drug

polymyalgia rheumatica and temporal arteritis

patients receiving other potent chemothera-
peutic agents, or long-term anticoagulant

therapy

Warnings Age. weight dosage, duration of ther-

apy. existance of concomitant diseases, and
concurrent potent chemotherapy affect inci-

dence of toxic reactions. Carefully instruct and
observe the individual patient, especially the

aging (forty years and over) who have increased

susceptibility to the toxicity of the drug Use
lowest effective dosage Weigh initially unpre-

dictable benefits against potential risk of

severe, even fatal, reactions. The disease con-

dition itself is unaltered by the drug. Use with

caution in first trimester of pregnancy and in

nursing mothers Drug may appear in cord

blood and breast milk. Serious, even fatal, blood

dyscrasias, including aplastic anemia, may
occur suddenly despite regular hemograms, and
may become manifest days or weeks after ces-

sation of drug Any significant change in total

white count, relative decrease in granulo-

cytes. appearance of immature forms, or fall in

hematocrit should signal immediate cessation

of therapy and complete hematologic investiga-

tion Unexplained bleeding involving CNS.
adrenals, and G I tract has occurred. The drug
may potentiate action of insulin, sulfonylurea,

and sulfonamide-type agents. Carefully observe

patients taking these agents Nontoxic and toxic

goiters and myxedema have been reported (the

drug reduces iodine uptake by the thyroid)

Blurred vision can be a significant toxic symp-
tom worthy of a complete ophthalmological ex-

amination Swelling of ankles or face in

patients under sixty may be prevented by

reducing dosage If edema occurs in patients

over sixty, discontinue drug

Precautions: The following should be accom-
plished at regular intervals Careful detailed

history for disease being treated and detection

of earliest signs of adverse reactions; complete

physical examination including check of pa-

tient s weight, complete weekly (especially for

the aging) or an every two week blood check,

pertinent laboratory studies. Caution patients

about participating in activity requiring alert-

ness and coordination, as driving a car. etc

Cases of leukemia have been reported in pa-

tients with a history of short- and long-term

therapy The majority of these patients were
over forty. Remember that arthritic-type pains

can be the presenting symptom of leukemia

Adverse Reactions This is a potent drug; its

misuse can lead to serious results. Review de-

tailed information before beginning therapy

Ulcerative esophagitis, acute and reactivated

gastric and duodenal ulcer with perforation

and hemorrhage, ulceration and perforation of

large bowel, occult G I bleeding with anemia
gastritis, epigastric pain, hematemesis. dys-

pepsia. nausea, vomiting and diarrhea, abdomi-
nal distention agranulocytosis, aplastic anemia,

hemolytic anemia, anemia due to blood loss in-

cluding occult G I bleeding, thrombocytopenia,

pancytopenia, leukemia, leukopenia, bone
marrow depression, sodium and chloride re-

tention, water retention and edema, plasma
dilution respiratory alkalosis, metabolic acido-

sis. fatal and nonfatal hepatitis (cholestasis may
or may not be prominent), petechiae. purpura

without thrombocytopenia, toxic pruritus,

erythema nodosum, erythema multiforme.

Stevens-Johnson syndrome. Lyell s syndrome
(toxic necrotizing epidermolysis), exfoliative

dermatitis, serum sickness, hypersensitivity

angiitis (polyarteritis), anaphylactic shock,

urticaria, arthralgia, fever, rashes (all allergic

reactions require prompt and permanent with-

drawal of the drug), proteinuria, hematuria,

oliguria, anuria, renal failure with azotemia,

glomerulonephritis, acute tubular necrosis,

nephrotic syndrome, bilateral renal cortical

necrosis, renal stones, ureteral obstruction with

uric acid crystals due to uricosuric action of

drug impaired renal function, cardiac decom-
pensation. hypertension, pericarditis, diffuse

interstitial myocarditis with muscle necrosis,

perivascular granulomata. aggravation of tem-

poral arteritis in patients with polymyalgia rheu-

matica. optic neuritis, blurred vision, retinal

hemorrhage, toxic amblyopia, retinal detach-

ment. hearing loss, hyperglycemia, thyroid

hyperplasia, toxic goiter, association of hyper-

thyroidism and hypothyroidism (causal relation-

ship not established), agitation, confusional

states, lethargy; CNS reactions associated with

overdosage, including convulsions, euphoria,

psychosis, depression, headaches, hallucina-

tions. giddiness, vertigo, coma, hyperventila-

tion. insomnia, ulcerative stomatitis, salivary

gland enlargement

(B)98- 146-070-J (10/71)

For complete details, including dosage, please

see full prescribing information.

GEIGY Pharmaceuticals

Division of CIBA-GEIGY Corporation

Ardsley. New York 10502

BU 10259



HOME FOR THE HOLIDAYS
WITH

HOME CARE
GIVE your patients the JOY of spending the HOLIDAYS at home with their

families while still receiving your specialized care. They will GIVE you THANKS.

To arrange for HOME CARE, just request Home Care referral on your patient's

hospital chart, or contact the hospital Social Services Department, or

CALL 521-2633

Home Care Services are covered by Blue Cross and/or Medicare.

WILLIAM C. HARVEY RUSSELL P. HAGER, M.D., Ph.D.

Director Medical Director

ASSOCIATION of

GREATER PROVIDENCE, INC
1 57A WATERMAN STREET PROVIDENCE, RHODE ISLAND 02906

We have a
specialty too.

We plan and furnish professional offices of any size, from

the carpet up. Our professional interior designers work

with you or with your architect.

Our people are not only highly talented, they are

experienced.

Furnishing your office can be one thing you don’t have to

worry about. Just call us. 861-6010.

Office
interiors.

%
ROITMAN & SON, INC.
Fine Furniture and Accessories

161 South Main Street, Providence, Rhode

Telephone (401) 861-6010

Open Monday and Thursday evenings until

Convenient terms • Free parking

Delivery arranged beyond local area



ThePain Phone
When a telephone prescription for pain relief

is necessary or convenient, you can call in your

order for Empirin Compound with Codeine in

45 of the 50 states! That includes No. 4, which

provides a full grain of codeine for more intense,

f The exceptions:

Alaska, Arizona, Maine,

Oregon, Rhode Island, and
the District of Columbia.

Wellcome

Burroughs Wellcome Co.
Research Triangle Park
North Carolina 27709

c CODEINE
No. 4 codeine phosphate*
[64.8 mg] gr 1

No. 3 codeine phosphate*
[32.4 mg] gr Vz

Each tablet also contains aspirin

gr 31/2
,
phenacetin gr 21/2,

'*•

caffeine gr 1/2.

* Warning-may be habit-forming.

I

Attractive & Functional Offices

Designers & Suppliers of Offices

36 Branch Avenue Providence, R. I. 02904

(Jet. No. Main St.) GAspee 1-5228

HEALTH HAVENS
A SKILLED NURSING HOME
MEDICARE PARTICIPATING

Registered Professional Nurses On All Shifts

Dietician Physiotherapist

Organized But Open Medical Staff

Ethically Managed

100 Wampanoag Trail East Providence

Tel. 438-4275

JCAH Accredited



Pretend it’s 1961.

Vouldyou invest inChateauLatour?

Did you see the article about

the man who bought the fancy

French wine 10 or 12 years ago at

$1 .50 a bottle, and now it’s worth so

much he can’t drink it?

Well, it’s true.

Ifyou had the specialized

mowledge and insight it takes to

mvest in wines, you could have

made a killing between 1961 and

1974. But, most likely, you didn’t.

Because common sense told you

lot to try unless you knew what

/ou were doing.

The same principle applies

equally well to other kinds of invest-

ments. There are no substitutes for

the knowledge and insight that come
from thorough research and years

of professional experience.

If this principle is true for pro-

fessional money managers in gen-

eral, it’s especially true for Industrial

National’s Trust Department. We’ve

got the people, the philosophy and

the organization needed to make
yourmoney grow.

In fact, we’ll gladly match the

growth record of the investments

we manage against anybody else’s.

To find out more, give us a call.

Ask for Mr. Evans at 278-6607.

He’ll show you how easy it is to

make the necessary arrangements.

And you’ll probably find that the

service costs much less than you

think.

Trust& Investment Division,

Industrial National Bank, 100

Westminster Street, Providence,

Rhode Island 02903

IS BASIC
Industrial National Bank

Something extra in Investment Management.
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Profile "20”

Results in

Lowering Medical Costs

Profile "20" includes the following:

CALCIUM

INORGANIC PHOSPHATE

GLUCOSE

UREA NITROGEN

UREA ACID

CHOLESTEROL

BILIRUBIN

TOTAL PROTEIN

ALBUMIN

GLOBULIN

ALK. PHOSPHATASE

LDH

SGOT

HEMOGLOBIN

HEMATOCRIT

WHITE BLOOD COUNT
RED BLOOD COUNT
MCH
MCV

MCHC

ALL 20 PROCEDURES

$15.00

- JlophinS WeMcJjCaL,'Citorij

335 BROADWAY
PROVIDENCE, R. I. 02909 TEL. 421-3100

ANGELO VITICONTE. A. B. M. T.

DIRECTOR
ASCANIO Dl PIPPO DONALD MATTERA

Ph. D B.S. M.T. ( ASCP)

IMPORTANT INFORMATION: This Is a Sched-
ule V substance by Federal law; diphenoxylate
HCI is chemically related to meperidine. In
case of overdosage or individual hypersensi-
tivity, reactions similar to those after meperi-
dine or morphine overdosage may occur;
treatment is similar to that lor meperidine or
morphine intoxication (prolonged and careful
monitoring). Respiratory depression may recur
in spite of an initial response to Nalline® (nal-
orphine HCI) or Narcan® (naloxone HCI) or
may be evidenced as late as 30 hours alter in-

gestion. LOMOTIL IS NOT AN INNOCUOUS
DRUG AND DOSAGE RECOMMENDATIONS
SHOULD BE STRICTLY ADHERED TO. ESPE-
CIALLY IN CHILDREN. THIS MEDICATION
SHOULD BE KEPT OUT OF REACH OF
CHILDREN.

Indications: Lomotil is effective as adjunctive ther-

apy in the management of diarrhea.

Contraindications: in children less than 2 years,
due to the decreased safety margin in younger age
groups, and in patients who are jaundiced or hyper-
sensitive to diphenoxylate HCI or atropine.

Warnings: Use with special caution in young chil-

dren. because of variable response, and with extreme
caution in patients with cirrhosis and other ad-
vanced hepatic disease or abnormal liver function
tests, because of possible hepatic coma. Diphenoxy-
late HCI may potentiate the action of barbiturates,
tranquilizers and alcohol. In theory, the concurrent
use with monoamine oxidase inhibitors could pre-
cipitate hypertensive crisis. In severe dehydration
or electrolyte imbalance, withhold Lomotil until cor-
rective therapy has been initiated.

Usage in pregnancy: Weigh the potential benefits
against possible risks before using during preg-
nancy, lactation or in women of childbearing age.
Diphenoxylate HCI and atropine are secreted in the
breast milk of nursing mothers.

Precautions: Addiction (dependency) to diphenoxy-
late HCI is theoretically possible at high dosage. Do
not exceed recommended dosages. Administer with
caution to patients receiving addicting drugs or
known to be addiction prone or having a history of

drug abuse. The subtherapeutic amount of atropine
is added to discourage deliberate overdosage;
strictly observe contraindications, warnings and pre-

cautions for atropine; use with caution in children
since signs of atropinism may occur even with the
recommended dosage. Use with care in patients with
acute ulcerative colitis and discontinue use if ab-
dominal distention or other symptoms develop.

Adverse reactions: Atropine effects include dryness
of skin and mucous membranes, flushing, hyper-
thermia. tachycardia and urinary retention. Other
side effects with Lomotil include nausea, sedation,
vomiting, swelling of the gums, abdominal discom-
fort, respiratory depression, numbness of the ex-
tremities, headache, dizziness, depression, malaise,
drowsiness, coma, lethargy, anorexia, restlessness,
euphoria, pruritus, angioneurotic edema, giant urti-

caria, paralytic ileus, and toxic megacolon.

Dosage and administration: Lomotil is contraindi-
cated in children less than 2 years old. Use only
Lomotil liquid for children 2 to 12 years old. For ages
2 to 5 years. 4 ml. (2 mg.) t.i.d.; 5 to 8 years, 4 ml.

(2 mg.) q i d
. ; 8 to 12 years, 4 ml. (2 mg.) 5 times

daily; adults, two tablets (5 mg.) t.i.d. to two tablets

(5 mg.) q.i.d. or two regular teaspoonfuls (10 ml.,

5 mg.) q i d Maintenance dosage may be as low as

one fourth of the initial dosage Make downward
dosage adjustment as soon as initial symptoms are
controlled.

Overdosage: Keep the medication out of the reach
of children since accidental overdosage may cause
severe, even fatal, respiratory depression Signs of

overdosage include flushing, hyperthermia, tachy-
cardia, lethargy or coma, hypotonic reflexes, nystag-
mus. pinpoint pupils and respiratory depression
which may occur 12 to 30 hours after overdose. Evac-
uate stomach by lavage, establish a patent airway
and. when necessary, assist respiration mechani-
cally A narcotic antagonist may be used in severe
respiratory depression. Observation should extend
over at least 48 hours.

Dosage forms: Tablets, 2.5 mg. of diphenoxylate HCI
with 0.025 mg. of atropine sulfate. Liquid, 2.5 mg of

diphenoxylate HCI and 0.025 mg. of atropine sulfate
per 5 ml A plastic dropper calibrated in increments
of Vz ml. (total capacity, 2 ml.) accompanies each
2-oz. bottle of Lomotil liquid.

Searle & Co.
San Juan, Puerto Rico 00936

Address medical inquiries to:

G. D. Searle & Co.
Medical Department. Box 5110,
Chicago, Illinois 60680

SEARLE

455



Diarrhea can hook anyone. When it does,

physicians and patients both want prompt
control of diarrheal symptoms. Lomotil will

usually control diarrhea promptly.

This rapid action can halt the emergency
aspect of diarrhea and is comforting and
reassuring to the patient. Electrolyte and

fluid losses can be corrected while the spe-

cific cause of the diarrhea is being deter-

mined. If an infective agent is the cause,

appropriate specific therapy should be
given along with Lomotil.

Lomotil is contraindicated in children

less than 2 years old.

L0m0til TABLETS. LIQUID

Each tablet and each 5 ml of liquid contain diphenoxylate hydrochloride 2 5 mg (Warning May be habit forming), atropine sulfate 0 025 mg

holds the line.



In hypertension,

ALDOMEHmethyldopaimsd)
usually offers more
than effective lowering
of blood pressure...

With ALDOMET
(Methyldopa, MSD),
existing renal function

is usually unchanged
ALDOMET has no direct effect on renal

function. When used in effective doses,

ALDOMET usually does not reduce glo-

merular filtration rate, renal blood flow,

or filtration fraction.

With ALDOMET
(Methyldopa, MSD),

cardiac output is

generally unchanged
ALDOMET has no direct effect on cardiac

function. When ALDOMET is used in effec-

tive doses cardiac output is usually

maintained with no cardiac acceleration;

in some patients the heart rate is slowed.



A/ith ALDOMET
Methyldopa, MSD),
symptomatic postural

iypotension is infrequent
\LDOMET reduces both supine and standing blood pressure,

.ess frequent symptomatic postural hypotension is experienced
vith ALDOMET than with many other antihypertensive agents.

Ixercise hypotension and diurnal blood pressure variations

arely occur.

for hypertension
ABLETS, 250 mg, 500 mg, and 125 mg

ALDOMET
MEJHYUKMIMSO)
) unique antihypertensive agent
.LDOMET is contraindicated in active hepatic disease,

ypersensitivity to the drug, and if previous methyldopa

herapy has been associated with liver disorders. It is

ot recommended in pheochromocytoma.
: is important to recognize that a positive Coombs test,

emolytic anemia, and liver disorders may occur with

nethyldopa therapy. The rare occurrences of hemolytic anemia
r liver disorders could lead to potentially fatal complica-

ions unless properly recognized and managed. For more
etails see the brief summary of prescribing information.

or a brief summary of prescribing information, please see following page.

MSD

MSD

to further

simplify therapy

for many patients

now available

ALDOMETSOOrng
(METHYLDOPA

I
MSD)

• often more practical to prescribe

• easier for patients to remember

Now offered in addition to the standard

250-mg tablet, the new ALDOMET 500 mg
tablet is a patient convenience. An especially

important one, since in hypertension con-

venience of the dosage schedule is one factor

that can make the difference in compliance
of the patient. The minimum daily dose of

ALDOMET is 250 mg b.i.d. The usual starting

dose is 250 mg t.i.d. Dosage is adjusted as

necessary by adding or deleting 250 mg or

500 mg at intervals of not less than two
days. The maximum dose is 3.0 g per day.

Examples of b.i.d. or t.i.d. dosage convenience

provided by ALDOMET 500 mg within the

usual daily dosage range of 500 mg to 2.0 g:

l.o-g

daily

dose

1.5-g

daily

dose

2.0-g

daily

dose

NOTE: Tablets shown are not actual size.



in hypertension

ALDOMETcmethyldopaimsd)

usually lowers blood

pressure effectively

Contraindications: Active hepatic disease, such as

acute hepatitis and active cirrhosis; if previous

methyldopa therapy has been associated with liver

disorders (see Warnings): hypersensitivity

Warnings: It is important to recognize that a

positive Coombs test, hemolytic anemia, and

liver disorders may occur with methyldopa

therapy. The rare occurrences of hemolytic

anemia or liver disorders could lead to poten-

tially fatal complications unless properly recog-

nized and managed. Read this section carefully

to understand these reactions.

With prolonged methyldopa therapy. 10°o to 20% of

patients develop a positive direct Coombs test,

usually between 6 and 12 months of therapy Lowest

incidence is at daily dosage of 1 g or less This on

rare occasions may be associated with hemolytic

anemia, which could lead to potentially fatal com-

plications. One cannot predict which patients with a

positive direct Coombs test may develop hemolytic

anemia. Prior existence or development of a positive

direct Coombs test is not in itself a contraindication

to use of methyldopa If a positive Coombs test

develops during methyldopa therapy, determine

whether hemolytic anemia exists and whether the

positive Coombs test may be a problem For exam-

ple, in addition to a positive direct Coombs test

there is less often a positive indirect Coombs test

which may interfere with cross matching of blood

At the start of methyldopa therapy, it is desirable to

do a blood count (hematocrit, hemoglobin, or red

cell count) for a baseline or to establish whether

there is anemia Periodic blood counts should be

done during therapy to detect hemolytic anemia. It

may be useful to do a direct Coombs test before

therapy and at 6 and 12 months after the start of

therapy. If Coombs-positive hemolytic anemia oc-

curs, the cause may be methyldopa and the drug

should be discontinued Usually the anemia remits

promptly. If not, corticosteroids may be given and

other causes of anemia should be considered If the

hemolytic anemia is related to methyldopa. the drug

should not be reinstituted When methyldopa causes

Coombs positivity alone or with hemolytic anemia,

the red cell is usually coated with gamma globulin of

the IgG (gamma G) class only The positive Coombs
test may not revert to normal until weeks to months
after methyldopa is stopped.

Should the need for transfusion arise in a patient

receiving methyldopa, both a direct and an indirect

Coombs test should be performed on his blood In

the absence of hemolytic anemia, usually only the

direct Coombs test will be positive A positive direct

Coombs test alone will not interfere with typing or

cross matching If the indirect Coombs test is also

positive, problems may arise in the major cross

match and the assistance of a hematologist or

transfusion expert will be needed.

Fever has occurred within first 3 weeks of therapy,

sometimes with eosinophilia or abnormalities in liver

function tests, such as serum alkaline phosphatase,

serum transaminases (SGOT. SGPT). bilirubin, ceph-

alin cholesterol flocculation, prothrombin time, and

bromsulphalein retention Jaundice, with or without

fever, may occur, with onset usually in the first 2 to

3 months of therapy In some patients the findings

are consistent with those of cholestasis Rarely fatal

hepatic necrosis has been reported These hepatic

changes may represent hypersensitivity reactions;

periodic determination of hepatic function should be

done particularly during the first 6 to 12 weeks of

therapy or whenever an unexplained fever occurs. If

fever and abnormalities in liver function tests or

jaundice appear, stop therapy with methyldopa. If

caused by methyldopa. the temperature and abnor-

malities in liver function characteristically have

reverted to normal when the drug was discontinued

Methyldopa should not be reinstituted in such pa-

tients

Rarely, a reversible reduction of the white blood cell

count with primary effect on granulocytes has been

seen Reversible thrombocytopenia has occurred

rarely. When used with other antihypertensive drugs,

potentiation of antihypertensive effect may occur

Patients should be followed carefully to detect side

reactions or unusual manifestations of drug idio-

syncrasy

Use in Pregnancy: Use of any drug in women who
are or may become pregnant requires that antici-

pated benefits be weighed against possible risks,

possibility of fetal injury can not be excluded

Precautions: Should be used with caution in pa-

tients with history of previous liver disease or dys-

function (see Warnings). May interfere with

measurement of uric acid by the phosphotungstate

method, creatinine by the alkaline picrate method,

and SGOT by colorimetric methods. Since methyl-

dopa causes fluorescence in urine samples at the

same wavelengths as catecholamines, falsely high

levels of urinary catecholamines may be reported

This will interfere with the diagnosis of pheochro-

mocytoma. It is important to recognize this

phenomenon before a patient with a possible pheo-

chromocytoma is subjected to surgery Methyldopa

is not recommended for patients with pheochromo-

cytoma Urine exposed to air after voiding may

darken because of breakdown of methyldopa or its

metabolites

Stop drug if involuntary choreoathetotic move
occur in patients with severe bilateral cerebro

lar disease. Patients may require reduced do

anesthetics; hypotension occurring during

thesia usually can be controlled with vasopre

Hypertension has recurred after dialysis in p;

on methyldopa because the drug is removed t

procedure.

Adverse Reactions: Central nervous

Sedation, headache, asthenia or weakness, i

early and transient; dizziness. Iightheade-

symptoms of cerebrovascular insuffic

paresthesias, parkinsonism. Bell's palsy, deci

mental acuity, involuntary choreoathetotic

ments; psychic disturbances, including night

and reversible mild psychoses or depression.

Cardiovascular: Bradycardia, aggravation of

;

pectoris Orthostatic hypotension (decrease

dosage) Edema (and weight gain) usually re

by use of a diuretic. (Discontinue methyldr

edema progresses or signs of heart failure ap

Gastrointestinal: Nausea, vomiting, distention

stipation, flatus, diarrhea, mild dryness of moutf

or "black" tongue, pancreatitis, sialadenitis.

Hepatic: Abnormal liver function tests, jau

liver disorders.

Hematologic: Positive Coombs test, herr

anemia. Leukopenia, granulocytopenia, tf

bocytopema.

Allergic: Drug-related fever, myocarditis.

Other: Nasal stuffiness, rise in BUN. breast er

ment. gynecomastia, lactation, impotence, deci

libido, dermatologic reactions including eczem

lichenoid eruptions, mild arthralgia, myalgia.

Note: Initial adult dosage should be limiti

500 mg daily when given with antihyperter

other than thiazides Tolerance may occur, u

between second and third month of therap

creased dosage or adding a thiazide freqi

restores effective control. Patients with imp

renal function may respond to smaller doses,

cope in older patients may be related to incr*

sensitivity and advanced arteriosclerotic va;

disease; this may be avoided by lower doses

How Supplied: ' Tablets, containing 12

methyldopa each, in bottles of 100; Tablets, coi

ing 250 mg methyldopa each, in single

packages of 100 and bottles of 100 and

Tablets, containing 500 mg methyldopa eac

single-unit packages of 100 and bottles of 10

For more detailed information, consult your

representative or see full prescribing info

tion. Merck Sharp & Dohme. Division of Mei

Co.. Inc.. West Point. Pa. 19486

MSD MERCK SHARP & DOHME



MALPRACTICE
QUESTIONS

Dependon Starkweather& Shepley
for the answers and help

Hundreds of Rhode Island physicians rely on us because we're

insurance experts. As agents, we've spent years solving all types of

professional and personal insurance problems for the medical

community. And you can depend on us to help you through periods

of uncertainty. ..Starkweather & Shepley for answers and help.

ESTABLISHED 1879

Starkweather&Shepley
Complete Business & Personal Insurance, Pension & Estate Planning

Representing the World's Major Insurance Companies.

155 South Main Street, Providence, Rhode Island 02903, Telephone (401)421-6900

Wherever you go,

forget your telephone

ca Ms. We II take them

for you, day or night.

MEDICAL BUREAU

of the

Providence Medical Association

TO YOttfc

*

November, 1975 461



LEARY
LABORATORY

EKG: This service is now

available by appointment on house

calls and at our 1 89 Governor St.

Laboratory.

Profile 1

1

: A new

inexpensive grouping of the

procedures that physicians in this

area frequently order to obtain a

general profile of their patients,

without appointment. The fee is

$16.50 which includes the

following tests:

Albumin Aik. Phos.

Glucose Cholesterol

BUN Uric Acid

Calcium Total Protein

LDH Total Bilirubin

SGOT Phosphate

Triglycerides

T4
Hemogram

(RBC, WBC, Hematocrit,

Hemoglobin, MCV, MCH, MCHC)

LEARY LABORATORY, INC.

43 Bay State Road, Boston, MA 02215

THREE PROVIDENCE LOCATIONS

655 Broad St. — 7:30-5:00 Mon.-Fri.

189 Governor St. — 9:00-5:00 Mon.-Fri.

Ill Plain St. — 9:00-5:00 Mon.-Fri.

9:00-11 :00 Saturday

NOTICE
ALL PHYSICIANS IN RHODE ISLAND!!

CHANGING ECONOMIC CONDITIONS,
INCREASING LOSS RATIOS

and

INSUFFICIENT PREMIUM RESERVES
ARE BEGINNING TO BRING ABOUT

DRASTIC CHANGES

in

NATIONAL AND REGIONAL
ASSOCIATION GROUP DISABILITY

INCOME POLICIES!!

Those Members who would like further in-

formation of the impending problems of

"Mail-Order" Insurance which lie just ahead
may obtain further information by contact-

ing us via 'phone or mail

- NO OBLIGATION -

R. A. DESROSIER AGENCY

215 Waterman Avenue
East Providence, Rhode Island

Tel. 438-0660

FOR SALE
Home and Professional

Office

Garden City area, Cranston, R. I.

FOR DOCTOR - DENTIST - OR LAWYER

First Floor — Large Waiting Room, Four Offi-

ces, Receptionist Area and Lavette

Second Floor — Living Room, 3 Bedrooms, Ap-

plianced Kitchen, Full Bathroom.

Ample Parking Many Extras

Shown by Appointment by Owner

CALL 944-0605

462 Rhode Island Medical Journal



DYAZIDE
MAKES SENSE
TRIAMTERENE CONSERVES POTASSIUM
WHILE HYDROCHLOROTHIAZIDE
LOWERS BLOOD PRESSURE

Each capsule contains 50 mg.

of Dyrenium® (triamterene, SK&F)
and 25 mg. of hydrochlorothiazide.

FOR LONG-TERM CONTROL
OF HYPERTENSION* serum K+ and BUN should be checked periodically. (See Warnings Section.)

before prescribing, see complete prescribing in-

ormation in SK&F literature or PDR. The fol-

owing is a brief summary.

Warning
This fixed combination drug is not indi-

cated for initial therapy of edema or hyper-
1

tension. Edema or hypertension requires
>' therapy titrated to the individual patient. If

the fixed combination represents the dosage
j so determined, its use may be more convenient

in patient management. The treatment of
hypertension and edema is not static, but
must be reevaluated as conditions in each
patient warrant.

ndications: Edema: That associated with con-
.estive heart failure, cirrhosis of the liver, the
nephrotic syndrome; steroid-induced and idio-

>athic edema; edema resistant to other diuretic
herapy. Mild to moderate hypertension

:

Useful-
less of the triamterene component is limited to

ts potassium-sparing effect.

i Contraindications: Pre-existing elevated serum
>otassium. Hypersensitivity to either component.
Continued use in progressive renal or hepatic
lysfunction or developing hyperkalemia.

Varnings: Do not use dietary potassium supple-
nents or potassium salts unless hypokalemia
levelops or dietary potassium intake is markedly
mpaired. Enteric-coated potassium salts may
ause small bowel stenosis with or without

iilceration. Hyperkalemia ( > 5.4 mEq/L) has

been reported in 4% of patients under 60 years,
in 12% of patients over 60 years, and in less than
8% of patients overall. Rarely, cases have been
associated with cardiac irregularities. Accord-
ingly, check serum potassium during therapy,
particularly in patients with suspected or con-
firmed renal insufficiency (e.g., elderly or dia-

betics). If hyperkalemia develops, substitute a

thiazide alone. If spironolactone is used con-
comitantly with ‘Dyazide', check serum potas-
sium frequently —both can cause potassium
retention and sometimes hyperkalemia. Two
deaths have been reported in patients on such
combined therapy (in one, recommended dosage
was exceeded; in the other, serum electrolytes

were not properly monitored). Observe patients
on ‘Dyazide’ regularly for possible blood
dyscrasias, liver damage or other idiosyncratic
reactions. Blood dyscrasias have been reported
in patients receiving Dyrenium (triamterene,
SK&F). Rarely, leukopenia, thrombocytopenia,
agranulocytosis, and aplastic anemia have been
reported with the thiazides. Watch for signs of

impending coma in acutely ill cirrhotics. Thia-
zides are reported to cross the placental barrier
and appear in breast milk. This may result in

fetal or neonatal hyperbilirubinemia, thrombo-
cytopenia, altered carbohydrate metabolism and
possibly other adverse reactions that have oc-

curred in the adult. When used during pregnancy
or in women who might bear children , weigh
potential benefits against possible hazards to

fetus.

Precautions: Do periodic serum electrolyte and

BUN determinations. Do periodic hematologic
studies in cirrhotics with splenomegaly. Anti-
hypertensive effects may be enhanced in post-
sympathectomy patients. The following may
occur: hyperuricemia and gout, reversible nitrogen

retention, decreasing alkali reserve with possible
metabolic acidosis, hyperglycemia and glycosuria
(diabetic insulin requirements may be altered),

digitalis intoxication (in hypokalemia). Use
cautiously in surgical patients. Concomitant use
with antihypertensive agents may result in an
additive hypotensive effect. ‘Dyazide’ interferes

with fluorescent measurement of quinidine.

Adverse Reactions: Muscle cramps, weakness,
dizziness, headache, dry mouth; anaphylaxis;
rash, urticaria, photosensitivity, purpura, other
dermatological conditions; nausea and vomiting
(may indicate electrolyte imbalance), diarrhea,

constipation, other gastrointestinal disturbances.
Necrotizing vasculitis, paresthesias, icterus,
pancreatitis, xanthopsia and, rarely, allergic

pneumonitis have occurred with thiazides alone.

Supplied: Bottles of 100 capsules; in Single Unit
Packages of 100 (intended for institutional use
only).

SK&F Co., Carolina, P.R. 00630
Subsidiary of SmithKline Corporation



iMA’s ClinicalConvention Flies to Hawaii !!

In addition to postgraduate courses, timely medical subjects will be offered each day in state-of-the-art lectures and symposia.

Advance Registration
AMA Clinical Convention
HONOLULU, HAWAII
November 30-December 5

SCIENTIFIC COURSES

Monday-Wednesday, Dec. 1-3/7:30-9:00 AM (4V2 hour,

3-day course: $45)

1 . Dermatology for Non-Dermatologists

2. Evaluation of the Unconscious Patient

3. Hyperlipidemia

4. Infectious Diseases in Children

5. Management of Adolescent Problems

6. Newer Antibiotics

7. Newer Concepts of Family Planning

8. Office Management of Sexual Difficulties

9. Peripheral Vascular Disease— Diagnosis and Treatment

1 0. Pulmonary Function Tests and Blood Gases

Monday-Wednesday, Dec. 1-3 (Numbers 1-10)

1st Choice #
;
2nd Choice #

;
3rd Choice #_

Monday-Wednesday, Dec. 1-3/10:30 AM-Noon (4V2 hour,

3-day course: $45)
1 1 . Acid-Base, Fluid and Electrolyte Balance

12. Advanced Electrocardiography

13. Critical Patients— Critical Decisions

14. Normal and Abnormal Uterine Bleeding

1 5. Office Management of Anorectal Disorders

1 6. Office Practice of Gynecology

17. Physicians' Marriages

18. Special Problems of Child Abuse

19. Surgical Lesions of the Intestines— Diagnosis and

Treatment

20. Treatment of Common Pediatric Allergies

Monday-Wednesday, Dec. 1-3 (Numbers 11-20)

1st Choice# ;
2nd Choice #

;
3rd Choice #

Thursday-Friday, Dec. 4-5/7:30-10:30 AM (6 hours for

total course; 3 hours on Thursday, 3 hours on Friday: $60)

2 1 . Acid-Base, Fluid and Electrolyte Balance (repeat)

22. Basic Electrocardiography

23. Birth Defects and Clinical Genetics

24. Dermatology for Non-Dermatologists (repeat)

25. Fetal Monitoring

26. Ophthalmoscopy for the Non-Ophthalmologist

27. Pediatric Cardiology

28. Pitfalls of Emergency Room X-Rays

29. Office Endocrinology

30. Immunology— 1976
31. The Uterine Pap Smear

Thursday-Friday, Dec. 4-5 (Numbers 21-31

)

1st Choice # ; 2nd Choice #
;
3rd Choice #_

Offered Both Monday & Tuesday, Dec. 1 & 2/ 7:30 AM-
Noon (4’/2-hour course: $45)
32. Basic Life Support—Cardiopulmonary Resuscitation

(Dec. 1)

33. Basic Life Support—Cardiopulmonary Resuscitation

(Dec. 2)

Wednesday-Friday, Dec. 3-5/9:00 AM-Noon (9-hour course:

$90)

Return this form today to AMA’s Dept, of Membership

34. Advanced Life Support—Cardiopulmonary Resuscita-"]

tion. (Prerequisite: Basic Life Support Course) '

(Dec. 3-5) I

Courses of the AMA Committee on the Medical Aspects
I

of Sports (Each a 3-hour course: $30)
Monday, Dec. 1/7:30-9:00 AM & 10:30-Noon
35. The Physical Exam

|

Tuesday, Dec. 2/7:30-9:00 AM & 1 0:30-Noon
36. The Oriental Arts (Karate, Judo, Yoga) I

Wednesday, Dec. 3/7:30-9:00 AM & 10:30-Noon
37. Emergency Care on the Field i

Thursday, Dec. 4/7:30- 1 0:30 AM
38. Wrestling

|

39. Aquatic Sports

Friday, Dec. 5/7:30-10:30 AM
40. Rehabilitation I

I

Tuesday-Wednesday, Dec. 2-3/7:30-10:30 AM (6

hours for total course; 3 hours on Tuesday, 3 hours on
Wednesday: $60)

41. Writing for Scientific Journals i

LUNCHEON ROUND TABLES
(Held in Hilton Hawaiian Village Long House Room,
luncheon round tables are jointly sponsored by the AMA
Auxiliary and AMA Council on Scientific Assembly. Cost:

$10.00 each.)

Tuesday, December 2 (12:15-1:45 PM) • Topic-
Ancient Polynesian Medicine

Thursday, December 4 (12:15-1:45 PM) • Topic—
Delhi Belly, Gyppy-Tummy, and Other Diseases of

Travelers

General Registration
Non-member phy- AMA members and

sicians:$35 their guests: no fee

Guests of non- Medical students,

members: $10 interns and resi-

Foreign M.D’s:nofee dents: no fee

My remittance of $ is enclosed. Make check or

money order payable to the American Medical Associ-

ation. Payment must accompany registration.

Please print

Name
(Each physician must register in his own name)

Office Address

City/State/Zip

I am a member of the AMA through the following State

Medical Association or government service

Office Phone No

Send travel information; or call toll-free to: (800)

621-1046, except in Alaska and Hawaii; in Illinois call

(312) 782-3462

Statistics, 535 N. Dearborn St., Chicago, 1L 60610L J
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Myocardial Revascularization For Patients With

Unstable Angina Pectoris

Surgical Treatment Results In Less
Angina And Lower Long-Term Mortality

Risk

By K. E. Karlson, M.D., A. S. Most, M.D., G. N.

Cooper, Jr., M.D., R. S. Riley, M.D., K. B.

Nanian, M.D., R. D. Raymond, M.D., R. J.

Capone, M.D., C. W. Cashman, M.D. and L. L.

Vargas, M.D.

Analysis of the course of patients with sympto-

matic coronary artery disease has revealed charac-

teristics of these individuals who are at an in-

creased risk of myocardial infarction and death.

While the broad group of patients with stable

angina pectoris has historically been considered to

have an annual mortality of 3-10 per cent per

year,
1-5

it has more recently been possible to clas-

sify patients on the basis of the extent and severity

of their angiographically demonstrated coronary

lesions. Thus Sheldon6 followed a group of patients

with demonstrated 75 per cent or greater proximal

stenosis of the coronary arteries and found that

annual mortality with single vessel involvement

was 3 per cent, with 2 vessel involvement 7 per

cent, and with 3 vessel involvement 12 per cent

per year.

Another group of patients, variously considered

to have the syndrome of “pre-infarction angina,”

“unstable angina,” or “intermediate coronary syn-

drome,” has been shown to have an even higher

risk of myocardial infarction and death. This syn-

drome is characterized by more frequent, prolonged,

and intense anginal pain, often responding poorly

if at all to nitroglycerin, associated with EKG
evidence of myocardial ischemia without Q wave

patterns of infarction or significant changes in

serum enzymes. These patients were recognized to

be at high risk for many years
7-9 even prior to

angiographic demonstration of the extent of coro-

From the Rhode Island Hospital, Providence, Rhode

Island.

Myocardial Revascularization for

nary artery disease. Several groups of patients have

now been followed after documentation of their dis-

ease (Table I). Of particular interest is a prospec-

tive randomized study 10
in which patients with the

intermediate coronary syndrome (recurrent angina

pectoris, prolonged and intense and not related to

effort, without evidence of myocardial infarction),

who received medical management, experienced a

35 per cent mortality during a mean follow-up

period of 8 months.

Variant (Prinzmetal) angina also falls into a

high risk group. A one year mortality of 16 per

cent has been reported for a large group of pa-

tients
24 and a 33 per cent mortality in that sub-

group which has angina at rest.
25 Both variant

angina and persistent angina at rest are treated ac-

cording to the same general plan. Patients who

continue to experience little relief despite optimal

medical management are evaluated by coronary

angiography. The presence of critical proximal

stenosis of major coronary arteries is an indication

for aortocoronary bypass.

Patients with the intermediate coronary syn-

drome have been considered for surgery at this

institution since 1972. This report summarizes our

surgical experience with such patients. Because

variant angina may also be produced by coronary

artery spasm and is frequently poorly responsive

to coronary bypass surgery, only those patients

with fixed stenoses are included in this report.

MATERIALS AND METHODS
This report deals with our total experience with

(Continued on next page)

Patients with Unstable Angina Pectoris 465



TABLEj I

NON -SURGICAL MANAGEMENT OF UNSTABLE ANGINA

Author
Av.

follow-up

No. of

cases
Mort.

(%)
Non-fatal
M.I. (%)

Angina
Free (%)

Angina
Improved

(%)

Bertolasi, et al 10 8 mo. 20 35 *

Fischl, et al 11 32 mo. 9 33 0 11 55
Goodin, et al 12 3 mo. 7 42 28 0 0
Scanlon, et al 13 12 mo. 22 71 59 19 19
Conti, et al 14 10 mo. 10 10 10 10 60

^Clinical status of medically treated patients inferior to surgically treated.

the surgical treatment of patients with unstable

angina including intermediate coronary syndrome

and Prinzmetal angina with fixed obstructive les-

ions. Seme of these patients had recurrent ven-

tricular tachycardia or fibrillation uncontrollable

with drug therapy. The angina is accompanied by

ST or T wave changes of myocardial ischemia, but

without Q wave changes or serum enzyme changes

indicative of myocardial infarction. Those patients

who have variant angina, characterized by ST
elevations in the electrocardiogram, and otherwise

fulfilling the criteria of intermediate coronary

syndrome are also included in the group.

These patients have been studied by cardiac

catheterization and angiocardiography and signifi-

cant lesions of at least 75 per cent narrowing of

proximal major coronary arteries have been dem-

onstrated. They have been operated upon, and

aortocoronary bypass has been done to bypass the

stenoses of all of the major cororary arteries for

which it is technically feasible. In those patients

in whom angina, electrocardiographic changes, or

arrhythmias were particularly severe, intraaortic

balloon assist has been used either during cardiac

catheterization or aortocoronary bypass, or both.

The patients have been followed since the time

of their operations, the longest follow-up being 34

months and the median 12 months.

RESULTS

Twenty-four patients were operated upon on an

urgent basis for medically uncontrollable angina

TABLE II

SURGICAL RESULTS OF AORTOCORONARY
BYPASS FOR UNSTABLE ANGINA

Number of Cases 24

Hospital Deaths
Long Term Follow-up:

1*

Free of angina 20

Angina markedly improved 3

Recurrent angina
Myocardial infarction 0

*Operative myocardial infarction.
**After angina-free interval of 6 months.

(Table II). There was one hospital death, from

massive intraoperative myocardial infarction. There

have been no late instances of myocardial infarc-

tion or death during the follow-up period.

Twenty patients have been free of angina since

operation. Three patients are free of angina except

on rare instances. One additional patient has had
recurrence of angina after angina-free interval of

six months. Therefore, of those patients surviving

operation, 96 per cent are improved, with 83 per

cent free of angina and an additional 13 per cent

markedly improved.

DISCUSSION

Aortocoronary bypass has proved to be feasible

therapy for patients with unstable angina, includ-

ing those with variant angina. Patients who are

operated upon are subject to lesser risk than pa-

tients treated without operation. Our 4 per cent

mortality for emergency or urgent operation is

comparable to that reported by others (Table III).

Similarly, symptomatic improvement in surgically

treated patients is striking, and the long term mor-

tality is low (Table IV). In addition, no patient

has experienced a new myocardial infarction in the

follow-up period.

TABLE III

OPERATION FOR UNSTABLE ANGINA
IMMEDIATE RESULTS

Author
No. of

Cases

Op.

Mort.

(%)

Karlson, et al 24 4

Scanlon, et al 13 39 10

Miller, et al 14 67 10

Segal, et al 15 17 12

Traad, et al 16 60 2

Conti, et al 17 40 15

Cheanevechai, et al 18 63 6

Goodin, et al 12 12 8

Bolooki, et al12 42 0

Weintraub, et al20 16 6

Hill, et al21 17 6
Wisoff, et al22 77 1

Bonchek, et al23 55 5

Bertolasi, et al 10 57 7
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TABLE IV
Operation for Unstable Angina Syndrome
Follow-up Results After Hospital Discharge

Author
Angina
Free %

Angina
Improved %

Late
M.I. %

Late
Deaths %

Follow-up
Mo.

Scanlon, et al 13 59 30 25 2 1-21

Miller, et al 14 78 9 10 3 7 mean
Segal, et al 15 93 7 — — 12-18

Traad, et al 16 77 11 8 5 1-36

Conti, et al 17 68 29 3 0 17 mean
Cheanvechai, et al 18 93 7 — 0 1-30

Goodin, et al 12 42 58 0 0 8-13

Bolooki, et al 19 98 — 0 0 6-54

Weintraub, et al20 87 13 6 0 1-20

Hill, et al21 94 — 6 6 1-24

Wisoff, et al22 91 8 1 0 14 mean
Bonchek, et al23 45 53 6 2 12-52

Bertolasi, et al 10 * — — 0 8 mean
Karlson, et al 83 13 0 0 1-34

“Improved clinical results” in surgically treated patients compared with medically treated.

The management of 17 of our patients was great-

ly facilitated by the use of intraaortic balloon

counterpulsation. The intraaortic balloon was in-

serted to stabilize patients prior to catheterization,

or operation, or both. Counterpulsation reduces the

left ventricular afterload. It also increases aortic

pressure during diastole, thereby increasing coro-

nary perfusion. In our experience patients with un-

controllable ventricular arrhythmias, or sustained

angina at rest, or both are uniformly improved

with counterpulsation, after which cardiac cathe-

terization and operation may be undertaken under

more stable conditions.

SUMMARY AND CONCLUSIONS

1) Aortocoronary bypass surgery has been

performed on 24 patients with unstable anginal

syndromes, with an operative mortality of 4 per

cent (one patient).

2) Post-operatively 83 per cent of patients are

free of angina, and an additional 13 per cent are

markedly improved.

3) Surgical therapy is indicated in patients

refractory to medical management.

4) Patients who are treated surgically have

less angina than medically treated patients, as well

as lower long-term mortality risk.
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An Antibiotic Update: II. New Aminoglycosides And

Other Antibiotics

The Use Of The New Potent Antibiotics

Should Be Limited To Clear-Cut Indi-

cations

By Phillip J. Rubin, M.D. and Stephen H. Zinner,

M.D.

The nature of clinical practice of infectious dis-

eases has changed dramatically during the past

decade. Prior to the antibiotic era infections due

to Gram-positive cocci such as the pneumococcus

and Staphylococcus aureus were encountered more

frequently. With the introduction of antimicro-

bial therapy a shift has occurred: first it was in

the direction of the penicillin-resistant staphylo-

cocci: more recently it has been reflected in a strik-

ing increase in the frequency of serious infections

due to Gram-negative bacilli.
1 Infections caused by

Escherichia coli, Klebsiella pneumoniae, Pseudo-

monas aeruginosa, and other bacilli have achieved

new prominence in today’s medical practice. The

aminoglycoside antibiotics (streptomycin, neomycin,

kanamycin, gentamicin, and tobramycin) have been

introduced in succession in an attempt to meet the

emergence of these infecting organisms.

THE AMINOGLYCOSIDES
1. Streptomycin — ( Streptomcyin Sulfate—Lilly,

Pfizer, Wyeth

)
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This is one of a series of papers supported by the

Continuing Education Program of the Rhode Is-

land Health Science Education Council. Part I of

AN ANTIBIOTIC UPDATE appeared in the Rhode
Island Medical Journal issue of February, 1975.

Streptomycin was the earliest aminoglycoside in-

troduced. This antibiotic is active against some
Gram-positive organisms as well as some facultative

Gram-negative enteric bacilli with the exception of

Pseudomonas. The usefulness of streptomycin is

limited today by the relatively rapid development

of resistance. At the present time streptomycin is

used primarily in the treatment of tuberculosis,

tularemia, and brucellosis. Streptomycin as well as

other aminoglycosides in combination with penicill-

ins provides synergistic activity in the treatment of

endocarditis due to enterococci (e.g., Streptococcus

fecalis). Similarly, all aminoglycosides may increase

the bacterial activity of penicillins against sen-

sitive strains of Staphylococcus aureus in serious

infections.2

2. Kanamycin —
-
(Kantrex® — Bristol Labora-

tories)

With the exception of Pseudomonas aeruginosa,

most Gram-negative enteric bacilli are sensitive to

kanamycin. Some strains of Staphylococcus aureus

are sensitive to this drug, but pneumococci ( Strep-

tococcus pneumoniae ), Streptococcus viridans,

Streptococcus fecalis, and Clostridia species are

resistant. 3 As with the other aminoglycosides, kan-

amycin in combination with a penicillin is synergis-

tic for endocarditis or other infections caused by

Streptococcus fecalis.

The major indications for kanamycin include

pneumonia due to Klebsiella pneumoniae, pyelone-

phritis or bacteremia due to sensitive Gram-negative

enteric bacilli, and chronic basteriuria where drugs
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with lesser toxicity have failed to eradicate the or-

ganism. Kanamycin is useful in combination with

penicillins, chloramphenicol, or erythromycin in the

treatment of intra-abdominal sepsis or endometritis

where the likelihood of Pseudomonas infection is

not high. It is occasionally used orally for bowel

sterilization. As with all aminoglycosides, alkaliniz-

ation of the urine will increase the activity of kan-

amycin in these infections. The serum half-life of

kanamycin is 3 to 4 hours, and most of the drug

is excreted unchanged in the urine. The dosage of

kanamycin is 15 mg/kg per day usually given in-

tramuscularly in two divided doses, but intraven-

ous use may be indicated in the presence of circu-

latory collapse. As with all aminoglycosides, as

discussed under gentamicin, the dose must be de-

creased in the face of renal insufficiency.

3. Gentamicin — (Garamycin® — Schering)

Gentamicin was introduced for clinical use in

1969 and) was the first aminoglycoside with sig-

nificant activity against Pseudomonas aeruginosa.

Most of the facultative Gram-negative bacilli (e.g.,

E. coli, Klebsiella, Proteus) are also inhibited in

vitro as are most strains of Staphylococcus aureus ,

4

Other Gram-positive organisms are variably sensi-

tive to gentamicin, but Streptococcus jecalis, Strep-

tococcus pneumoniae, Group B Streptococci, and

many others are resistant to gentamicin alone at

levels usually achievable clinically.

Gentamicin is available commercially as a sulfate

salt. Its serum half-life is 2.5 to 3.5 hours in pa-

tients with normal renal function. Administration of

gentamicin is usually in amounts of 5 mg/kg per

day in three divided doses either intramuscularly or

intravenously (in 150 ml 5 per cent dextrose and

water run in over 1 to 2 hours). This dosage

usually results in serum levels of 4 to 8 ug/ml

which generally exceeds the minimal inhibitory

concentration for most of the pathogens mentioned

above. In patients with renal impairment, adjust-

ment in dosage is necessary due to the fact that

gentamicin as well as all other aminoglycosides

are almost completely excreted by the kidney. Sev-

eral methods have been advocated for administra-

tion of aminoglycosides in the presence of renal

failure. The most accurate method is for the physi-

cian to increase or decrease the dosage as a result

of monitoring the serum levels of gentamicin. This

may not be available in all institutions.

McHenry et al
5 have suggested that a dose of

1 mg/kg of gentamicin be given at dosage inter-

vals determined by calculating the mean half-life

(Ty^) of gentamicin (Tj/2-serum creatinine [Cs]

in mg/ml x 4). If the creatinine clearance is stable,

the drug is then given every 1 to 3 half-lives. For

example, if the serum creatinine is 3, The T/ is

equal to the serum creatinine x 4, or 3 x 4, which

is 12. Twelve x 2 half-lives is 24 hours. A 1 mg/kg
dose would then be given every 24 hours. Chan et

al6 have advocated the use of a dosage nomogram

derived from serum creatinine and endogenous cre-

atinine clearance. This results in a lower individual

dose given at the usual 8-hourly intervals and may
provide more constant serum gentamicin levels. The

importance of monitoring serum creatinine or cre-

atinine clearance during the therapy with amino-

glyosides cannot be over emphasized, and the dos-

age must always be adjusted in the presence of

renal insufficiency.

Gentamicin is useful in the treatment of infec-

tions caused by Pseudomonas aeruginosa and most

other facultative Gram-negative bacilli. Alkaliniza-

tion of the urine will increase its activity in urin-

ary tract infections. Resistance to gentamicin may

be increasing in some communities attributable per-

haps to overuse of this agent. Gentamicin is useful

for consideration empirically with penicillins or ce-

phalosporins in clinical situations where unknown

sepsis with a high likelihood of Pseudomonas in-

fection exists. However, if another Gram-negative

bacillus is isolated from the patient, and this or-

ganism if found to be sensitive to other antibiotics,

physicians should be encouraged to change to an-

other effective agent. This procedure may preserve

the usefulness of gentamicin for a longer period of

time. The combination of gentamicin and carbeni-

cillin is synergistic for Pseudomonas aeruginosa and

some other Gram-negative organisms. 7
'
8 Gentamicin

and the other aminoglycosides cross the blood brain

barrier poorly even in the presence of an inflam-

matory process. These drugs have been used, how-

ever, with some success in Gram-negative bacterial

meningitis when given intrathecally.9

The side-effects of gentamicin are shared by all

of the members of the aminoglycoside class. These

side-effects include damage to the 8th cranial nerve.

Streptomycin is known to affect predominantly the

vestibular portion of the 8th nerve, whereas, kana-

mycin tends to produce abnormalities in the audi-

tory portion of the nerve resulting occasionally in

permanent deafness. Gentamicin may affect either

the auditory or the vestibular portions of the

nerve. Although the toxicity of aminoglycosides is

(Continued on next page)
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.eaerally thought to be dose related, there are re-

ports in the literature of sudden onset of 8th nerve

damage associated with a single dose of the drug.

Aminoglycoside-associated nephrotoxicity may pre-

sent as lising creatinine or as acute tubular ne-

crosis. This manifestation of its toxicity is often

reversible if the aminoglycoside is discontinued or

dramatically reduced in dosage. For gentamicin it

is advisable to be certain that the serum concen-

tration remains less than 10-12 cg/ml.

4. Tobramycin — (Nebcin® -— Lilly)

Tobramycin is a new aminoglycoside very sim-

ilar in structure to gentamicin, which has been in-

troduced very recently for clinical use. The major

advantage of tobramycin is that it is effective

against some strains of Pseudomonas aeruginosa

which have become resistant to gentamicin. It

should be stressed that some strains of Scrratia

marcescens and other Gram-negative rods are less

sensitive to tobramycin than to gentamicin. 10 Al-

though some experimental animal studies suggest

that there may be slightly less oto- and nephro-

toxicity associated with the use of tobramycin, there

are no clinical studies available to document this

point in patients.

It is important to emphasize that none of the

aminoglycoside antibiotics are useful against an-

aerobic Gram-negative rods such as Bacteroidcs

jragilis, Bacteroides melaninogenicus, and Fusobac-

teria species. There are other aminoglycosides cur-

rently under study; these include amikacin (Bristol

Laboratories) and sisomicin (Schering Laborator-

ies) which are similar in their activity and toxicity

to the other aminoglycosides mentioned above.

Their major advantage may prove to be enhanced

activity against gentamicin- or tobramycin-resistant

strains of Pseudomonas.

OTHER NEW ANTIBIOTICS

1. Trimethoprim-Sulfamethoxazole -— (Co-tri-

moxazole, Bactrim® — Roche; Septra® — Bur-

roughs-Wellcome)

.

This recently introduced combination of antibi-

otics is unique not only because it is an approved

drug combination, but because the two components

of the combination act on two different steps in

the folic acid metabolic pathway of bacteria. The

end-result of this combination is that true anti-

bacterial synergy is effected against a wide variety

of organisms including Staphylococcus aureus,

Group A Streptococci, S. viridans, S. pneumoniae,

Hemophilus influenzae, Xeisseria gonorrhea, and

most aerobic enteric Gram -negative rods including

Salmonella and Shigella species, but excluding Pseu-

domonas and the anaerobic Gram-negative rods. 1

The synergy referred to implies considerably more
activity with the two drugs in combination than is

achievable with either drug alone or the expected

sum of their activities.

Current formulation of co-trimoxazole is in a 1:5

ratio of tiimethopiim (80 mg) to sulfamethoxazole

(400 mg), and the usual dosage is two tablets every

12 hours by mouth. Although the Federal Food and

Drug Administration (FDA) has approved this

drug only for the short-term treatment of infections

of the urinary tract, co-trimoxazole has been shown

to be exceedingly useful for other infections in

other countries. For example, co-trimoxazole is use-

ful in a lowered dose (e.g., 1 or tablet at hour

of sleep) in the long term suppression of chronic

urinary tract infections.

Similarly, since trimethoprim is one of the few

antimicrobial agents which is able to penetrate the

prostate in an active form, co-trimoxazole is useful

in the treatment of acute and chronic bacterial

prostatitis.

In several studies co-trimoxazole has been effica-

cious in treating gonorrhea. Salmonellosis, Shigello-

sis, exacerbations of chronic bronchitis, otitis

media, brucellosis, malaria, and toxoplasmosis. 11
It

should be emphasized that this drug has not yet

been approved for these purposes in the United

States.

The side-effects of co-trimoxazole include those

associated with sulfonamides such as gastrointes-

tinal intolerance, skin rash, agranulocytosis, gloss-

itis, and stomatitis, all of which occur uncommonly.

Since both trimethoprim and sulfonamides interfere

with bacterial folate metabolism, the potential exists

for the development of megaloblastic anemia, es-

pecially in patients with folate-poor diets. However,

this is not usually significant clinically with short

courses of co-trimoxazole. Also, the FDA has not

approved this drug for use in pregnancy.

2. Clindamycin — (Cleocin® — Upjohn)

Clindamycin is a chlorinated derivative of linco-

mycin which is more completely absorbed from the

gastrointestinal tract than its parent compound.

This antibiotic is active against Gram-positive cocci

(except Group D Streptococci) and is one of the

most active agents against the anaerobic Gram-

negative rods (e.g., Bacteroides species, Fusobac-

teria species) and other anaerobes (e.g., Clostridia

Peptostreptococci). Clindamycin has no activity

against enteric Gram-negative bacilli (e.g.. E. coli,

Klebsiella, Serratia, Proteus) or against Pseudo-

monas. 12 (Continued on page 478)
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Gardner’s Syndrome And Nasal Obstruction

Triad Of Soft Tissue Tumors , Osteomas ,

And Colonic Polyposis Has Manifesta-

tions Of Interest To The Otorhinolaryn-

gologist

By Mary D. Lekas, M.D., F.A.C.S.

Gardner’s syndrome is a triad of symptoms con-

sisting of soft tissue tumors, bone tumors which

are principally but not exclusively limited to the

facial bones and skull, and intestinal polyps pre-

disposed to malignancy. This paper emphasizes

the significance of this symptom complex.

CASE REPORT

A 24 year old male was referred in August 1974

because of nasal obstruction from a deviated sep-

tum. He gave a past history of multiple soft

tissue tumors of the scalp of six years duration.

Similar lesions had been identified as epidermoid

inclusion cysts after surgery at nine years of age.

At age 13 a growth at the angle of the right man-

dible was noted, which slowly increased in size.

As jaw pain began to develop, the patient under-

went extraction of impacted mandibular bicuspids,

retained deciduous cuspids, and first molars. As

time went on, patient became concerned about

the cosmetic appearance of his lower jaw. An

evaluation at Rhode Island Hospital in 1967 re-

vealed irregular bony growths at the angles of

both jaws, a larger mass involving the angle of

the right mandible, and three soft subcutaneous

tumors of the scalp. Skull x-ray studies showed

replacement of the normal trabecular pattern of

the mandible and maxilla by dense bone, several

MARY D. LEKAS, M.D., F.A.C.S., of Provi-

dence, Rhode Island, Surgeon, Department of Oto-

laryngology, Rhode Island Hospital ; Consultant

,

U.S. Veterans Administration Hospital, Provi-

dence, Rhode Island; Clinical Instructor, Division

of Bio-Medical Science, Brown University, Provi-

dence, Rhode Island.

unerupted supernumerary teeth, and multiple

osteomas of the mandible, frontal, ethmoid, and

sphenoid sinuses. Bone films also revealed osteo-

mas of the left seventh and tenth ribs, as well as

of the humerus, radius, and tibia bilaterally. Sig-

moidoscopy revealed two small benign adenoma-

tous polyps, which were removed. Air-contrast

barium enema revealed a small sessile polyp in

the transverse colon; upper gastrointestinal and

small bowel x-ray studies were negative.

In August 1967 a large portion of the right

mandibular osteoma was removed, resulting in a

better cosmetic appearance.

In January 1968 three more sessile polyps were

removed from the sigmoid and rectum through

the sigmoidoscope. One month later an emergency

appendectomy was performed because of acute

appendicitis. Air contrast barium enema performed

three months later revealed a tiny sessile polyp

in the mid-ascending colon.

In July 1968 a subtotal colon resection per-

formed by Doctor Frank G. DeLuca revealed 20

sessile adenomatous polyps measuring from 0.5

to 1.5 cm in diameter. Intestinal continuity was

reestablished between the distal 4 cm of ileum

and the proximal portion of the rectum by an

end-to-end ileorectostomy at a point 12 cm proxi-

mal to the dentate line. The polyps were more

numerous in the ascending colon. No malignant

changes were found. 15

In August 1974 a septoplasty was performed

because of nasal obstruction. The patient was

found to have obstruction anteriorly on the left

from a large vomerous spur; hammer and chisel

were required to remove this obstruction. There

(Continued on next page)
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Fig. 1

Lateral view of skull, showing osteomas of sphenoid,

ethmoid, and frontal hones; as well as dense bone

of maxilla and mandible.

was also a posterior-superior osteoma-like thick-

ening of the perpendicular plate of the ethmoid

bone (this is usually a thin bony plate). Jansen-

Middleton double-armed biting forceps was used

to thin down and remove a portion of this bone.

A small amount of cartilage was removed in sliver

fashion, and reconstruction of the tip was per-

formed. The patient's airway was much improved

by the septoplasty procedure.

At the same admission sigmoidoscopy, polypec-

tomy, and fulguration were performed by Doctor

Robert D. Coli. A sigmoidoscopy and related stud-

ies are performed on the patient every three to six

months. (Figures 1, 2, 3.).

FAMILY HISTORY

Weiner and Cooper reported the first complete

pedigree of this Rhode Island family in 1955. Coli

et al reported further studies on the family in

1970. 15 These studies revealed six males who have

inherited the disease. The family history is char-

acteristic of Gardner's syndrome. The patient’s

father and three uncles died of the disease. A
brother, five years younger, was found to have

soft tissue tumors of the scalp, an osteoma of the

frontal sinus, another of the mandible, and sev-

eral unerupted supernumerary teeth in both the

mandible and maxilla. The ulna bone was involved.

A benign rectal polyp was removed by sigmoid-

oscopy. Air-contrast barium enema was negative.

Repeat sigmoidoscopies revealed no polyps.

These brothers are of third generation Italo-

American ancestry. Xo congenital defects are re-

ported in the family, nor is there a history of

consanguinity.

DISCUSSION

Eldon J. Gardner in 1950 was the first to recog-

nize these symptoms as a predictable inherited

group of traits from a single defective gene. Devic

and Bussy in 1912 recorded the first instance of

multiple polyposis in a woman, associated with

osteomas of the mandible, sebaceous cysts of the

scalp, and subcutaneous lipomas. 1^3

This disorder is caused by a single pleiotropic

gene (i.e. affecting several parts) with a Men-

delian autosomal dominant pattern of inheritance.

It is not sex-linked and occurs in both sexes. The

external manifestations of soft tissue and bony

tumors are often present in early life, and the

colonic polyps may develop later.
4 Soft tissue

tumor3 are epithelial tumors from the entoderm

and ectoderm and can occur as epidermoid inclu-

sion cysts (the most common), sebaceous cysts

or sebacystomatosis, dermoid tumors, lipomas,

neurofibromas, retroperitoneal mixed tumors,

mesenteric and retroperitoneal fibromas, fibrous

infiltration of the parotid gland, incisional fibro-

mas, or desmoid tumors in operative scars. Any
patient with a desmoid tumor should be suspected

of having Gardner’s syndrome, for desmoid tu-

mors are more common in Gardner's syndrome

than in other situations. Desmoid tumors usually

occur in less than 0.05 per cent of the population.

They have a band-like or tendonous appearance

without a true capsule and usually rise from the

connective tissue in fascia or muscle. Micro-

scopically and grossly desmoid tumors may ap-

pear to be malignant, but they do not metasta-

size.
2

-
5

-
6

The bony or osseous thickening which begins

in childhood or adolescence tends to become sta-

Fig. 2

Posterior-anterior view of skull, showing osteomas

of facial bones and sinuses.
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Fig. 3

Panorex view of maxilla anil mandible showing a

loss of normal trabecular pattern and a myriad of

unerupted supernumerary teeth in the maxilla, and
some in the mandible as well as osteomas, giving

a chipmunklike appearance of the mandible.

tionary in adulthood. The mandible is most com-

monly involved, usually with increased density

throughout the cancellous bone and protuberant

osteomas arising from the cortical surface. This

osteomatosis is usually bilateral. Other facial bones

frequently involved are the maxilla and the sphen-

oid, ethmoid, frontal, and temporal bones. These

osteomas usually project into the sinuses.
7

Microscopic examination shows dense mature

cortical bene with well-marked haversian systems.

The osteomas or mesenchymal tumors of the facial

bones and calvarium may be osteosclerotic or

osteolytic, while in long bones a diffuse cortical

thickening is more common. Malignant bone tu-

mors in Gardner’s syndrome have not been re-

corded, and cartilage is never involved. Calcium,

phosphorus, and phosphatase levels are normal. 6
’
8

Rudimentary and permanent teeth in the alveo-

lar process or supernumerary unerupted teeth may

occur; these are regarded as oral counterparts

of the epidermal cysts.
9 Most patients with these

findings have poor teeth with frequent caries.

False teeth are common at an early age. Maxilla

and mandible show loss of normal bony trabecular

pattern with replacement by irregular dense bone

formation throughout.2
’
10

The polyposis of Gardner’s syndrome behaves

in a manner similar to that of familial polyposis

of the colon. A 100 per cent incidence of malig-

nant transformation is probable in untreated

cases.
11 Polyposis of the colon, a familial and here-

ditary condition, has a higher potential for malig-

nant degeneration than any other benign disease. 12

The polyposis precedes the colon carcinoma by

a mean period of 15 years, providing the oppor-

tunity to make an early diagnosis and to institute

proper treatment in the pre-cancerous stage. Any

person 25 years of age and over with symptomatic

polyposis is within the cancer danger zone. Fifty

per cent of symptomatic polyposis patients will

have a colonic carcinoma by the age of 30 if co-

lectomy is not performed. 13

The colonic polyposis of Gardner’s syndrome,

like that of familial polyposis of the colon, is one

of the most dangerous o.f all known precursors of

colonic carcinoma; 14
therefore, surgical manage-

ment is advocated. The procedure of choice is ful-

guration of all rectal polyps followed by subtotal

colectomy with ileosigmoid or ileorectal anasta-

mosis, and sigmoidoscopic examination every three

to six months for life. Anal ileostomy with preser-

vation of the sphincteric mechanism has been

recommended,15 but is no longer considered a sur-

gically sound procedure. If carcinoma develops

after subtotal colectomy, abdominoperineal resec-

tion with permanent ileostomy is advocated. 17

More than 90 cases of Gardner's syndrome have

been reported in the literature (including the six

cases here reported.) 13

SUMMARY
Six males of a Rhode Island family with Gard-

ner’s syndrome are reported. The classic triad of

soft tissue tumors, osteomas, and colonic polyposis

is described, as well as the associated dental ab-

normalities.

The external manifestations of the soft tissue

and bony tumors tend to occur before the onset

of gastrointestinal symptoms and prior to the com-

plications of multiple polyposis, thereby afford-

ing the physician an excellent opportunity for

early diagnosis of a premalignant or malignant

condition.

The soft tissue and bone tumors appear in the

pediatric age group. When these are noted, inves-

tigation of the entire intestine should be under-

taken because of the possibility of potentially

malignant polyps. Evaluation of the entire family

should also be made and genetic counseling sug-

gested.

The extraintestinal tumors in Gardner’s syn-

drome are harmless and are usually only of cos-

metic significance. The osteomas attain full size

over a period of several years and then remain

dormant or enlarge only slightly thereafter.

It is important that clinicians be alerted to the

synchronous and metachronous occurrence of these

several entities and the need for early diagnosis.

(Continued on page 480)
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TSie Battered And Abused Children Act Of The

State Of Rhode Island

Report Of Suspected Battery Or Abuse
Of Any Child Is Mandated By The Lair

By Hector Jaso, M.D.

Physicians in the State of Rhode Island. General

Practitioners, Family physicians, and Pediatricians

in particular, as well as those whose practice or

assignments center in Emergency facilities, must

become acquainted with the BATTERED AND
ABF SED CHILDREN ACT. The Protective Serv-

ices F’nit of Child Welfare Services in the Depart-

ment of Social and Rehabilitative Services plans

to mail a copy of this law to every licensed physi-

cian in this State.

At the time of the most recent meeting of the

Interdisciplinary Committee to Study Battered.

Abused and Neglected Children, Chaired by Judge

William Goldberg of the Family Court. I was asked

to summarize the portions of the law which directly

refer to the physician's responsibilities.

It is most important to realize that reporting to

the Department of Social and Rehabilitative Serv-

ices is mandatory under this Act by any person who

has reasonable cause to believe that any child may
have been battered, abused, or both.

The intent is that as a result of those reports and

referrals, protective services will be made available

to such children in an effort to safeguard and en-

hance their welfare and to provide a means to pre-

HECTCR JASO. M.D.. Consultant in Child Psy-

chiatry, Child Development Center at Rhode Island

Hospital; Assistant Clinical Professor of Psychi-

atry at Brown University.

vent further abuses. In the large majority of in-

stances, no punitive measures are initiated or in-

stituted since it is the main objective to begin as

soon as possible a therapy program with the family.

The Act defines
“Physician

”

as any licensed doc-

tor of medicine, licensed osteopathic physician, and

any intern or resident of any private or public hos-

pital or other facility providing medical diagnosis,

treatment or care.

“Battered and/or abused child” means any child

who has any serious physical injury or injuries wrich

reasonably appear to have been caused by other

than accidental means and/or any child reasonably

believed to be suffering from “battered child syn-

drome” malnutrition or sexual molestation, depriva-

tion of necessities or cruel punishment by a parent

or other person responsible for his care.

Malnutrition in the sense of starvation seems to

be the most appropriate interpretation of the term,

rather than failure to thrive on certain forms of

obesity which could be attributable to other forms

of neglect or lack of knowledge on the part of the

parents but do not belong within the battered or

abused category.

REPORT BY PHYSICIANS

( 1 )
When any physician has cause to believe

that a child under the age of eighteen (18) years

brought to him or coming to him for examination,

care or treatment
,
has had physical injury or in-

juries which may adversely affect his health and
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welfare injlicted upon him other than by accidental

means, he shall report such incident or cause a re-

port thereoj to be made as provided in subsection

(3) of this section.

(2) When a physician is attending a child

under the age of eighteen (18) years as part of his

regular duties as a staff member of an institution

and has cause to believe that such child has physi-

cal injury or injuries which may adversely affect

his health and weljare inflicted upon him other than

by accidental means, he shall so notify the person

in charge of the institution or his designated rep-

resentative, who shall report the incident or cause

such report to made as provided in subsection (3)

of this section.

(3) An immediate oral report shall be made by

telephone or otherwise, simidtancously
,
to the De-

partment of Social and Rehabilitative Services and

the law enforcement agency
(
police department in

any city or town and/or state police). Such report

shall contain the following information if known :

(a) The name, address and age of the child;

(b) The name and address of the child’s parents,

stepparents, guardians, or other persons having

custody or care of the child.

(c) The nature and extent of the child’s injury or

injuries ;

(d) Any evidence of previous injuries including

their nature and extent; and

(e) Any other information which in the opinion of

the physician may be helpful in establishing

the cause of the child’s injury or injuries.

It is important to emphasize that having ‘‘cause

to believe’' means suspicion alone and is sufficient

to require reporting. The simultaneous reporting to

the Department of Social and Rehabilitative Serv-

ices and to the police should not be overlooked,

since failure to notify one or the other provides the

opportunity for legal challenge on a technicality.

t

Child protection — Any physician treating such

an abused child shall have the right to keep such

child in the custody of a hospital for no longer than

seventy-two (12) hours, with or without the con-

sent of his parents or guardian, pending the filing

of an ex-parte petition to the Family Court. The

expense for such temporary care shall be paid by

the parents or guardian of such child or, if they are

unable to pay, by the director*

Immunity from liability — Any person partici-

pating in good faith in the making of a report pur-

suant to this chapter shall have immunity from any

liability, civil or criminal, that might otherwise be

incurred or imposed. Any such participant shall

have the same immunity with respect to participa-

tion in any judicial proceeding resulting from such

report.

Testimony -
—

- Privilege — For the purpose of

this chapter, any physician-patient privilege, hus-

band-wife privilege, or any privilege, except the

attorney-client privilege, provided for by profes-

sions . . . which might exist, both as they might re-

late to the competency of the witness and to the ex-

clusion of confidential communications shall not

pertain to testimony given in a hearing on a pe-

tition for removal.

Physicians or others who want to have a copy of

The Battered and Abused Children Act should re-

quest it by writing or calling Protective Services,

Child Welfare Services, 333 Grotto Avenue, Provi-

dence, Rhode Island 02906 (401-277-2791).
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ONE SENTENCE ESSAY

There is no computer that can read a prysician's

mind, (very few can even read his handwriting).

. . . Samuel Raymond,

“Physician-Oriented Data Processing,” JAMA 234:

83, 1975.
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Editorial

CAT, ACTA, and CT

CAT stands for Computerized Axial Tomography

and ACTA for Automatic Computerized Transverse

Axial-Scanner. Tomography, which has been a con-

ventional radiographic technique for many years,

produces images in greater detail of structures ly-

ing in a predetermined plane of tissue while blur-

ring or eliminating detail of structures in other

planes. There is some indication that eventually

both of these terms will be replaced by the simpler

Computerized Tomography or CT.

Conventional x-rays show only major contrasts

between body tissue densities such as solids, liquids,

and air. Fine density differences, such as between

structures within the brain or liver, do not usually

register on an x-ray plate. The x-ray picture is a

total of all structures between the x-ray source and

the film, with no indication of relative depth in-

side the body. Only by taking multiple x-rays from

different positions is it possible to indicate to some

extent the relative location of different structures.

X-ray studies are enhanced by the use of radio-

opaque substances and air.

In recent years radioactive scanning and the use

of ultra-sound have increased the range of non-in-

vasive study. Ultrasound waves are blocked by bone

and gas, which significantly limits their usefulness

in the brain, lungs, and extremities.

The basic CAT scanning unit, designed for tom-

ography of the head, includes a scanning unit (the

x-ray tube and accurately aligned radiation detect-

ors), a computer with magnetic disc unit and

printer, and a cathode ray viewer. The patient’s

head is scanned horizontally by a tightly collimated.

Fig. 1 : ACTA scan showing a tumor of the pitui-

tary, a gland at the base of the brain. The image on

the left is a standard scan. On the right is an en-

largement of the area around the tumor, a. Pituitary

Tumor. The panel above the scan shows tissue densi-

ties covered by each color or shade. (Courtesy Pfizer

Pharmaceuticals.)
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narrow beam of x-rays. The thickness of the tissue

slice to be examined can be selected. The x-ray

tube and detectors are mounted opposite each other

on a common frame, allowing the detectors to re-

ceive and record the intensity of the x-ray beam

after it has passed through the head. In the British

EMI scanner the frame which holds the tube and

detectors moves back and forth accross the head

taking 240 readings of the x-ray intensity. The

frame then moves one degree and repeats the proc-

ess. This sequence is repeated for 180°, during

which procedure 43,200 readings of intensity

are taken. The computer calculates 25,600 absorp-

tion values for each slice and plots them so as to

build a picture on a 160 x 160 point matrix (a rect-

angular arrangement of picture points indicating the

absorption value of the tissue at each site). The

data are also displayed in analog form as a cathode

ray tube reproduction, where the brightness of each

point is proportionate to the absorption. Thus

bone is white, brain tissue various shades of gray,

and spinal fluid black.

CAT, originally limited to the brain, has now

been developed for use on other parts of the body.

The first whole body scanner went into clinical use

in February, 1974 at the Georgetown University

Medical Center in Washington, D.C. This more ad-

vanced instrument, designated the ACTA Scanner

(Automatic Computerized Transverse Axial-Scan-

ner), was invented and developed by Doctor Rob-

ert S. Ledlev, Professor of Physiology, Biophysics,

and Radiology at Georgetown University.

The ACTA-Scanner image is made over a 4 J4-

Fig. 2: ACTA scan showing two adjacent sections

in the abdomen of a patient with hypernephroma, a

tumor of the kidney. Structures shown include: a.

Kidney Tumor, b. Spine, c. Aorta, d. Normal Kidney.

The panel above the scan shows tissue densities cov-

ered by each color or shade. (Courtesy Pfizer Phar-

maceuticals.)
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Fig. 3: ACTA scan of a normal chest using the new
320 matrix just developed for the ACTA-Scanner.
Structures shown include: a. Sternum, b. Spine, c.

Lung, d. Scapula. The panel above the scan shows
tissue densities covered by each color or shade. (Cour-
tery Pfizer Pharmaceuticals.)

5J/2 minute period, making up to 320 measure-

ments in a single scan-pass across the body cross-

section under examination. It likewise rotates one

degree for each scan-pass, up to a 180° half circle.

Thus every point is ‘"measured” 180 times. In this

case there are up to 64,000 intersection points.

The computer has the capacity to distinguish be-

tween 2048 different densities, ranging from trans-

parent (0) to extremely dense (2047). Thus on a

black and white chest scan, if the computer fo-

cuses on the density of heart muscle, tissues of

much lower density, such as the lungs, will show

up as black, and tissues of much lighter density,

such as bone, will show up as white (Figs. 1-3).

Once a scan is made, all the densities are stored in

the computer, and the operator can later focus on

any desired tissue, such as the lung or bone.

The image computed by the ACTA-Scanner is

projected on a set of TV screens in tones of gray

or in operator-selected colors. It can pick out dis-

tinctive tissue areas as small as a few millimeters

Editor’s Mailbox

across and register density differences many times

smaller than those detectable on a conventional

x ray plate. The image is available immediately on

completion of the scanning process, and is stored

on magnetic tape for recall, re-analysis, or compar-
ison with new scans at any time. Image display

equipment includes both color and black and white

1A screens. Computer generated color has been

found useful in producing sharp contrasts between

tissues of similar densities. A section of the body
may be viewed in two ways. In one method a series

of parallel scans taken close to each other show

the desired segment in layers from top to bottom.

It is then possible by computer manipulation to

take the data from such a series of scans and trans-

late them into a vertical picture representing a

slice through the series of pictures. A series of scans

can thus be made from the base of the head down
the neck to the shoulders. The computer recon-

structs a top-to-bottom slice through the middle

of the neck as viewed from the front or side.

The use of computerized axial tomography could

have a profound impact on existing diagnostic tech-

niques and their related hospitalization costs. De-

spite its high initial cost, it could accomplish this

by reducing the incidence of diagnostic procedures

that require hospitalization.

The ACTA-Scanner is currently available for

under $350,000, but some newer models may cost

in excess of $500,000. Since the devices easily ex-

ceed the $100,000 level above which hospitals must

have approval from local health planning agencies

before purchase is allowable, many institutions will

be frustrated in their plans to procure such equip-

ment. It is not likely that authorization could be

justified for hospitals of less than 200 beds. Xo
such equipment is yet available in Rhode Island,

but at least one hospital has expressed an interest

in entering the field.

t

DETOXIFICATION FACILITIES
To the Editor:

I wish to point out one error in your excellent

issue of September, 1975 on alcoholism, in your

editorial -‘Alcoholism in Rhode Island” on page

398, in which you stated, “There are no private fa-

cilities for detoxification in the whole of Rhode

Island.” The fact is that there is a specialized in-

patient alcoholism detoxification service at New-

port Hospital which serves private patients as well

as those of its Mental Health Center.

Abraham Heller, M.D.

Director, Mental Health Center

Newport Hospital

Newport, R. I.

We are pleased to be able to provide this infor-

mation to our readers. The editorial quoted, how-

ever, had reference to unaffiliated rather than

hospital based facilities of this type. Ed.
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MYOCARDIAL REVASCULARIZATION
FOR PATIENTS WITH UNSTABLE

ANGINA PECTORIS
(Continued from page 467)
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bypass grafting for unstable angina. Circulation

50:972-7, Nov 74
24Bentivoglio LG, Ablaza SG, Greenberg LF: Bypass

surgery for Prinzmetal angina. Arch Intern Med
134:313-6, Aug 74

25Silverman ME, Flamm AID Jr: Variant angina pec-

toris. Ann Intern .Med 75:339-43, Sep 71

AN ANTIBIOTIC UPDATE: II. NEW
AMINOGLYCOSIDES AND OTHER

ANTIBIOTICS
(Continued from page 470)

The drug is available in an oral preparation

(clindamycin hydrochloride hydrate) with a usual

dose of 150 to 450 mg every 6 hours and as an in-

travenous or intramuscular preparation (clindamy-

cin phosphate) with a usual dose of 300 to 600 mg
every 6 or 8 hours depending on the clinical sever-

ity of the infection. The present indications are

limited to serious infections due to susceptible an-

aerobic bacteria and also to streptococcal and staph-

ylococcal infections where other drugs could not be

tolerated.

The side-effects of clindamycin therapy include

occasional neutropenia and rash. The major con-

cern with the use of this drug has been the in-

creased awareness of a possible relationship of

clindamycin with pseudomembraneous colitis

(PMC). Although many patients treated with clin-

damycin may develop diarrhea, the actual incidence

of PMC is not clearly defined. There may be re-

gional variations in the frequency of clindamycin-

associated colitis; one series reported this condition

in 10 per cent of clindamvcin-treated patients. 13 Pa-

tients who develop diarrhea during clindamycin

therapy should discontinue the drug and be sigmoid-

oscoped immediately.

3. Spectinomycin — (Trobicin® — Upjohn)

This is an aminocyclitol antibiotic closely re-

lated to the aminoglycosides discussed above. In

the United States it is approved only for the treat-

ment of uncomplicated gonococcal urethritis. 14 Most

strains of Neisseria gonorrhea are inhibited by 7.5

to 20 ug/ml, and peak serum levels after a 2 gram

dose approach 100 ug/ml. The dose recommenda-

tion recently revised by a National Center for

Disease Control committee is for 2 grams intra-

muscularly for both males and females. As with all

treatment for gonorrhea, follow-up cultures are

advisable at three weeks. The side effects are min-

imal and are limited to pain at the injection site

and transient skin rash and rise in serum creatine

phosphokinase.

The control of the use of the new antimicrobial

agents and the possible prevention of emergence of

resistant bacteria rest with the physician. The use

of new potent antibiotics should be limited to clear-

cut indications for documented or highly suspected

bacterial infections. There is no role for antibiotics

in common upper respiratory viral infections. Anti-

biotics in general do not prevent infection (except

in a few well defined clinical situations), and anti-

biotics are not without serious and rarely life-

threatening complications. Therefore, the prescrip-

tion of these agents requires a thorough clinical and

bacteriological evaluation of the potential recipient.

If antibiotics are used wisely, their usefulness to

the physician and his patients will certainly be

prolonged.
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doesn’t always come natura
ural balance
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)und useful in the management of vertigo* associated with

ases affecting the vestibular system.

an relieve nausea and vomiting often associated with vertigo*

r sual adult dosage for Antivert/25 for vertigo:* one tablet t.i.d.

)'lso available as Antivert (meclizine HC1) 12.5 mg. scored

a ;ts, for dosage convenience and flexibility.

) ntivert/25 (meclizine HC1) 25 mg. Chewable Tablets for

u sea, vomiting and dizziness associated with motion sickness.

|
: SUMMARY OF PRESCRIBING INFORMATION

JUDICATIONS Based on a review of this drug by the National Academy of

fences— National Research Council and/or other information, FDA has classified

indications as follows:

Effective: Management of nausea and vomiting and dizziness associated with

tion sickness.

’ossibly Effective: Management of vertigo associated with diseases affecting the

tibular system.

inal classification of the less than effective indications requires further

estigation

Big Balanced Rock, Chiricahua Mountains, Arizona (approx 1,000 tons)

CONTRAINDICATIONS. Administration of Antivert (meclizine HQ) during preg-

nancy or to women who may become pregnant is contraindicated in view of the

teratogenic effect of the drug in rats

The administration of meclizine to pregnant rats during the 12-15 day of gestation

has produced cleft palate in the offspnng. Limited studies using doses of over 100 mg./

kg./day in rabbits and 10 mg./kg./day in pigs and monkeys did not show cleft palate.

Congeners of meclizine have caused cleft palate in species other than the rat

Meclizine HC1 is contraindicated in individuals who have shown a previous hyper-

sensitivity to it.

WARNINGS. Since drowsiness may, on occasion, occur with use of this drug, patients

should be warned of this possibility and cautioned against driving a car or operating

dangerous machinery.

Usage in Children: Clinical studies establishing safety and effectiveness in children

have not been done, therefore, usage is not recommended in the pediatric age group

Usage in Pregnancy: See “Contraindications"

ADVERSE REACTIONS. Drowsiness, dry mouth and, on rare occasions, blurred

vision have been reported DADDIP
More detailed professional information available on

request. A division of Pfizer Pharmaceuticals

Antivert 25
(meclizine HC1) 25 mg.Tablets

for vertigo*

New York, New York 10017
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Howdo you
handle trouble

falling asleep?

With Dalmane * (flurazepan

HC1), results are highly

predictable.

As demonstrated below, Dalmi

induces sleep within 17 minutes,

average: '-4

Average Time Required to Fall Asleep 1-4

(Four Geographically Separated Sleep Resear
Laboratory Clinical Studies, 16 Subjects)

(Decreased
42.6%)

14.69

7 Dalmane
(flurazepam HCI

30 mg nights

3
placebo
baseline
nights



And for those with trouble

lying asleep or sleeping

lg enough...
..sleep research laboratory

nical studies prove: Dalmane
creases number of nighttime

akenings and increases total

,ep time. 5

Dalmane (flurazepam HC1)
relatively safe, seldom
jses morning “hang-over”
Dalmane is generally well

crated. The usual adult dose of

! mg should initially be lowered to

:
ng for the elderly and

1 militated, to help preclude

: rsedation, dizziness or ataxia.

Ipraisal of possible risks is

hgested before prescribing.

irERENCES:

!

' aracan I, Williams RL, Smith JR:

sleep laboratory in the investigation

leep and sleep disturbances. Scientific

ibit at the 124th annual meeting of the

erican Psychiatric Association,

!

,hington DC, May 3-7, 1971

rost JD Jr: A system for automati-

V analyzing sleep. Scientific exhibit at

24th annual Clinical Convention of the

erican Medical Association, Boston,

I 29-Dec 2, 1970; and at the 42nd
I ual scientific meeting of the Aerospace
Llical Association, Houston, Apr 26-29,

logel GW: Data on file, Medical Depart-

lit, Hoffmann-La Roche Inc., Nutley Nj

lement WC: Data on file, Medical

jartment, Hoffmann-La Roche Inc.,

ley NJ

I ata on file, Medical Department,
|fmann-La Roche Inc., Nutley NJ

I >re prescribing Dalmane (flurazepam

I ), please consult complete product
i rmation, a summary of which follows:

b cations: Effective in all types of insomnia

I

'acterized by difficulty in falling asleep,

uent nocturnal awakenings and/or early

ning awakening
;
in patients with recurring

mnia or poor sleeping habits; and in

e or chronic medical situations requiring

ful sleep. Since insomnia is often transient

. intermittent, prolonged administration is

(:rally i. necessary or recommended.

Contraindications: Known hypersensitivity
to flurazepam HC1.

Warnings: Caution patients about possible
combined effects with alcohol and other
CNS depressants. Caution against hazardous
occupations requiring complete mental alert-

ness (e.g., operating machinery, driving).

Use in women who are or may become preg-
nant only when potential benefits have been
weighed against possible hazards. Not
recommended for use in persons under 15

years of age. Though physical and psycho-
logical dependence have not been reported
on recommended doses, use caution in

administering to addiction-prone individuals
or those who might increase dosage.

Precautions: In elderly and debilitated, initial

dosage should be limited to 15 mg to preclude
oversedation, dizziness and/or ataxia. II

combined with other drugs having hypnotic
or CNS-depressant effects, consider potential

additive effects. Employ usual precautions
in patients who are severely depressed, or
with latent depression or suicidal tendencies.
Periodic blood counts and liver and kidney
function tests are advised during repeated
therapy. Observe usual precautions in

presence of impaired renal or hepatic function.

Adverse Reactions: Dizziness, drowsiness,
lightheadedness, staggering, ataxia and
falling have occurred, particularly in elderly

oi debilitated patients. Severe sedation,

lethargy, disorientation and coma, probably
indicative ol drug intolerance or overdosage,
have been reported. Also reported were
headache, heartburn, upset stomach, nausea,
vomiting, diarrhea, constipation, GI pain,

nervousness, talkativeness, apprehension,
irritability, weakness, palpitations, chest

pains, body and joint pains and GU
complaints. There have also been rare
occurrences of leukopenia, granulocyto-
penia, sweating, flushes, difficulty in

focusing, blurred vision, burning eyes,
faintness, hypotension, shortness of breath,
pruritus, skin rash, dry mouth, bitter taste,

excessive salivation, anorexia, euphoria,
depression, slurred speech, confusion,
restlessness, hallucinations, and elevated
SGOT, SGPT, total and direct bilirubins

and alkaline phosphatase. Paradoxical
reactions, e.g

,
excitement, stimulation and

hyperactivity, have also been reported in

rare instances.

Dosage: Individualize for maximum beneficial

effect. Adults. 30 mg usual dosage; 15 mg
may suffice in some patients. Elderly or

debilitated patients: 15 mg initially until

response is determined.

Supplied: Capsules containing 15 mg or

30 mg flurazepam HC1.

Y>ucan
depend on the

efficacy of

Dalmane
(flurazepam HCI)
One 30-mg capsule h.s.— usual adult

( 1 5 mg may suffice in some patients)

One 15-mg capsule h.s.— initial dosa^
elderly or debilitated patients.

for insomnia
Objectively proved in the sleep research laboratory:

sleep within 17 minutes, on average

sleep with fewer nighuime awakenings

sleep for 7 to 8 hours, avei age,

with a single h.s. dose

(ROCHE^)
ROCHE LABORATORIES
Division oi 1 loffrnann-La Roche Inc.

Nutley, New Jersey 07110



Shoulda
specially prepared

package insert

be made available to

patients?

Dr. Alexander M. Schmidt
Commissioner,
Food and Drug
Administration

Dr. James H. Sammons
Executive Vice President

of the American
Medical Association

Dialogue

The idea of a so-called pati it

package insert has been around ir

a long time. Many physicians alrldv

use written instruction sheets to, but

provide patients with inforrmatio,
-

about the drugs they are taking, fid

some physicians give verbal instic-

tions; but in too many instances

these are what I call eye-glazing

-

ercises. I have seen patients sit \rh

glazed eyes listening to a rapid-f

;

lecture by a hurried physician w i

has 20 people out in his waiting
,

room. These patients aren’t give

sufficient understanding and thf|3-

fore do not follow instructions. S
think the idea of an official pack;e
insert for patients is a good one.

i

Perhaps we should really think o;

this kind of information simply a in

extension of drug labeling.

The benefits of patient involveme

Many physicians may not ml-;

ize how frequently a patient obtak
his drug information from Aunt

j
Tillie or the next door neighbor. M
this information is almost alwa;j

bad or irrelevant to the case at h;J
Furthermore, the incentive to go!
along with a prescribed program!
slim if the only reading matter th l

patient receives, along with his p -

.

scription, is a bill.

As an educator I am impres d

by the principle that the best way*
get someone to do something is t

J

involve him in the process. So the!

I think there are advantages!
well as some real disadvantages if

a patient package insert. When y
< j

begin to use semi-medical or met
j

cal terms to describe complicatic*

or possible sequelae of disease 01
J

treatment, you may frighten the |:|

tient— particularly since the more I

highly sophisticated patient is no ;

the one who is going to read the irf

sert. The patient who will read it i i

the one most susceptible to fright
J

and confusion by the language. 1

On the positive side, a packc'|

insert will probably give the patieif’

better insight into why he is being
j

treated the way he is, and it may
give the physician a little bit more]

time. But it does not remove frorr
)

the physician the need or obligati I

to explain the insert.

jSome pitfalls in the inclusion of

side effects

Certainly a patient should bej

warned of the possibility of serioul

side reactions—to know what the
'

real dangers are. But it doesn’t dol

bit of good to indicate that a patie J

on oral penicillin may develop a

rash, itching, or a drop in blood

pressure. Or that he may faint,

think the real danger is that fright

engendered by the insert may pos

sibly outweigh the potential good.



ain purpose of drug information

jr the patient is to get his coopera-

m in followinga drug regimen.

eparation and distribution of

tient drug information

We would hope to amass infor-

ation from physicians, medical

cieties, the pharmaceutical indus-

'and centers of medical learning,

e ultimate responsibility for uni-

-m labeling must, however, rest

'th the Food and Drug Administra-

n. There is nothing wrong with

s agency saying, "this informa-
•
; n is generally agreed upon and

Je refore it should be used," as long

. our process for getting the infor-

ption is sound.
Distribution of the information

fa problem. In great measure it

uld depend on the medication in

(

estion. For example, in the case
3n injectable long-acting proges-

rone, we would think it mandatory
; issue two separate leaflets—

a

prt one for the patient to read be-

1 e getting the first shot and a long

leto take home in order to make a

Icision about continuing therapy,

j this case, the information might
I put directly on the package and
|,t removable at all. But for a medi-
[tion like an antihistamine this

iormation might be issued sepa-

I ely, thus giving the physician the

(tion of distribution. This could
pserve the placebo use, etc.

C ly the doctor can remove that fear

C 20 or 30 minutes of conversation.

I’m not suggesting that we
jthhold any information from the

p ient because, first of all, it would
t totally dishonest and secondly, it

y jld defeat the very purpose of the

i ert. I do think that a patient on the

tth control pill should know about
t incidence of phlebothrombosis.

If you’re going to tell a patient

I' incidence of serious adverse re-

c ions, then you have to tell him
t, t a concerned medical decision

made to use a particular medi-
c ion in his situation after careful

cisideration of the incidence of

triplications or side effects.

E otionally unstable patients pose
aoecial problem

There are patients who, be-

er ise of severe emotional problems,
old not handle the information
citained in a patient package in-

s t. Yet if we are goingto have a

p rkage insert at all, we just can’t

I'e two inserts. I think we might
Siply have to tell the families of

t se patients to remove the insert
f m the package.

L ;al implications of the patient

F:kage insert

Just what effect would a pa-

It is in the distribution of pa-
tient information that the pharma-
cist may get involved. As profession-
als and members of the health-care
team and as a most important source
of drug information to patients,

pharmacists should be responsible
for keeping medical and drug rec-

ords on patients. It is also logical

that they should distribute drug in-

formation to them.

Realistic problems must be
considered

We have to expect that the in-

troduction of an information device
will also create new problems. First,

how can we communicate complex
and sophisticated information to

p’eople of widely divergent socio-

economic and ethnic groups? Sec-
ond, what will we say? And third,

how can we counteract the negative
attitude of many physicians toward
any outside influence or input? Hope-
fully the medical profession will re-

spond by anticipating the problems
and helping to solve them. Assum-
ing we can also solve the difficulty

of communicating information to di-

verse groups throughout the United
States, our remaining task will be
the inclusion of appropriate material.

What information is appropriate?

In my opinion, technical, chem-
ical and such types of material

should not be included. And there is

no point in the routine listing of side
effects like nausea and vomiting
which seem to apply to practically

all drugs, unless it is common with
the drug. However, serious side ef-

fects should be listed, as should in-

formation about a medication that
is potentially risky for other reasons.

Other pertinent information
might consist of drug interactions,

the need for laboratory follow-up,

and special storage requirements.
What we want to include is informa-
tion that will help increase patient
compliance with the therapy.

Positive aspects of patient drug
information

Labeling medication for the
patient would accomplish a number
of good things: the patient could be
on the lookout for possible serious
side effects; his compliance would
increase through greater under-
standing; the physician would be a

better source of information since
he would be freer to use his time
more effectively; other members of

the health-care team would benefit

through patient understanding and
cooperation; and, finally, the physi-

cian-patient relationship would prob-

ably be enhanced by the greater

understanding on the part of the pa-

tient of what the physician is doing
for him.

tient package insert have on mal-
practice? We could try to avoid any
legal implications by pointing out

that the physician has selected a

particular medication because, in

his professional judgment, it is the

treatment of choice. For instance,

you can’t tell everyonetakinganti-
histamines not to work just because
a few patients develop extreme
drowsiness which can lead to acci-

dents. And what about the very small

incidence of aplastic anemia rarely

associated with chloramphenicol?
If, based on sensitivity studies and
other criteria, we decide to employ
this particular antibiotic, we do so

in full knowledge of this serious po-

tential side effect. It’s not a simple
problem.

How do we handle an insert for medi-

cation used for a placebo effect?

With rare exceptions, physi-

cians no longer use medications for

a placebo effect. This question does
raise the issue of how a patient may
react to receiving a medication

without a package insert.

Preparation of the package insert

The development of the insert

ought to be a joint operation be-

tween physicians, the pharmaceuti-

cal i ndustry, the A. M. A. and the F.D. A.

I view the A.M.A.’s role as a co-

ordinator or catalyst. It is the only

organization through which the pro-

fession as a whole, irrespective of

specialty, can speak. It has relatively

instant access to all the medical ex-

pertise in this country. And it can
bring that professional expertise to-

gether to ensure a better package
insert. The A.M.A. can work in con-

junction with the industry that has
produced the product and which is

ultimately going to supply the insert.

I don’t think we should rely, or

expect to rely, on legislative com-
mittees and their nonprofessional

staffs to make these decisions when
it is perfectly within the power of

the two groups to resolve the issues

in the very best American tradition

—

without the government forcing us

to do it. I think the F.D. A. has to be
involved, but I’d like them to become
involved because they were asked
to become involved.

Pharmaceutical
Manufacturers Association

1155 Fifteenth Street, N.W.

Washington, D.C. 2000 5
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ANTIBIOTICS
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8Kluge RM, Standiford HC, Tatem B, et al.: The car-
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monas aeruginosa. Ann Intern Med 81:584-7, Nov
74

flRafal JJ Jr: Treatment of gram-negative bacillary

meningitis in adults. Ann Intern Med 77 :295-302,

Aug 72 (131 ref.)

10Geddes AM, Goodall JA, Speirs CF, et al.: Clinical

and laboratory studies with tobramycin. Chemother-

apy 20:245-56, 1974

nTrimethoprim-sulphamethoxazole. Drugs 1:8-53, 71

(110 ref.)

12Meyers BR, Kaplan K, Weinstein L: Microbiological

and pharmacological behavior of 7-chlorolincomycin.

Appl Microbiol 17 :653-7, May 69

13Tedesco FJ, Barton RW, Alpers DH: Clindamycin-
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OFFICE SPACE
FOR RENT

THE 111 PLAIN ST. MEDICAL BUILDING

is a newly renovated construction within

eye-view and two minutes' walk of the

RHODE ISLAND HOSPITAL

and less than six minutes' drive from

BROWN U. MEDICAL SCHOOL

ROGER WILLIAMS HOSPITAL

MIRIAM HOSPITAL

VETERANS HOSPITAL

and a little longer from the

LADY OF FATIMA - ST. JOSEPH'S COMPLEX

Offices include carpeting, electric heating, air-

conditioning, electronic protection, elevator,

janitorial services, laboratory and x ray serv-

ices.

FOR APPOINTMENT

CALL 331-6317 ANYTIME

GARDNER’S SYNDROME AND
NASAL OBSTRUCTION

(Continued from page 473)
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Gardner’s

One Sentence Essay

We have faults we have hardly used yet.

. . . Pogo
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Reports Of The House Of Delegates

Report Of The Meeting Of January 29, 1975

A regular meeting of the House of Delegates oi

the Rhode Island Medical Society was held at the

Medical Library, Providence, on Wednesday, Jan-

uary 29, 1975. The meeting was called to order by
the Speaker of the House, Doctor Herbert F.

Hager, at 2:05 p.m.

Delegates in attendance were: Doctors David

Newhall, Robert E. Baute, Joseph E. Wittig,

Charles P. Shoemaker, George Lewis, Robert For-

tin, David R. Hallmann, Paul J. M. Healey, Rich-

ard Kuhn, Nathan Sonkin, Jaroslaw Koropej, Rich-

ard Kraemer, James McGrath, Louis Morrone, Er-

win Siegmund, Francis Scarpaci, Leonard S. Staud-

inger, Nathan Chaset, Stephen J. Hoye, John P.

Grady, Frank W. Sullivan, Edmund T. Hackman,
Orlando M. Armada, D. Richard Baronian, Al-

phonse R. Cardi, George E. Charon, George N.

Cooper, John A. Dillon, Joseph D. DiMase, Donald

P. Fitzpatrick, Melvyn Gelch, Constantine S.

Georas, Herbert F. Hager, Milton W. Hamolsky,

Thomas F. Head, Charles L. Hill, Melvin D. Hoff-

man, Robert Indeglia, Henry M. Litchman, William

J. MacDonald, Peter L. Mathieu, Jr., Joseph B.

May, H. Raymond McKendall, Raul Nodarse, P.

Joseph Pesare, Ralph F. Pike, James A. Reeves,

Richard P. Sexton, Richard L. Testa, Elihu S.

Wing, Jr., Seebert J. Goldowsky, John J. Cunning-

ham, Arnold Porter, and Charles B. Round.

Delegates absent were: Doctors Carl V. Ander-

son, Robert Brogan, Richard W. Perry, Richard

Zuerner, J. Gerald Lamoureux, Joseph E. Caruolo.

George V. Coleman (out of town), Herbert Con-

stantine, Domenic L. Coppolino, Frank B. DeLuca

(out of town), Arthur I. Geltzer, Abraham Hor-

vitz, Vincent I. MacAndrew, William R. Thomp-

son (on vacation), Wilson F. Utter, and Joseph E.

Cannon (due to illness).

Commissioners in attendance were: Doctors

Leonard S. Staudinger, Thomas F. Head, Kenneth

Liffmann, Richard P. Sexton, and Melvin D. Hoff-

man.

Specialty Society Representatives in attendance

were: Doctors Kenneth Nanian, Henry M. Litch-

man, David Hallman, Patrick A. Broderick, Louis

V. Sorrentino, Guy A. Settipane, Charles L. Hill,

and Walter Cotter.

Specialty Society Representatives absent were:

Doctors Marshall Taylor, Wilson F. Utter, Charles

E. Millard, William F. Varr, Richard Peters, Ben-

cel L. Schiff. Arthur I. Geltzer, Joseph E. Caruolo,

and David M. Barry.

Also present were: Tim Norbeck, Executive Di-

rector and Lance D. Taylor, Assistant Executive

Director.

APPROVAL OF MINUTES OF PREVIOUS MEETING
The Speaker noted that the minutes of the Sep-

tember 18 meeting of the House had been printed

and distributed by the Secretary.

Action-. A motion was made, seconded, and

voted that the minutes of the September 18,

1974, meeting of the House of Delegates be ap-

proved as presented.

REPORT OF THE SECRETARY

The Speaker noted that the report of the Sec-

retary was included in the handbook.

Action : A motion was made, seconded, and

voted that the report of the Secretary be ap-

proved and placed on record.

REPORT OF THE TREASURER

Doctor Frank W. Sullivan noted that his report

was included in the handbook for the meeting and

discussed several portions of it.

Action : A motion was made, seconded, and

voted that the report of the Treasurer be re-

ceived and placed on file.

Doctor Chaset reported to the House of our

legal counsel’s efforts to keep legal expenses as

low as possible.

(Continued on next page)
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Actioir. A motion was made, seconded, and

voted to express the deep appreciation of the

Rhode Island Medical Society to Mr. Charles

Clapp for his outstanding and dedicated service

to the Society.

RECOMMENDATIONS FROM THE COUNCIL

Doctor Round read the recommendations from

the Council as published is the handbook for the

meeting. Action was taken on the following items:

1. Spring Meeting of the House

A motion was made, seconded, and voted that

the recommendations be adopted.

2. Blue Shield Directors

A motion was made, seconded, and voted that

Doctors John J. Cunningham, Edmund T. Hack-

man, Melvin D. Hoffman, and Kenneth Liffmann

be nominated for three-year terms each as mem-

bers of the Board of Directors of Blue Shield.

Action : A motion was made, seconded, and

voted to direct a commendation to Doctors Ar-

nold Porter and Stanley D. Simon for their dis-

tinguished sendee on behalf of the Rhode Island

Medical Society.

3. Herbert F. Hager, M.D.

A motion was made, seconded, and voted to re-

affirm the nomination of Doctor Herbert F. Hager

to serve the remainder of the unexpired term of

Doctor Earl J. Mara until March, 1976.

4. Legislative Counsel

A motion was made, seconded, and voted to ap-

prove of Attorney Charles Butterfield, Jr., as the

Society’s legislative Counsel during the 1975 Ses-

sion of the Rhode Island General Assembly.

5. Bank Cards

A motion was made, seconded, and voted that

the use of a credit card by a patient on an indi-

vidual basis is permissable, subject to the restric-

tions and guidelines as listed by the AMA Judicial

Council.

6. Concurrent Review

Action : A motion was made, seconded, and voted

unanimously that Rhode Island PSRO is the only

reasonable or acceptable group to direct and guide

hospital utilization committees in the role of per-

forming reasonable and practical concurrent peer

review.

It wras also the wish of the delegates to encourage

the chairmen of the utilization review committees

in each Rhode Island hospital to send a similiar

letter to the Rhode Island Medical Society affirm-

ing these principles.

ELECTION OF THREE PHYSICIANS TO THE

PROFESSIONAL ADVISORY COMMITTEE OF
BLUE SHIELD

The Speaker noted that the House was author-

ized under the bylaws of Blue Shield to elect three

physicians to serve for one year on the Professional

Advisory Committee of that organization. He noted

that the physicians whose terms are expiring are

Doctors J. Robert Bowen, Joseph DiMase, and

John P. Grady. In the House action, Doctors J.

Robert Bowen, Joseph DiMase, and John P. Grady

were elected to serve on the Professional Advisory

Committee of Blue Shield for 1975.

RESOLUTION ON HEALTH EDUCATION
Doctor John P. Grady addressed the House on

the resolution submitted by Doctor Jay M. Orson.

Chairman of the Rhode Island Medical Society

Child School Health Committee.

Action-. A motion was made, seconded, and

voted that the resolution, as submitted, be

adopted.

RESOLUTION: CURRENT MEDICAL PROBLEMS

The Kent County Medical Society presented a

resolution calling for the Rhode Island Medical

Society to employ a public relations firm to assist

in the presentation of the physicians’ side of cur-

rent medical problems to the community and that

an appropriate assessment be levied to cover such

expenses.

Action : A motion was made, seconded, and

voted to refer this matter to the Council for

consideration.

RESOLUTION: PROFESSIONAL LIABILITY

INSURANCE

Doctor Charles L. Hill introduced a resolution

which requested the Council, in cooperation with

the liaison committee of the Rhode Island Bar

Association, to explore the possibility of implement-

ing a system of binding arbitration in cases of al-

leged malpractice.

Action : A motion was made, seconded, and

voted to refer this matter to the Council for

consideration.

RESOLUTION: LIMITATION OF TERMS FOR RIMS

REPRESENTATIVES

Doctor Melvin D. Hoffman presented a resolu-

tion which asked the Council to consider, study

and recommend to the House a mechanism by

which terms of RIMS representatives to other

groups or organizations and membership on So-

ciety committees be limited as to length of time.

Action : A motion was made, seconded, and
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voted to refer this matter to the Council for

consideration.

REPORT OF THE DELEGATE AND ALTERNATE
DELEGATE TO THE AMA

The Speaker noted that the report of the dele-

gate and alternate delegate, Doctors William J.

MacDonald and John J. Cunningham, respectively,

were included in the handbook. Doctor MacDonald

supplemented the written report with a brief oral

presentation and explained the AMA assessment of

$60.

Action-. A motion was made, seconded, and

voted to endorse the AMA $60 assessment of its

members and urge its support by Rhode Island

physicians.

REPORTS OF COMMITTEES
The Speaker noted that there were many com-

mittee reports in the handbook for the information

of the members, but none called for any specific

action by the House.

Action: A motion was made, seconded, and

voted that the written reports of the following

committees, as submitted to the House, be re-

ceived and placed on record:

Occupational Health

Peer Review

Mental Health

Allied Health Professions and Services

Alcoholism

Physicians & Carriers Workmen’s Compensation

Medical Aspect of Sports

Scientific Work and Annual Meeting

Liaison Committee with Brown University

Emergency Medical Services

Highway Safety

Social Welfare

In addition to the written reports, Doctor Leo

Stern, Co-Chairman of the Perinatal Mortality

Committee, gave a verbal report on the committee’s

activities. Doctor William J. MacDonald, Chair-

man of the Society’s Ad Hoc Committee on ITnified

Membership, reported that his committee had not

yet held a meeting and it was his recommendation

that the uniform membership proposal be held in

abeyance until the AMA financial situation is sta-

bilized. Mr. Norbeck reported for Doctor Howard

S. Browne, Jr. that the Society’s Continuing Med-

ical Education Committee would be performing its

first CMA Survey at R. T. Hospital on February

19.

Doctor Herbert F. Hager reported on the Advis-

ory Committee meeting of the Tri-State Regional

Medical Program which he attended recently. He

apprised the House of Delegates of some of the

program expenditures.

ADJOURNMENT
The session was adjourned at 4 p.m.

Respectfully submitted:

Charles B. Round, M.I).

Secretary

Report Of The Meeting Of March 19 ,

1975

A regular meeting of the House of Delegates of

the Rhode Island Medical Society was held at the

Medical Library, Providence, on Wednesday, March

19, 1975. The meeting was called to order by

the Speaker of the House, Doctor Herbert F.

Hager, at 2:10 p.m.

Delegates in attendance were: Doctors David

Newhall, Richard W. Perry, Charles P. Shoemaker,

George Lewis, Richard Zuerner, Erwin Siegmund,

Leonard S. Staudinger, Nathan Chaset, Stephen J.

Hoye, John P. Grady, Frank W. Sullivan, Edmund

T. Hackman, Orlando Armada, D. Richard Baro-

nian, Alphonse R. Cardi, Joseph E. Caruolo, Geo ge

D. Charon, George N. Cooper, Dominic L. Cop-

polino, Frank E. DeLuca, Donald P. Fitzpatrick,

Herbert F. Hager, Thomas F. Head, Charles L.

Hiil, Vincent I. MacAndrew, William J. MacDon-

ald, H. Raymond McKendall, Raul Nodarse, James

A. Reeves, Richard P. Sexton, Frank Sullivan, Wil-

liam R. Thompson, John J. Cunningham, Peter L.

Mathieu, Jr., and Seebert J. Goldowsky in his

capacity as Editor of the Rhode Island Medical

Journal.

Delegates absent were: Doctors Robert Brogan,

Joseph E. Wittig, Robert Fortin, Paul J. M. Hea-

ley, Richard Kraenrer, Francis L. Scarpaci, J.

(Continued on next page)
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Gerald Lamoureux, George V. Coleman, Herbert

Constantine, John A. Dillon, Joseph D. DiMase,

Constantine Georas, Milton W. Hamolsky, Melvin

D. Hoffman, Abraham Horovitz, Robert Indeglia.

Joseph B. May, P. Joseph Pesare, Ralph F. Pike,

Richard L. Testa, Elihu Wing, Jr., Joseph E. Can-

non, and Arnold Porter. Doctors Robert E. Baute

and Melvin Gelch were excused. Doctor Charles B.

Round was out of town.

Commissioners in attendance were: Doctors

Leonard S. Staudinger, Thomas F. Head and Rich-

ard P. Sexton.

Commissioners absent were: Doctors Kenneth

Liffman and Melvin D. Hoffman.

Specialty Society Representatives in attendance

were: Doctors Kenneth Nanian, Henry M. Litch-

man, David Hallman, Wilson F. Utter, Louis V.

Sorrentino, Arthur I. Geltzer, Charles L. Hill, and

Joseph E. Caruolo. Also Doctor George Anderson

(substituting for Doctor Taylor).

Specialty Society Representatives absent were:

Doctors Charles E. Millar, William F. Varr, Rich-

ard Peters, Bencel L. Schiff, Guy A. Settipane (ex-

cused), David M. Barry, Walter Cotter, and James

T. Kurds who was just named to replace Doctor

Broderick.

Also present were: Tim Norbeck, Executive Di-

rector, Lance D. Taylor, Assistant Executive Di-

rector. and Ray Sullivan, Regional Director of the

American Medical Association.

MOMENT OF SILENCE

The Speaker asked that the delegates rise for a

moment of prayer in memory of Doctor Carl Y.

Anderson, delegate from Kent County, who had

passed away recently.

APPROVAL OF MINUTES OF PREVIOUS MEETING

The Speaker noted that the minutes of the Janu-

ary meeting of the House had been printed and dis-

tributed by the Secretary.

Action'. A motion was made, seconded, and

voted that the report of the Secretary be ap-

proved and placed on record.

REPORT OF THE TREASURER

Doctor Frank W. Sullivan noted that his report

was included in the handbook for the meeting.

Action : A motion was made, seconded, and

voted that the report of the Treasurer be ap-

proved and placed on file subject to audit.

RECOMMENDATIONS FROM THE COUNCIL

The Speaker read the recommendations from

the Council as published in the handbook for the

meeting. Action was taken on the following items:

1.

Blue Cross Board Members

Action : A motion was made, seconded, and
voted that Doctors Joseph E. Caruolo and Herbert

F. Hager be nominated as the Society’s official rep-

resentatives on the Blue Cross Board of Directors.

2. Rhode Island Medical Journal

Action : A motion was made, seconded, and voted

to increase the Journal’s yearly subvention from the

Society from $3,000 to $5,000.

3. Slate of Officers and Standing Committees

No counter nominations were offered to the slate

of Officers and Standing Committees proposed by

the Council.

Action : A motion was made, seconded, and

voted that the slate of nominees for Officers and

Standing Committees, as submitted, be elected.

4. Revision of ByLaws
Action : A motion was made, seconded, and

voted that the House approve of the bylaw re-

visions as submitted by the Council under Ar-

ticle VI, Section 2, as follows:

The phrase . . the President of the Rhode Is-

land Medical Society Physicians Service” is de-

leted. The phrase ‘‘the Chairman of the Board of

Directors of Blue Shield shall ibe a member of the

House of Delegates when he is an active member

of the Rhode Island Medical Society” is added.

COMMENDATION OF DOCTOR CHASET
Doctor Hager paid tribute to President Nathan

Chaset for his strong leadership of the Society and

led the delegates in a standing ovation in recogni-

tion of Doctor Chaset’s efforts.

Action: A motion was made, seconded, and

voted that the House of Delegtaes record its

commendation of Doctor Nathan Chaset for his

outstanding leadership of the Society during

1974-1975.

COMMENDATION OF DOCTOR GRADY
Doctor Hager commended Doctor John P. Grady

for his dilligent and distinguished efforts over the

past year as Vice-President of the Society. The

delegates joined Doctor Hager in according Doctor

Grady a standing ovation.

COMMENDATION OF DOCTOR HAGER
Doctor Head noted that this meeting of the

House of Delegates was the last one over which

Doctor Herbert F. Hager would preside as Speaker.

Doctor Head commended Doctor Hager for his

outstanding work as Speaker and led the delegates

in a rising vote of acclamation.

DELIVERY OF MEDICAL CARE COMMITTEE

Doctor Joseph E. Caruolo, Chairman of the De-

livery of Medical Care Committee, briefly re-

viewed his report for the delegates.
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Action : A motion was made, seconded, and

voted to authorize the Council to pursue this

matter of the feasibility of an HMO, IGAP
type, and report back to the House of Delegates

for further action.

OTHER COMMITTEE REPORTS

The reports of the Committees on Drug Abuse,

Library, Liaison Committee with Brown University,

State Committee on Peer Review and the Medical

Aspects of Sports, as submitted in the handbook

for the meeting were received and placed on record.

MALPRACTICE INSURANCE COVERAGE
President Chaset apprised the delegates of his

plans to represent the Society at the Medical Mal-

practice Rate Hearing scheduled for Friday, March

21. He further explained that three separate pieces

of legislation, all geared to alleviate the present

malpractice insurance coverage problem, will be in-

troduced at this session of the Rhode Island Gen-

eral Assembly.

"CHOKE-SAVER" LEGISLATION 75-H5444

Doctor Chaset discussed a bill recently intro-

duced in the General Assembly by Representatives

Kilmar, Piccerelli, Smith, Eugene O. Cook, Galvin

and others on the subject of choke-saving devices

in restaurants. He explained that the Public Laws

Committee of the Society, at a meeting earlier in

the day, had recommended endorsement of the leg-

islation by the House of Delegates.

Action: A motion was made, seconded, and

voted that the Rhode Island Medical Society en-

dorse 75-H5444 and offer its assistance to the

sponsors for helping to train restaurant person-

nel in the use of these devices.

FORMS
Doctor Peter L. Mathieu, Jr., mentioned a re-

cent communication from Doctor Delfino complain-

ing about the amount of paper work made neces-

cary by third parties. Doctor Chaset said that he

had asked Blue Cross-Blue Shield to inquire into

the feasibility of providing practitioners with small

plastic cards to facilitate the billing procedure but

was told that it was not economically possible at

this time. It was agreed that the Society should

encourage efforts to reduce the amount of paper-

work.

ADJOURNMENT
The House adjourned at 3:50 p.m.

Submitted by,

Timothy B. Norbeck

(In the absence of Dr. Round)

Report Of The Emergency Meeting Of
May 22, 1975
A special emergency meeting of the House of

Delegates of the Rhode Island Medical Society was

held at the Medical Society auditorium, Providence,

on Thursday, May 22, 1975. The meeting was

cabled to order by the Speaker of the House, Doc-

tor Thomas F. Head, at 8:15 p.m.

The Secretary dispensed with the calling of the

role since the meeting was open to any interested

member of the Society. Speaker Head secuicd unan-

imous consent from the House for any member of

the Rhode Island Medical Society present to speak.

Doctor Stephen J. Hoye, President of the Rhode

Island Medical Society, told the House that the

meeting was called solely to discuss the malpractice

insurance crisis and reviewed the situation up to

the present time. He then introduced Mr. Charles

Butterfield, legislative counsel to the Rhode Island

Medical Society, who explained the legislative cli-

mate existing in the State pertaining to the possi-

ble enactment of remedial legislation.

Doctor Melvyn Gelch introduced a resolution

calling for a special session of the General Assem-

bly which evoked considerable debate. After a

lengthy discussion, the resolution was unanimously

adopted by the House and it reads as follows:

Resolved, That the Governor and the leadership

of the General Assembly call forthwith a special

meeting of the General Assembly to consider

and act upon legislation to deal with the crisis

affecting the public and the physicians of Rhode

Island with reference to medical malpractice li-

ability and insurance.

President Hoye concluded the meeting by stat-

ing that he would call another special meeting of

the House of Delegates to reassess the situation

(Continued on next page)
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should the General Assembly fail to convene lor a

special session or fail in that session to enact ap-

propriate remedial legislation.

ADJOURNMENT
The meeting was adjourned at 10:15 p.m.

Respectfully submitted:

Charles B. Round, M.D.

Secretary

Report Of The Special Meeting Of June
3

,
1975

A special meeting of the House of Delegates of

the Rhode Island Medical Society was held at the

Medical Society Auditorium, Providence, on Tues-

day, June 3, 1975. The meeting was called to order

by the Speaker of the House, Doctor Thomas F.

Head, at 8:10 p.m.

Society President, Stephen J. Hove, M.D., intro-

duced Governor Philip W. Noel to the House of

Delegates prior to the official start of the session.

Governor Noel spoke to the House for approxi-

mately fifteen minutes and answered questions for

a half hour. The main thrust of his comments cen-

tered around his attempts to implement a Joint

Underwriting Authority in the State of Rhode Is-

land, a measure which would grant relief to the

numerous physicians who find the “claims-made”

concept, as proposed by St. Paul Fire and Marine

Insurance Company, to be anathema to them. He
stated that he was not prepared at this time to

promise anything but would make every possible

effort to create a Joint Underwriting Authority.

The governor also commented on his newly formed

‘ Commission on Malpractice” which he expected to

hold its first meeting on June 5.

During the official proceedings, a number of

statements were read by representatives of com-

ponent and specialty societies pertaining to the

malpractice insurance crisis. After lengthy discus-

sion of two resolutions, it was the will of the House

to give the Governor ten more days in which to

work out details for a Joint Underwriting Author-

ity and meet again in a special session on Friday,

June 13.

ADJOURNMENT
The House adjourned at 11:40 p.m.

Respectfully submitted:

Charles B. Round, M.D.

Secretary

t

Peripatetics

ERMINO R. CARDI of Cranston, a surgeon,

has been elected President-Elect of St. Joseph’s

Hospital medical staff, and appointed a member of

S.. Joseph’s Board of Trustees.

Doctor Cardi is a diplomat of the American

Board of Surgery, Secretary of the Providence Sur-

gical Society.

* sfc

F. A. SIMEONE is President-Elect of the New
England Society for Vascular Surgery.

* *

MARTIN E. FELDER was elected to member-

ship in the New England Surgical Society.

* * *

IRVING GILSON, Chief of Medicine and Cardi

ology at St. Joseph’s, praticipated in a ‘‘heart dis-

ease workshop” at the University of R. I. July 28.

Doctor Gilscn spoke on the “relationship of activity

io heart disease,” ' work capacity testing,” and

related topics.
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Both often

Predominant
psychoneurotic
anxiety

Associated
depressive

symptoms

Before prescribing, please consult com-
plete product information, a summary of

which follows:

Indications: Tension and anxiety states;

somatic complaints which are concomi-
tants of emotional factors; psychoneurotic
states manifested by tension, anxiety, ap-
prehension, fatigue, depressive symptoms
or agitation; symptomatic relief of acute
agitation, tremor, delirium tremens and
hallucinosis due to acute alcohol with-

drawal; adjunctively in skeletal muscle
spasm due to reflex spasm to local pathol-

ogy, spasticity caused by upper motor

neuron disorders, athetosis, stiff-man syn-

drome, convulsive disorders (not for sole

therapy).

Contraindicated: Known hypersensitivity

to the drug. Children under 6 months of

age. Acute narrow angle glaucoma; may
be used in patients with open angle glau-

coma who are receiving appropriate

therapy.

Warnings: Not of value in psychotic pa-

tients. Caution against hazardous occupa-

tions requiring complete mental alertness.

When used adjunctively in convulsive dis-

orders, possibility of increase in frequenci

and/or severity of grand mal seizures ma
require increased dosage of standard ant

convulsant medication; abrupt withdrawa

may be associated with temporary in-

crease in frequency and/ or severity of

seizures. Advise against simultaneous in-

gestion of alcohol and other CNS depres-

sants. Withdrawal symptoms (similar to

those with barbiturates and alcohol) have

occurred following abrupt discontinuance

(convulsions, tremor, abdominal and mu:

cle cramps, vomiting and sweating). Kee;

addiction-prone individuals under careful



respond to one
According to her major

mptoms, she is a psychoneu-

tic patient with severe

ixiety. But according to the

:scription she gives of her

elings, part of the problem
ay sound like depression,

lis is because her problem,

though primarily one of ex-

ssive anxiety, is often accom-
nied by depressive symptom-
alogy. Valium (diazepam)

n provide relief for both—as
; excessive anxiety is re-

ved, the depressive symp-
ns associated with it are also

ten relieved.

There are other advan-

ces in using Valium for the

magement of psychoneu-
tic anxiety with secondary
pressive symptoms: the

ychotherapeutic effect of

ilium is pronounced and
aid. This means that im-

avement is usually apparent

in the patient within a few
days rather than in a week or
two, although it may take

longer in some patients. In ad-
dition, Valium (diazepam) is

generally well tolerated; as

with most CNS-acting agents,

caution patients against haz-

ardous occupations requiring

complete mental alertness.

Also, because the psycho-
neurotic patient’s symptoms
are often intensified at bed-

time, Valium can offer an addi-

tional benefit. An h.s. dose
added to the b.i.d. or t.i.d.

treatment regimen can relieve

the excessive anxiety and asso-

ciated depressive symptoms
and thus encourage a more
restful night’s sleep.

2-mg, 5-mg, 10-mg scored tablets

in psychoneurotic

anxiety states

with associated

depressive symptoms

veillance because of their predisposi-

i to habituation and dependence. In

gnancy, lactation or women of child-

iring age, weigh potential benefit

linst possible hazard,

cautions: If combined with other psy-
'tropics or anticonvulsants, consider
efully pharmacology of agents em-
/ed; drugs such as phenothiazines,
cotics, barbiturates, MAO inhibitors

other antidepressants may potentiate

iction. Usual precautions indicated in

ents severely depressed, or with latent

ression, or with suicidal tendencies.

Observe usual precautions in impaired
renal or hepatic function. Limit dosage to

smallest effective amount in elderly and
debilitated to preclude ataxia or over-

sedation.

Side Effects: Drowsiness, confusion, diplo-

pia, hypotension, changes in libido, nausea,

fatigue, depression, dysarthria, jaundice,

skin rash, ataxia, constipation, headache,
incontinence, changes in salivation,

slurred speech, tremor, vertigo, urinary

retention, blurred vision. Paradoxical re-

actions such as acute hyperexcited states,

anxiety, hallucinations, increased muscle

spasticity, insomnia, rage, sleep disturb-

ances, stimulation have been reported;

should these occur, discontinue drug. Iso-

lated reports of neutropenia, jaundice;

periodic blood counts and liver function

tests advisable during long-term therapy.

Roche Laboratories
Division ot Hoffmann-La Roche Inc.

Nutley. New Jersey 07110
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BROWN UNIVERSITY

DIVISION OF BIOLOGICAL AND MEDICAL SCIENCES

Providence, Rhode Island 02912

863-3231

CONTINUING MEDICAL EDUCATION CALENDAR

JANUARY

6 BOARD REVIEW COURSE IN INTERNAL MEDICINE. Weekly topics will include
Gosironenterology; Rheumatology; Immunology: Transplantation, Dialysis,

Disorders of Bone Calcium, and AAetabolism in Renal Failure; Hypertension;
FI uid / Electrolytes; Glomerular Diseases; Non-Glomerular Parenchymal and
Tubular Disease; Thyroid Disorders; Parathyroid and Metabolic Bone Dis-

ease; Adrenal Disorders; Pituitary, Hypothalamic and Gonadal Disorders;
Cardiology; Oncology (Solid Tumors); Pulmonary Diseases; Infectious Dis-

eases; Neurology; Diabetes Mellitus; Lipid Disorders and Cardiomyopathy;
Red Blood Cells; Platelets and Coagulation; White Blood Cells. Tuesdays,
7:00 P.M. — 9:00 P.M., George Auditorium, Rhode Island Hospital. Regis-

tration fee is $75.00 for residents, $100.00 for practicing physicians. For

information contact Mrs. Allen, 863-3337.

6 BOARD REVIEW COURSE IN PEDIATRICS. The agenda will be as follows:

January 6, Oncology/ Hemato'ogy; January 15, Pediatric Surgery; February

3, Metabolism and Fluid Therapy; February 19, Endocrinology; March 2,

Cardiology; March 18, Neurology; April 6, Psychiatry; April 15, Adoles-

cence; May 4, Allergy and Immunology; May 20, Neonatology. 7:00 P.M.-

9:00 P.M., Medical Society Auditorium, 106 Francis Street. Further infor-

mation can be obtained from the American Academy of Pediatrics, Rhode
Island Chapter.

13 TUESDAY EVENING SEMINAR ON NEONATOLOGY. 7:30-9:00 P.M., January

13-February 10. Topics will include: Management of Distress Infants in the

First Hours of Life; The Use and Misuse of Antibiotics in The Newborn In-

fant; Bilirubin Metabolism and Prevention of Kernicterus; Prevention of De-

velopmental Disability; and Metabolic Problems in Neonate-Hypoglycerma

and Hypocalcemia. Faculty include: William Oh, M.D., David O. Hakanson,

M.D., Georges Peter, M.D., Leo Stern, M.D., William J. Cashore, M.D., Sieg-

fried Pueschel, M.D., Betty Vohr, M.D., Janice Ouimette, R.N., M.S., Doris

J. Biester, R.N., M.S., Robert Schwartz, M.D., Richard M. Cowett, M.D. For

information contact: Ms. Babcock, Division of Perinatal Medicine, Women
and Infants Hospital.

14 ADVERSE DRUG REACTIONS: A COMMUNITY HEALTH PROBLEM. Speakers

are: Herschel Jick, M.D., Associate Professor of Medicine, Boston University

Medical Center; Daniel L. Azarnoff, M.D., Professor of Medicine and Pharm-

acology, University of Kansas Medical Center; Parker Staples, M.D., As-

sistant Professor of Medicine, Brown University. Also, William H. Golod,

Ph.D., Dean, School of Pharmacy, Medical University of South Carolina;

Irving Beck, M.D., Lecturer in Medicine, Brown University; Norman A. Camp-

bell, J.D., M.D., Chairman, Department of Pharmacy Administration, Uni-



versify of Rhode Island. Sponsors are the Brown University Program in

Medicine, the University of Rhode Island College of Pharmacy, and Rhode
Island Health Science Education Council. Registration fee is $20, lunch in-

cluded. The deadline is December 30, 1975. For information contact Mrs.

Allen, 863-3337.

16 IRON DEFICIENCY ANEMIA IN INFANCY AND CHILDHOOD. Howard Pear-

son, M.D., Professor and Chairman, Department of Pediatrics, Yale Uni-

versity School of Medicine, 10:30 A.M., Kay Auditorium, Roger Williams

General Hospital.

COMING EVENTS

FEBRUARY

13 CLINICAL ACID-BASE PHYSIOLOGY AND PARENTERAL NUTRITION AND RE-

NAL DISEASES. James C.M. Chan, M.D., Associate Professor, Department of

Child Health and Development, George Washington School of Medicine, Kay

Auditorium, Roger Williams General Hospital, 10:30 A.M.

18 PERSPECTIVES IN GENETICS AND GENETIC COUNSELLING. Topics to be cov-

ered include: "Intra-Uterine Diagnosis," Henry L. Nadler, M.D., Given Re-

search Professor, Northwestern University; "Screening of Inherited Meta-

bolic Disorders," Charles R. Scriver, M.D., Professor of Pediatrics, Associate

Professor of Genetics, McGill University; "Tay-Sachs Disease: Rhode Island's

Screening Program," Daniel P. Perl, M.D., Assistant Professor of Pathology

and Laboratory Medicine, Brown University; "Problems of Parents Whose
Children Have Metabolic and Genetic Disorders," Siegfried M. Pueschel,

M.D., Assistant Professor in Pediatrics, Brown University; and "Medical

Implications of Chemical Mutagenesis," Marvin S. Legator, Ph.D., Professor

of Genetics (Research), Brown University. The Providence Marriott, 8:30-

5:00. Registration will be $25.00. For information call Mrs. Allen, 863-3337.



Brown Medical Faculty Active In Significant Research
The annual regional meeting of the American

College of Physicians was held at the Brown Uni-

versity Medical School early in November. All o f

the 16 scientific papers presented during the two-

day sessions were given by members of the Brown
medical faculty.

Progress in devising better diagnostic tests and

thus crucially important earlier treatment for fail-

ure of the immune system was discussed by

Doctor Patricia Fames of Rhode Island Hospital

and Doctor Zbigniew A. Zawadzki of Pawtucket

Memorial Hospital, both of them associate pro-

fessors of medicine at Brown.

Doctor Francis J. Cummings of Rhode Island

Hospital, an assistant professor of medical science,

said it may be possible to develop a vaccine to pro-

tect people against cancer by stimulating the pro-

duction of antibodies which would attack malig-

nant cells.

In reporting on advances in the development of

anti-cancer drugs, Doctor Robert E. Parks, Jr., a

professor of medical sciences, said remissions can

now be obtained in many forms of malignancy with

combinations of effective chemicals and “we can

begin to think in terms of cures.” Parks and Doctor

Paul Calabresi, physician-in-chief at Roger Wil-

liams Hospital and also a Brown professor of med-

ical science, are heading up a team which has been

engaged for several years in a massive federally-

financed search for anti-cancer medications.

The review of progress in cardiology included a

paper by Doctor George N. Cooper of Rhode Is-

land Hospital, an assistant professor of surgery, on

the use of ballons to pump blood through failing

hearts and a report by Doctor Irving T. Gilson,

chief of medicine at St. Joseph’s Hospital and a

clinical instructor of medicine at Brown, on the

brightening prospects for the rehabilitation of heart

attack victims.

Doctor Max Bloom, a clinical assistant professor

of medicine, described a machine he has developed

in collaboration with Elmuth Etzold, an electronic

engineer, for recording and analyzing heart sounds

which are otherwise inaudible.

Doctor Milton W. Hamolsky, physician-in-chief

at Rhode Island Hospital and professor of medical

science, reported the discovery of a new hormone

from the thyroid gland which controls calcium in

bones and in the blood stream and is effective in

treating Paget’s disease, a deforming condition of

the bone and nervous system. He also described a

new test for the diagnosis of thyroid overactivity.

The use of a highly purified synthetic diet, de-

veloped for the space program and later perfected

for clinical purposes at Rhode Island Hospital,

was described by Doctor Henry T. Randall, the

hospital’s chief of surgery and a professor of

medical science.

Significant experiments which could produce a

breakthrough in the treatment of diabetes, one of

the most widespread diseases, were discussed by

Doctor Charles B. Kahn, a clinical assistant pro-

fessor of medicine.

Doctor Pierre M. Galletti, Brown’s vice president

for biology and medicine and a professor of medical

science, also is a widely respected researcher in the

field of organ transplantation. At one of the ses-

sions he reviewed advances in the development of

artificial lung membranes which already are saving

the lives of many patients whose lungs have been

irreparably damaged and who are in acute respira-

tory failure.

Adverse Drug Reactions:
A COMMUNITY HEALTH PROBLEM

January 14, 1976
The Providence Marriott Inn

Sponsored by: Brown University Program in Medicine,

University of Rhode Island College of Pharmacy, Rhode
Island Health Science Education Council.

AGENDA AND SPEAKERS
9:00 Introductory Remarks
9:10 Epidemiology of ADR's—The Scope of

the Problem
10:10 Drug interactions and Multiple Drug

Administration

11:30 Allergic Reactions

12:00 Audience Questions and Discussion

1:30 Pharmacists' Activity Toward Reduc-

ing ADR's
2:30 The Practicing Physician's View of the

Problem
3:15 Legal Liability and Adverse Drug Re-

actions

4:00-5:00 ADR's in Rhode Island: Problems

and Proposals Panel

Application has been made for Continuing Education

Credits for Physicians, Nurses, and Pharmacists.

Registration is required prior to January 7, 1976. The

fee of $20.00 includes lunch. Checks should be made out

to Brown University Continuing Medical Education and
should be included with the registration. Please mail to

Mrs. Allen, Box G, Brown University, Providence, R. I.

02912.
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LEARY
LABORATORY

EKG: This service is now

available by appointment on house

calls and at our 1 89 Governor St.

Laboratory.

Profile 11: A new

inexpensive grouping of the

procedures that physicians in this

area frequently order to obtain a

general profile of their patients,

without appointment. The fee is

$16.50 which includes the

following tests:

Albumin Aik. Phos.

Glucose Cholesterol

BUN Uric Acid

Calcium Total Protein

LDH Total Bilirubin

SGOT Phosphate

Triglycerides
~
T4

Hemogram
(RBC, WBC, Hematocrit,

Hemoglobin, MCV, MCH, MCHC)

LEARY LABORATORY, INC.

43 Bay State Road, Boston, MA 02215

THREE PROVIDENCE LOCATIONS

655 Broad St. — 7:30-5:00 Mon.-Fri.

189 Governor St. — 9:00-5:00 Mon.-Fri.

Ill Plain St. — 9:00-5:00 Mon.-Fri.

9:00-11:00 Saturday

Attractive & Functional Offices

by

Division of National Office Supply Co.

Designers & Suppliers of Offices

36 Branch Avenue Providence, R. I. 02904

(Jet. No. Main St.) GAspee 1-5228

FOR SALE
Home and Professional

Office

Garden City area, Cranston, R. I.

FOR DOCTOR - DENTIST - OR LAWYER

First Floor — Large Waiting Room, Four Offi-

ces, Receptionist Area and Lavette

Second Floor — Living Room, 3 Bedrooms, Ap-

plianced Kitchen, Full Bathroom.

Ample Parking Many Extras

Shown by Appointment by Owner

CALL 944-0605

490 Rhode Island Medical Journal



DYAZIDE
MAKES SEKSE

Each capsule contains 50 mg.

of Dyrenium® (triamterene, SK&F)
and 25 mg. of hydrochlorothiazide.

TRIAMTERENE CONSERVES POTASSIUM
WHILE HYDROCHLOROTHIAZIDE
LOWERS BLOOD PRESSURE

FOR LONG-TERM CONTROL
OF HYPERTENSION* Serum K+ and BUN should be checked periodically. (See Warnings Section.)

Before prescribing, see complete prescribing in-

formation in SK&F literature or PDR The fol-

lowing is a brief summary.

Warning
This fixed combination drug is not indi-

cated for initial therapy of edema or hyper-
tension. Edema or hypertension requires
therapy titrated to the individual patient. If

the fixed combination represents the dosage
so determined, its use may be more convenient
in patient management. The treatment of
hypertension and edema is not static, but
must be reevaluated as conditions in each
patient warrant.

'Indications: Edema: That associated with con-
gestive heart failure, cirrhosis of the liver, the
nephrotic syndrome; steroid-induced and idio-

pathic edema; edema resistant to other diuretic
therapy. Mild to moderate hypertension: Useful-
ness of the triamterene component is limited to
its potassium-sparing effect.

Contraindications: Pre-existing elevated serum
potassium. Hypersensitivity to either component.
Continued use in progressive renal or hepatic
dysfunction or developing hyperkalemia.

Warnings: Do not use dietary potassium supple-
ments or potassium salts unless hypokalemia
develops or dietary potassium intake is markedly
impaired. Enteric-coated potassium salts may
cause small bowel stenosis with or without
ulceration. Hyperkalemia ( > 5.4 mEq/L) has

been reported in 4% of patients under 60 years,
in 12% of patients over 60 years, and in less than
8% of patients overall. Rarely, cases have been
associated with cardiac irregularities. Accord-
ingly, check serum potassium during therapy,
particularly in patients with suspected or con-
firmed renal insufficiency (e.g., elderly or dia-

betics). If hyperkalemia develops, substitute a

thiazide alone. If spironolactone is used con-
comitantly with ‘Dyazide’, check serum potas-
sium frequently —both can cause potassium
retention and sometimes hyperkalemia. Two
deaths have been reported in patients on such
combined therapy (in one, recommended dosage
was exceeded; in the other, serum electrolytes

were not properly monitored). Observe patients
on 'Dyazide’ regularly for possible blood
dyscrasias, liver damage or other idiosyncratic
reactions. Blood dyscrasias have been reported
in patients receiving Dyrenium (triamterene,
SK&F). Rarely, leukopenia, thrombocytopenia,
agranulocytosis, and aplastic anemia have been
reported with the thiazides. Watch for signs of

impending, coma in acutely ill cirrhotics. Thia-
zides are reported to cross the placental barrier

and appear in breast milk. This may result in

fetal or neonatal hyperbilirubinemia, thrombo-
cytopenia, altered carbohydrate metabolism and
possibly other adverse reactions that have oc-

curred in the adult. When used during pregnancy
or in women who might bear children , weigh
potential benefits against possible hazards to

fetus.

Precautions: Do periodic serum electrolyte and

BUN determinations. Do periodic hematologic
studies in cirrhotics with splenomegaly. Anti-
hypertensive effects may be enhanced in post-
sympathectomy patients. The following may
occur: hyperuricemia and gout, reversible nitrogen
retention, decreasing alkali reserve with possible
metabolic acidosis, hyperglycemia and glycosuria
(diabetic insulin requirements may be altered),

digitalis intoxication (in hypokalemia). Use
cautiously in surgical patients. Concomitant use
with antihypertensive agents may result in an
additive hypotensive effect. ‘Dyazide’ interferes

with fluorescent measurement of quinidine.

Adverse Reactions: Muscle cramps, weakness,
dizziness, headache, dry mouth; anaphylaxis;
rash, urticaria, photosensitivity, purpura, other
dermatological conditions; nausea and vomiting
(may indicate electrolyte imbalance), diarrhea,
constipation, other gastrointestinal disturbances.
Necrotizing vasculitis, paresthesias, icterus,
pancreatitis, xanthopsia and, rarely, allergic

pneumonitis have occurred with thiazides alone.

Supplied: Bottles of 100 capsules; in Single Unit
Packages of 100 (intended for institutional use
only).

SK&F Co., Carolina, P.R. 00630
Subsidiary of SmithKhne Corporation



the “empty nest syndrome”



TRIAVIL
containing perphenazine and amitriptyline HC1

a tranquilizer-antidepressant

fordepression

with moderate anxiety

in many cases a result of the “empty nest syndrome”

The mid-life crisis: a critical crossroad

Preparation for change— intellectually, vocationally (or

avocationally), and emotionally—can often help the meno-

pausal-aged woman cope successfully with a new and dif-

ferent role after the children are grown and gone. Even

when these changes have been anticipated and prepared

for, a mid-life depression with moderate anxiety is not

uncommon— a syndrome often uncontrolled by counsel-

ing or other appropriate measures and for which specific

medication may be required.

When depression

with moderate anxiety persists,

TRIAVIL can often help

TRIAVIL provides a highly effective antidepressant and

tranquilizer for symptomatic relief of both depression and

coexisting moderate anxiety. The patient may be able to

function more effectively in her daily life.

Many symptoms associated with depression and anxiety

such as insomnia, fatigue, anorexia, and functional G.I.

complaints, are frequently alleviated. More complete

symptomatic relief is usually afforded than with an anti-

depressant or a tranquilizer alone. In fact, when anxiety

masks the depressive state, treatment with just a tran-

quilizer may deepen the depression and delay symptom-

atic improvement.

Advantages of the two components
in TRIAVIL taken together

A single tablet containing both an antidepressant and a

tranquilizer encourages patients to take medication prop-

erly and reduces the risk of dosage confusion and error.

Cost of therapy to the patient is usually less. To date, clini-

cal evaluations have revealed no undesirable reactions

peculiar to the combination. Tablets TRIAVIL are available

in four different combinations affording flexibility and

individualized dosage adjustment.

Treatment with TRIAVIL— a balanced view

Contraindicated in CNS depression from drugs; in the

presence of evidence of bone marrow depression: and in

patients hypersensitive to phenothiazines or amitriptyline.

Should not be used during the acute recovery phase follow-

ing myocardial infarction or in patients who have received

an MAOI within two weeks. Patients with cardiovascular

disorders should be watched closely. Not recommended in

children or during pregnancy. The drug may impair mental

or physical abilities required in the performance of hazard-

ous tasks and may enhance the response to alcohol.

Antiemetic effect may obscure toxicity due to other drugs

or mask other disorders. Since suicide is a possibility in

any depressive illness, patients should not have access to

large quantities of the drug. Hospitalize as soon as possible

any patient suspected of having taken an overdose. MSD

For additionalprescribing information, please turn to thefollowing page.



for highly effective relief

of depression with moderate anxiety

TRIAVIL
containing perphenazine and amitriptyline HC1
a tranquilizer-antidepressant

Available:

TRIAVIL* 2-25: Each tablet contains

2 mg perphenazine and 25 mg amitriptyline HCI

TRIAVIL® 2-10: Each tablet contains

2 mg perphenazine and 10 mg amitriptyline HCI

TRIAVIL® 4-25: Each tablet contains
4 mg perphenazine and 25 mg amitriptyline HCI

TRIAVIL® 4-10: Each tablet contains
4 mg perphenazine and 10 mg amitriptyline HCI

INITIAL THERAPY FOR MANY PATIENTS
TRIAVIL® 2-25 (or TRIAVIL® 4-25) t i d orq.i.d.

FOR FLEXIBILITY IN ADJUSTING MAINTENANCE THERAPY
TRIAVIL® 2-10 (or TRIAVIL® 4-10)

CONTRAINDICATIONS: Central nervous system depression from
drugs (barbiturates, alcohol, narcotics, analgesics, antihistamines);

bone marrow depression; known hypersensitivity to phenothiazines or

amitriptyline Do not give concomitantly with MAOI drugs because
hyperpyretic crises, severe convulsions, and deaths have occurred
from such combinations Allow minimum of 14 days between thera-

pies, then initiate therapy with TRIAVIL cautiously, with gradual
increase in dosage until optimum response is achieved. Not recom-
mended for use during acute recovery phase following myocardial
infarction.

WARNINGS: TRIAVIL should not be given with guanethidine or simi-

larly acting compounds. Use cautiously in patients with history of

urinary retention, angle-closure glaucoma, increased intraocular
pressure, or convulsive disorders. In patients with angle-closure glau-
coma, even average doses may precipitate an attack. Patients with

cardiovascular disorders should be watched closely. Tricyclic antide-

pressants, including amitriptyline HCI, particularly in high doses, have
been reported to produce arrhythmias, sinus tachycardia, and
prolongation of conduction time. Myocardial infarction and stroke
have been reported with tricyclic antidepressant drugs. Close super-
vision is required for hyperthyroid patients or those receiving thyroid

medication. Caution patients performing hazardous tasks, such as
operating machinery or driving motor vehicles, that drug may impair
mental and/or physical abilities. Not recommended in children or dur-
ing pregnancy.
PRECAUTIONS: Suicide is a possibility in depressed patients and
may remain until significant remission occurs. Such patients should
not have access to large quantities of this drug.
Perphenazine: Should not be used indiscriminately. Use with caution
in patients who have previously exhibited severe adverse reactions to

other phenothiazines Likelihood of untoward actions is greater with

high doses. Closely supervise with any dosage. The antiemetic effect

of perphenazine may obscure signs of toxicity due to overdosage of

other drugs or make more difficult the diagnosis of disorders such as
brain tumor or intestinal obstruction. A significant, not otherwise
explained, rise in body temperature may suggest individual intoler-

ance to perphenazine, in which case discontinue.
If hypotension develops, epinephrine should not be employed, as

its action is blocked and partially reversed by perphenazine. Pheno-
thiazines may potentiate the action of central nervous system depres-
sants (opiates, analgesics, antihistamines, barbiturates, alcohol) and
atropine. In concurrent therapy with any of these, TRIAVIL should be
given in reduced dosage May also potentiate the action of heat and
phosphorous insecticides.
Amitriptyline: In manic-depressive psychosis, depressed patients
may experience a shift toward the manic phase if they are treated with

an antidepressant Patients with paranoid symptomatology may have
an exaggeration of such symptoms The tranquilizing effect of

TRIAVIL seems to reduce the likelihood of this effect. When ami-
triptyline HCI is given with anticholinergic agents or sympathomimetic
drugs, including epinephrine combined with local anesthetics, close
supervision and careful adjustment of dosages are required

Caution is advised if patients receive large doses of ethchlorvynol
concurrently. Transient delirium has been reported in patients who
were treated with 1 g of ethchlorvynol and 75-150 mg of amitriptyline
HCI.

Amitriptyline HCI may enhance the response to alcohol and the
effects of barbiturates and other CNS depressants.

Concurrent administration of amitriptyline HCI and electroshock
therapy may increase the hazards associated with such therapy.

Such treatment should be limited to patients for whom it is essential.
Discontinue several days before elective surgery if possible Eleva-
tion and lowering of blood sugar levels have both been reported.
ADVERSE REACTIONS: Similar to those reported with either constit-

uent alone
Perphenazine: Side effects may be any of those reported with
phenothiazine drugs: extrapyramidal symptoms (opisthotonus, ocu-
logyric crisis, hyperreflexia, dystonia, akathisia, acute dyskinesia,
ataxia, parkinsonism) can usually be controlled by the concomitant
use of effective antiparkinsonian drugs and/or by reduction in dos-
age. but sometimes persist after discontinuation of the phenothiazine.

Tardive dyskinesia may appear in some patients on long-term ther-

apy or may occur after drug therapy with phenothiazines and related
agents has been discontinued. The risk appears to be greater in

elderly patients on high-dose therapy, especially females. Symptoms
are persistent and in some patients appear to be irreversible The
syndrome is characterized by rhythmical involuntary movements of

the tongue, face, mouth, or jaw (e g ,

protrusion of tongue, puffing of

cheeks, puckering of mouth, chewing movements). Involuntary move-
ments of the extremities sometimes occur There is no known treat-

ment for tardive dyskinesia; antiparkinsonism agents usually do not

alleviate the symptoms. It is advised that all antipsychotic agents be
discontinued if the above symptoms appear. If treatment is reinstitu-

ted, or dosage of the particular drug increased, or another drug sub-
stituted, the syndrome may be masked. It has been suggested that

fine vermicular movements of the tongue may be an early sign of the
syndrome, and that the full-blown syndrome may not develop if medi-
cation is stopped when lingual vermiculation appears.

Other side effects are skin disorders (photosensitivity, itching,

erythema, urticaria, eczema, up to exfoliative dermatitis); other
allergic reactions (asthma, laryngeal edema, angioneurotic edema,
anaphylactoid reactions); peripheral edema; reversed epinephrine
effect; hyperglycemia; endocrine disturbances (lactation, galac-
torrhea, gynecomastia, disturbances of menstrual cycle); altered

cerebrospinal fluid proteins; paradoxical excitement; hypertension,
hypotension, tachycardia, and ECG abnormalities (quinidine-like

effect); reactivation of psychotic processes; catatonic-like states;

autonomic reactions, such as dry mouth or salivation, headache,
anorexia, nausea, vomiting, constipation, obstipation, urinary
frequency or incontinence, blurred vision, nasal congestion, and a

change in pulse rate; hypnotic effects; pigmentary retinopathy; cor-

neal and lenticular pigmentation; occasional lassitude, muscle weak-
ness, mild insomnia. Other adverse reactions reported with various

phenothiazine compounds include blood dyscrasias (pancytopenia,
thrombocytopenic purpura, leukopenia, agranulocytosis, eosinophil-

ia); liver damage (jaundice, biliary stasis); grand mal convulsions;

cerebral edema; polyphagia; photophobia; skin pigmentation; and
failure of ejaculation.

Amitriptyline: Note: Listing includes a few reactions not reported for

this drug, but which have occurred with other pharmacologically simi-

lar tricyclic antidepressant drugs Cardiovascular: Hypotension;
hypertension; tachycardia; palpitation; myocardial infarction; arrhyth- )

mias; heart block; stroke CNS and Neuromuscular: Confusional

states; disturbed concentration; disorientation; delusions; hallucina- •

tions; excitement; anxiety; restlessness; insomnia; nightmares; numb- 1

ness, tingling, and paresthesias of the extremities; peripheral

neuropathy; incoordination; ataxia; tremors; seizures; alteration in

EEG patterns; extrapyramidal symptoms; tinnitus; syndrome of inap-

propriate ADH (antidiuretic hormone) secretion. Anticholinergic: Dry a

mouth; blurred vision; disturbance of accommodation; constipation;

paralytic ileus; urinary retention; dilatation of urinary tract. Allergic:

Skin rash; urticaria; photosensitization; edema of face and tongue i£

Hematologic: Bone marrow depression including agranulocytosis;

leukopenia; eosinophilia; purpura; thrombocytopenia. Gastrointes-

tinal: Nausea; epigastric distress; vomiting; anorexia; stomatitis; pecu-

liar taste; diarrhea; parotid swelling, black tongue. Endocrine:
Testicular swelling and gynecomastia in the male; breast enlarge-

ment and galactorrhea in the female; increased or decreased libido;

elevated or lowered blood sugar levels. Other: Dizziness; weakness; ir

fatigue; headache; weight gain or loss; increased perspiration; uri-

nary frequency; mydriasis; drowsiness; jaundice; alopecia. With-

drawal Symptoms: Abrupt cessation after prolonged administration y]

may produce nausea, headache, and malaise These are not indica-

tive of addiction.
' m

OVERDOSAGE: All patients suspected of having taken an over ^

dosage should be admitted to a hospital as soon as possible. Treat

ment is symptomatic and supportive. However, the intravenous $
administration of 1—3 mg of physostigmine salicylate is reported to

reverse the symptoms of tricyclic antidepressant poisoning. Because v
physostigmine is rapidly metabolized, the dosage of physostigmine y
should be repeated as required particularly if life-threatening signs

such as arrhythmias, convulsions, and deep coma recur or persist

after the initial dosage of physostigmine. On this basis, in severe over-

dosage with perphenazine-amitriptyline combinations, symptomatic tl

treatment of central anticholinergic effects with physostigmine salicy-

late should be considered

For more detailed information, consult your MSD
Representative or see full Prescribing Information

Merck Sharp & Dohme, Division of Merck & Co ,
Inc

,

West Point
,
Pa 19486

MSD
MERCK
SHARft
DOHME



Pretend it’s 1945.

Wouldyou invest inKodak?

When it comes to making

ivestment decisions, there’s nothing

ke 20 or 30 years’ hindsight.

And when it comes tojudging

lie performance of your invest-

ments, it’s the long term that counts.

The life of a trust represents

;^ars ofinvestment decisions whose

amulative effect is far-reaching,

i nd the record of Industrial National

lank’s Trust Department is your

rest assurance that that effect will be

positive one.

We take a back seat to no one

i the business of professional

financial management. And we’re

proud of our consistent long-term

performance record.

In fact, we’d like to discuss that

record with you, and to show you

how our combination of the right

people, the right philosophy, and

the right organization can bring a

realistic new performance orienta-

tion to the management of your

investments.

Call Mr. Evans at 278-6607.

Trust Department, Industrial

National Bank, 100 Westminster St.,

Providence, Rhode Island 02903.

iUK
Industrial National Bank

Somethingextra in Investment Management.
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Profile 20
n

Results in

Lowering Medical Costs

Profile "20" includes the following:

CALCIUM

INORGANIC PHOSPHATE

GLUCOSE

UREA NITROGEN

UREA ACID

CHOLESTEROL

BILIRUBIN

TOTAL PROTEIN

ALBUMIN

GLOBULIN

ALK. PHOSPHATASE

LDH

SGOT

HEMOGLOBIN

HEMATOCRIT

WHITE BLOOD COUNT

RED BLOOD COUNT

MCH
MCV

MCHC

ALL 20 PROCEDURES

$15.00

Adopbini l/Ljcdical oCaboratoi
335 BROADWAY

PROVIDENCE, R. I. 02909 TEL 421-3100

DIRECTOR
ANGELO VITICONTE, A. B. M. T.

ASCANIO Dl PIPPO DONALD MATTERA
Ph. D. B.S. M.T. (ASCP)

HEALTH HAVENS
A SKILLED NURSING HOME
MEDICARE PARTICIPATING

Registered Professional Nurses On All Shifts

Dietician Physiotherapist

Organized But Open Medical Staff

Ethically Managed

100 Wampanoag Trail East Providence

Tel. 438-4275

JCAH Accredited

NOTICE
ALL PHYSICIANS IN RHODE ISLAND!!

CHANGING ECONOMIC CONDITIONS,
INCREASING LOSS RATIOS

and

INSUFFICIENT PREMIUM RESERVES
ARE BEGINNING TO BRING ABOUT

DRASTIC CHANGES

in

NATIONAL AND REGIONAL
ASSOCIATION GROUP DISABILITY

INCOME POLICIES!!

Those Members who would like further in-

formation of the impending problems of

"Mail-Order" Insurance which lie just ahead
may obtain further information by contact-

ing us via 'phone or mail

- NO OBLIGATION -

R. A. DESROSIER AGENCY

215 Waterman Avenue
East Providence, Rhode Island

Tel. 438-0660
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Famous Fighters

NEOSPORIN Ointment
(polymyxin B-bacitracin-neomycin)

is a famous fighter, too.
Provides overlapping, broad-spectrum antibacterial action to help combat

infection caused by common susceptible pathogens (including staph and strep).

Each gram contains: Aerosporin® brand Polymyxin B Sulfate 5,000 units; zinc

bacitracin 400 units; neomycin sulfate 5 mg (equivalent to 3.5 mg neomycin base);

special white petrolatum qs in tubes of 1 oz and 1/2 oz and 1/32 oz (approx.)

foil packets.

INDICATIONS: Therapeutically (as an adjunct to systemic therapy when indicated)

for topical infections, primary or secondary, due to susceptible organisms, as in:

• infected burns, skin grafts, surgical incisions, otitis externa • primary

pyodermas (impetigo, ecthyma, sycosis vulgaris, paronychia) • secondarily

infected dermatoses (eczema, herpes, and seborrheic dermatitis) • traumatic

lesions, inflamed or suppurating as a result of bacterial infection.

Prophylactically
.
the ointment may be used to prevent bacterial contamination in

burns, skin grafts, incisions, and other clean lesions For abrasions, minor cuts

and wounds accidentally incurred, its use may prevent the development of infec-

tion and permit wound healing. CONTRAINDICATIONS: Not for use in the eyes or

external ear canal if the eardrum is perforated. This product is contraindicated in

those individuals who have shown hypersensitivity to any of the components.

WARNING: Because of the potential hazard of nephrotoxicity and ototoxicity due to

neomycin, care should be exercised when using this product in treating extensive

burns, trophic ulceration and other extensive conditions where absorption of

neomycin is possible. In burns where more than 20 percent of the body surface is

affected, especially if the patient has impaired renal function or is receiving other

aminoglycoside antibiotics concurrently, not more than one application a day is

recommended. PRECAUTIONS: As with other antibacterial preparations, prolonged

use may result in overgrowth of nonsusceptible organisms, including fungi.

Appropriate measures should be taken if this occurs. ADVERSE REACTIONS:

Neomycin is a not uncommon cutaneous sensitizer Articles in the current litera-

ture indicate an increase in the prevalence of persons allergic to neomycin. Oto-

toxicity and nephrotoxicity have been reported (see Warning section).

Complete literature available on request from Professional Services Dept PML.

ft
Burroughs Wellcome Co.
Research Triangle Park

Wellcome/ North Carolina 27709



MALPRACTICE
QUESTIONS

Dependon Starkweather&Shepley
for the answers and help

Hundreds of Rhode Island physicians rely on us because we're

insurance experts. As agents, we've spent years solving all types of

professional and personal insurance problems for the medical

community. And you can depend on us to help you through periods

of uncertainty. ..Starkweather & Shepley for answers and help.

ESTABLISHED 1879

Starkweather&Shepley
Complete Business & Personal Insurance, Pension & Estate Planning

Representing the World's Major Insurance Companies.

155 South Main Street, Providence, Rhode Island 02903, Telephone (401)421-6900

Wherever you go,

forget your telephone

calls. Well take them

for you, day or night.

MEDICAL BUREAU

of the

Providence Medical Association
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Maybe the patient’s self-diagno-

sis is right. He could have hay
fever. But that bright red nasal

mucosa, along with the thick dis-

charge and excoriation around
the nares, strongly suggests that

the main problem is a cold. Hay
fever or another form of allergic

rhinitis may or may not he an
underlying factor.

€totrtor

AUergyf

If a complete history and ex-

amination rule out allergic rhini-

tis, the long-term outlook will be
a lot more favorable than It is

own “diagnosis” would have in-

dicated.

But right now, whether he’s

got allergic rhinitis or a cold, lie’s

suffering from t lie same irritat-

ing symptoms of drip, congestion

and stuffiness. Try Dimetapp
Extentabs®. They’re formulated

to relieve these symptoms with-

out much chance of causing
drowsiness or overstimulation.

Your patients will appreciate the

24-hour relief they can get from
just one tablet every 12 hours.

Whether it’s a cold or an allergy, Dimetapp Extentabs® relieve stuffiness, drip and congestion.*

INDICATIONS

Based on a review of this drug by the

National Academy of Sciences—
National Research Council and/or
other information, FDA has classified

the following indications as lacking

substantial evidence of effectiveness

as a fixed combination: Dimetapp
Extentabs are indicated for symptom-
atic relief of allergic manifestations of

upper respiratory illnesses, such as the

common cold, seasonal allergies,

sinusitis, rhinitis, conjunctivitis and
otitis. In these cases it quickly reduces
inflammatory edema, nasal congestion

and excessive upper respiratory secre-

tions, thereby affording relief from

nasal stuffiness and postnasal drip.

CONTRAINDICATIONS: Hypersensitivity

to antihistamines of the same chemical

class. Dimetapp Extentabs are contrain-

dicated during pregnancy and in children

under 1 2 years of age. Because of its dry-

ing and thickening effect on the lower

respiratory secretions, Dimetapp is not

recommended in the treatment of bron-

chial asthma. Also, Dimetapp Extentabs

are contraindicated in concurrent MAO
inhibitor therapy.

WARNINGS: Use in children: In infants

and children particularly, antihistamines

in overdosage may produce convulsions

and death.

PRECAUTIONS: Administer with care to

patients with cardiac or peripheral vascu-

lar diseases or hypertension. Until the

patient’s response has been determined,

he should be cautioned against engaging

in operations requiring alertness such as

driving an automobile, operating ma-
chinery, etc. Patients receiving antihista-

WHmvtapp
Ejrtvntahs
Dimetane® (brompheniramine maleate),

12 mg.; phenylephrine HCI, 15 mg.;

phenylpropanolamine HCI, 15 mg.

mines should be warned against possible

additive effects with CNS depressants

such as alcohol, hypnotics, sedatives,

tranquilizers, etc.

ADVERSE REACTIONS: Adverse reac-

tions to Dimetapp Extentabs may include

hypersensitivity reactions such as rash,

urticaria, leukopenia, agranulocytosis,

and thrombocytopenia; drowsiness, lassi-

tude, giddiness, dryness of the mucous
membranes, tightness of the chest, thick-

ening of bronchial secretions, urinary

frequency and dysuria, palpitation, hypo-

tension/hypertension, headache, faint-

ness, dizziness, tinnitus, incoordination,

visual disturbances, mydriasis, CNS-
depressant and (less often) stimulant

effect, anorexia, nausea, vomiting, diar-

rhea, constipation, and epigastric distress.

HOW SUPPLIED: Light blue Extentabs in

bottles of 100 and 500.

AHROBINS
A. H Robins Company, Richmond, Va. 23220



when pain goes on... and on... and on

For the patient with a terminal illness, PAIN past,

present, and future can dominate his thoughts

until it becomes almost an obsession. The more he

is aware of the pain he is now experiencing, the

more difficult it is to erase his memory of yester-

day’s pain, and to allay his fearful anticipation

of tomorrow’s pain.

Surely the last thing this patient needs is an

analgesic containing caffeine to stimulate the

senses and heighten pain awareness. A far more
logical choice is Phenaphen with Codeine. The
sensible formula provides 'A grain of phenobarbital

to take the nervous “edge” off. so the rest of the

formula can help control the pain more effectively.

Don't you agree. Doctor, that psychic distress

is an important factor in most of your terminal

and long-term convalescent patients?

the analgesic formula that calms instead of caffeinates

Phenaphen
with Codeine
Phenaphen with Codeine No. 2. 3. o r 4 contains- Phenobarbital (V* gr.). 16 2 mg (warning-

may be habit forming): Aspirin (2Vz gr ). 162 0 mg. Phenacetin (3 gr ), 19a 0 mg Code ne

phosphate. Vi gr. (No. 2). Vi gr (No 3) or 1 gr. (No 4) (warning may be habit forming)

Indications: Provides relief n severer grades of pain, on low codeine dosage,

with minimal possibility of side effects. Its use frequently makes unnecessary

the use of addicting narcotics. Contraindications: Hypersensitivity to any of

the components Precautions: As with all phenacet-n-contai-mg products,

excessive or prolonged use should be avoided. Side effects: Side effects are

uncommon although nausea constipation and drowsiness may occur. Dosage:

Phenaphen No 2 and No. 3—1 or 2 capsules every 3 to 4 hours as needed:

Phenaphen No 4— 1 capsule every 3 to 4 hours as needed Fcr further details

see product literature

/’jjj Phenaphen with Codeine is now classified in Schedule III. Controlled Sub-

vl stances Act of 1970. Available on written or oral prescription and may be

refilled 5 times within 6 months, unless restricted by state law.

A H Robins Company, Richmond Va AHf^OBINS



OFFICE SPACE
FOR RENT

THE 111 PLAIN ST. MEDICAL BUILDING

is a newly renovated construction within

eye-view and two minutes' walk of the

RHODE ISLAND HOSPITAL

and less than six minutes' drive from

BROWN U. MEDICAL SCHOOL

ROGER WILLIAMS HOSPITAL

MIRIAM HOSPITAL

VETERANS HOSPITAL

and a little longer from the

LADY OF FATIMA - ST. JOSEPH'S COMPLEX

Offices include carpeting, electric heating, air-

conditioning, electronic protection, elevator,

janitorial services, laboratory and x ray serv-

ices.

FOR APPOINTMENT

CALL 331-6317 ANYTIME

Join RIPSRO

MAKE YOUR VOICE

HEARD IN THE

REVIEW PROCESS

Current Membership

1,125

40 Westminster Street

Suite 1730

331-6661

Plan Now To Celebrate

The 129th Annual Meeting

of the

Providence Medical Association

Wednesday, Januar 21, 1976

Colonial Hilton Inn, Cranston, R.l.

A Meeting and Dinner Dance to which all Members and their Spouses are

invited. Music will be provided by RALPH STUART'S ORCHESTRA.
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Keflex
cephalexin

Additional information available to the profession on request.

Eli Lilly and Company

Indianapolis, Indiana 46206
500738



Laboratory Tests Of Thyroid Function

Appropriate Studies Supplementing His-

tory And Physical Will Provide A Ra-
tional Basis For Diagnosis And Treat-

ment

By Milton W. Hamolsky, M.D.

Today’s knowledgeable physician deals with dis-

eases of function of the thyroid gland from a po-

sition of diagnostic and therapeutic strength. The

spectrum of clinical symptoms and signs of both

hyperthyroidism and hypothyroidism has been well

delineated. Curative therapy is available — anti-

thyroid goitrogen, thyroidectomy, or radioactive

iodide therapy for hyperthyroidism and specific

and effective thyroactive compounds for the treat-

ment of hypothyroidism. This review will attempt

to summarize selectively the link between the clin-

ial manifestations which first suggest the diseased

states and the ultimate therapeutic resolution,

namely, the principal laboratory tests of thyroid

function.

Rational selection and use of thyroid function

tests depend upon understanding of the following

schematized parameters of thyroid function and io-

dide metabolism:

Step One — Circulating inorganic iodide ion is

selectively taken up by the thyroid follicular cell.

The major competing pathway is urinary excretion.

Following its uptake, iodide is converted to an or-

ganic form and, almost immediately, incorporated

with the ubiquitous amino acid, tyrosine, to form

MILTON W. HAMOLSKY, M.D., Pkysician-in-

Chief and Director oj Division of Medical Re-

search, Rhode Island Hospital; Professor of Medi-

cal Sciences, Brown University.

This is one of a series of papers supported by the

Continuing Education Program of the Rhode Island

Health Science Education Council.

initially monoiodotyrosine (MIT). Another iodine

atom is promptly added, forming diiodotyrosine

(DIT). Two molecules of DIT are then ‘‘coupled”

to form tetraiodothyronine (or thyroxin) with four

iodine atoms (T-4). A small amount of the triiodin-

ated thyronine molecule is also formed, known as

triiodothyronine (T-3). T-4 and T-3 constitute

“the thyroid hormones,” released into the circula-

tion. A significant additional source of T-3 is

peripheral deiodination of T-4.

For clinical purposes, the above parameters are

usually measured by the uptake of radioactive io-

dide — generally performed over a 24-hour period.

Normal thyroid function is reflected by a 24-hour

radioactive iodide uptake of about 15 to 35 per

cent of the ingested dosage, hyperthyroidism by an

uptake greater than 35 per cent, and hypothyroid-

ism, usually less than 10 per cent. This basic meas-

urement of iodide uptake also forms the basis (see

below) for 1) the TSH stimulation test, 2) the

suppression test, and 3) the perchlorate (or thio-

cyanate) discharge test.

Step Two — Following discharge from the

thyroid gland, T-4 and T-3 are bound highly se-

lectively to trace plasma proteins — 1) thyroxin

binding globulin (TBG), 2) thyroxin binding pre-

albumin (TBPA), and 3) a small albumin moiety.

T-4 is bound very firmly, T-3 much more loosely,

explaining the more rapid disappearance of T-3

from the circulation into the tissues and its greater

resultant biological activity.

(Continued on Next Page)
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Several tests measure this parameter of thyroid

function, including:

1) Serum protein bound iodine level (PBI).

Determination of the amount of organic iodine

bound to the specific proteins reflects the concen-

tration of T-4 (about 95 per cent of the PBI) and

T-3 (about 5 per cent) in the circulation.

Euthyroid values usually range from 4 to 8 micro-

grams per 100 milliliters, are elevated in hyper-

thyroidism, lowered in hypothyroidism. The value

is spuriously elevated in 1) patients who have re-

ceived forms of iodide or iodine, 2) pregnancy, 3)

patients receiving estrogens, 4) liver diseases, and

5) families with congenital excess of TBG. Serum

PBI is spuriously lowered in 1) nephrosis (due to

lack of binding protein), 2) starvation, 3) dilantin

administration, 4) anticoagulation, 5) congenital

lack of TBG, and 6) certain non-specific “sick”

patients.

2) Serum T-4 levels (measured by radioim-

munoassay or in a competitive binding test me-

thod). The average values range from 5 to 12

micrograms per 100 milliliters as thyroxine, or 3.3

to 6.3 as T-4 iodine, are not affected by exogenous

iodine containing compounds, but are increased or

decreased respectively in instances of increased or

decreased TBG binding.

3) Serum T-3 level. This is a new test, measur-

ing the actual concentration of circulating triiodo-

thyronine by radioimmunoassay. Euthyroid values

are not firmly established yet, but range generally

from 170-270 nanograms per 100 milliliters as T-3,

or 100-160 nanograms per 100 milliliters as T-3

iodine. This is particularly important to the clin-

ician since several patients with normal PBI or

T-4 levels have been demonstrated to have hyper-

thyroidism due to an excess T-3 level — so called

“T-3 toxicosis.” Similarly, patients may be euthy-

roid with a low serum PBI or T-4 when they have

a normal serum T-3 level.

4) The in-vitro T-3 uptake test. This is the

more familiar “T-3 test” which must be carefully

differentiated from the above serum T-3 level. For

this test, a tracer amount of radioactive T-3 is

added to the serum, binding virtually instantane-

ously to TBG. A competitive binder is added (resin

or red cells or charcoal) and the amount of radio-

active T-3 released from TBG and “taken up” by

the resin, red cell, or charcoal is determined. The

“uptake,” therefore, reflects primarily the binding

capacity of TBG and TBPA and is not a measure

of serum T-3 concentration. In the widely used

sponge-resin uptake method, normal uptakes vary

between 25 to 35 per cent. Uptake values are in-

creased in hyperthyroidism, reflecting a diminished

residual binding capacity of TBG and TBPA. In

hypothyroidism coversely, the uptake is de-

creased, reflecting increased serum binding, less

available to be “taken up” by the resin. Uptake
tests are spuriously lowered in pregnancy, estro-

gen administration, congenital increase of binding

proteins, certain cases of liver disease, phenothia-

zene use, acute porphyria — all due to an increase

in the binding protein capacity. Uptakes are spuri-

ously elevated when binding capacity is diminished

as in nephrosis, anticoagulant administration, acid-

osis, dilantin administration, and large doses of

aspirin.

Thus, in hyperthyroidism, both serum T-4 (or

PBI) and T-3 uptake values are increased; in hy-

pothyroidism, both T-4 (or PBI) and T-3 uptakes

are decreased. The combination of increased T-4

(or PBI) and decreased T-3 uptake represents in-

creased binding of hormone by the plasma proteins,

decreased T-4 (or PBI) and increased T-3 uptake

indicates decreased plasma protein binding.

It is noteworthy that the T-3 uptake is normal or

low in the syndrome of “T-3 toxicosis” which is

due to increased circulating levels of T-3. Because

triiodothyronine is so loosely bound to TBG, the

T-3 uptake test reflects chiefly the saturation of

binding sites by T-4. Since T-4 is normal or low

in this syndrome, the T-3 uptake is not increased

in T-3 toxicosis.

Step Three — from the transport protein, T-4

and T-3 enter into the peripheral tissues to effect

the ultimate biological actions of thyroid hormones.

This overall metabolic effect is reflected by the

traditional basal metabolic rate (BMR), and the

serum cholesterol level, the serum tyrosine levels,

and the relaxation phase of certain reflexes.

Serum cholesterol is not a useful test of thyroid

function per se, but is highly useful in differenti-

ating primary hypothyroidism in which serum cho-

lesterol is almost always elevated from secondary

or pituitary hypothyroidism in which the serum

cholesterol is almost always normal or low. Al-

though the rate of reflex contraction and relaxation

is generally rapid in hyperthyroidism and retarded

in hypothyroidism, a single quantitative measure-

ment of these phases in a specific individual is not

a reliable diagnostic index of thyroid function.

Step Four — The above processes are normally

under the control of the thyroid stimulating hor-

mone (TSH) from the anterior pituitary gland

which stimulates the uptake of iodide by the thy-
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roid, its conversion to the thyroid hormones, and
their release from the thyroid gland into the circu-

lation. This forms the basis of the TSH stimulation

test, useful in differentiating primary hypothyroid-

ism (disease of the thyroid gland itself) from sec-

ondary hypothyroidism due to pituitary deficiency.

In either instance of hypothyroidism, the 24-hour

1-131 uptake is low. Following administration of

TSH by a standard protocol, failure of the 24-hour

1-131 uptake to increase indicates primary hypo-

thyroid disease; when the hypothyroidism is due
to failure of pituitary release of TSH, exogenous

administration of TSH results in a striking in-

crease of the 1-131 uptake over the low control

value. Serum TSH level can now be accurately

measured by radioimmunoassay. The normal range

is 0-10 micrograms per 100 ml. This is elevated in

primary hypothyroidism (return to normal range

may be considered the most accurate laboratory

index of adequacy of replacement thyroid hormone
therapy), whereas it is virtually absent in second-

ary hypothyroidism.

More recently we have learned that the pituitary

gland is under the control of a hormone from the

hypothalamus (thyroid releasing hormone [TRH]),

a simple tripeptide (glutamic acid, histidine, pro-

line) which controls the synthesis and release of

TSH. Thus, it is now possible to differentiate in the

instance of secondary hypothyroidism whether the

deficiency is due to failure of the pituitary to re-

lease TSH when TRH is administered, or alterna-

tively indicates that the deficiency is in the hypo-

thalamus, when the administration of TRH prompt-

ly causes the release of TSH, which in turn in-

creases the 24-hour 1-131 uptake. It may not be of

great clinical significance to differentiate the spe-

cific localization of the defect since the physician

will treat the patient with thyroid hormone in

either instance. However, it may be most useful in

1) indicating the need for added cortisol therapy

in cases of secondary hypothyroidism, and 2) sug-

gesting the presence of a pathological disorder

either within the hypothalamic area when TRH
corrects the deficit, or in the anterior pituitary

when TRH fails to correct the deficit while sub-

stitution of TSH corrects it. The clinician is thus

provided with a more precise method of localizing

the site of the pathological disorder in the hypo-

thalamus, the pituitary, or the thyroid gland.

Step Five — The circulating levels of T-4 and

T-3 modulate the release of TRH and TSH in a

negative feedback mechanism. Thus, in the normal

individual, excess thyroid hormone, either physio-

logically induced or resulting from exogenous thy-

roid hormone administration shuts off the action of

TRH and TSH, thus blocking the 24-hour 1-131

uptake. Similarly, deficiency of circulating thyroid

hormone leads to an increased output of TRH and
TSH, resulting in an increased 1-131 uptake. These
considerations form the basis for the suppression

test. In this maneuver a 24-hour 1-131 uptake is

performed. Subsequently, the patient is given thy-

roactive material, either 75 to 100 micrograms of

T-3 daily for seven to ten days or 0.2 mg. of syn-

thetic thyroxin or two grains (120 mg) of desic-

cated thyroid extract daily for three to four weeks,

followed by another 1-131 uptake. In the normal
individual, the second uptake will be strikingly re-

duced by the administration of the thyroid hormone
which causes the negative feedback shutoff of TSH
secretion. As the most sensitive test of mild or

early hyperthyroidism, administration of thyroid

hormone fails to decrease the 1-131 uptake. Thus,

in the appropriate clinical settings, if the second

1-131 uptake is as high as the first after adequate

thyroid administration, or is not lowered to at least

50 per cent of baseline, there is indication of hy-

perthyroidism or an autonomous nodule in the

thyroid, or the type of exophthalmos related to ab-

normal hypothalamic-pituitary-thyroid function.

Based on the above considerations, the clinician,

suspecting thyroid dysfunction, has an extensive

diagnostic armamentarium. In practical clinical

terms, the following approach is recommended:

In hyperthyroidism the serum T-4 (or RBI) and

T-3 uptake levels are usually elevated. Additionally,

one may perform the 24-hour 1-131 uptake and, if

it is also elevated with the appropriate clinical

manifestations, the diagnosis is confirmed. If, de-

spite clinical manifestations, T-4 and T-3 uptake

are normal, an elevated serum T-3 level and 1-131

thyroid uptake will indicate T-3 toxicosis. In bor-

derline cases the failure of exogenous thyroid hor-

mone to suppress a 24-hour 1-131 uptake is strong-

ly indicative of mild or early hyperthyroidism or

that form of exophthalmos ultimately related to

abnormal pituitary-thyroid function. Scanning of

the thyroid gland following administration of radio-

active iodide will indicate whether the hyperthy-

roidism is due to a diffuse toxic goiter, when the

scan will reveal diffuse homogeneous uptake

throughout an enlarged gland, or toxic nodular

goiter, when the 1-131 will be selectively concen-

trated in the palpable nodule.

In hypothyroidism the serum T-4, PBI, T-3 up-

take, serum T-3 level, and 1-131 uptake will usu-

( Continued on Page 509)
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Community Health Planning In Rhode Island

Following The Navy’s Withdrawal

Relationship Between Economic Adver-

sity And Deterioration Of Health And
Health Services Appears To Be Con-

firmed By Present Study

By William J. Waters, Ph.D., Mary Pat Moore,

M.A., Stephen H. Sirota, M.A., and Neil Young,

M.A.

Officials within the United States Department of

Defense began working on a “base realignment”

package in October of 1971 with the objective of

consolidating Naval bases along the East Coast. On

April 17, 1973 a Pentagon report disclosed the fol-

lowing intended changes for Rhode Island: 1) The

Quonset Point Naval Air Station and the Charles-

town Auxiliary Naval Air Station would close, 2)

The Newport Naval Base fleet activities would be

drastically reduced, and 3) The Construction Bat-

talion Center at Davisville would be reduced to a

"caretaker status.” These decisions, which became

effective in June 1973, represented one of the larg-

est military cutbacks ever affecting any one state.

In a state whose total workforce numbers only

415,000, the impact of the Shore Establishment Re-

alignment (SER) was swift and substantial. Base

closures in Rhode Island, most of which took place

over a brief one-year period, accounted for some

6,000 civilian and 17,300 military positions elim-

inated.
1 The unemployment rate in Rhode Island

at the time of the final SER decision was 6.7 per

cent. Eighteen months later the unemployment rate

had risen to 10.5 per cent, 3.8 per cent higher than

Tliis paper is adapted from the Core Staff Final

Report of the Economic Transition Project, Rhode

Island Department of Health.

The Project Director was John T. Tierney, Deputy

Director of Health. William J. Waters was the Prin-

cipal Investigator for the Project, and the other

authors were all planners with the Project. The Eco-

nomic Transition Project was operational from Sep-

tember 1974 through August 1975. It was funded

through a project grant awarded to the Honorable
Philip W. Noel, Governor of Rhode Island, by the

Tri-State Regional Medical Program.

the national rate. The personal income loss to civil-

ian residents of Rhode Island as a direct result of

the combined cutbacks at Quonset, Davisville, and

Newport was estimated to be $60.6 million. If this

is combined with the $230.6 million loss of military

salaries and allotments, the total income loss to

Rhode Island as a result of SER was approximately

$300 million, which represents a loss of 6 per cent

of the 1972 Gross State Product.2

Immediately following the Navy's announcement

of the Shore Establishment Realignment (SER) the

Governor’s Task Force for Economic Conversion,

a broadly based citizen’s advisory group, was cre-

ated. At the same time an Economic Renewal Co-

ordinating Center (ERCC), a temporary staff group

in the Governor's office to coordinate planning for

conversion of the Navy base properties, was insti-

tuted. The ERCC issued its assessment of economic

and social impacts in July 1974.3 At the same time

the Governor obtained a grant from the Tri-State

Regional Medical Program to assess the impact of

SER on the health system of the State.

.\n in-depth analysis of the impact on health and

medical care seemed warranted by the magnitude

of Navy medical reductions and shifts. The District

Medical Office of the Navy, formerly located in

Boston, was moved to Newport in December of

1973. In February 1974 the Secretary of the Navy

approved the disestablishment of the Naval Hos-

pital in Newport as a separate command and con-

solidated it as the Naval Regional Medical Center

(NRMC). However, due to the Navy’s realignment

program, the NRMC experienced a contraction in
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staff and operations. Further, the Quonset Point

Naval Hospital closed in March 1974. It had served

some 10,200 active duty personnel and dependents,

plus 9,900 retired military personnel and depend-

ents. The NRMC, Newport became the only source

of Naval medical care for retirees and their de-

pendents on August 14, 1974. The Davisville Dis-

pensary continued servicing active duty personnel

and civil service employees until its closing in June
1975.

OBJECTIVE

A specific unit within the Rhode Island Depart-

ment of Health, the Economic Transition Project

(ETP), was organized in September 1974 to under-

take community health studies related to the Navy’s

exodus from Rhode Island. The primary objective

of this unit was to determine what impact specific

Navy decisions and actions had or would have on

specific components of the health system within the

state. Naval operations were not completely con-

solidated in any single part of the State. For ex-

ample, there were Naval activities in all of the fol-

lowing Rhode Island locations: Newport, Quonset,

Davisville, Charlestown, and Bristol. In addition.

Navy military personnel, retirees, and civilian em-

ployees resided throughout the entire state. Thus,

the primary work objective had a statewide focus,

but emphasis was on the effects of the closing of

Naval installations.

METHODS
All of the following means were employed in an

attempt to accomplish the stated primary research

objective.

The first step in implementing the primary ob
jective outlined1 above was to search the literature

mainly via Medlars.4 The purpose of the search of

the literature was to identify any similar health

studies that had been previously conducted so that:

1) effective research methods could be identified

and utilized, and 2) likely effects could be identi-

fied and then watched for locally. Unfortunately

the approximately 200 citations received from

Medlars did not yield any past studies which were

similar in scope and circumstance to the Economic

Transition Project’s study. Thus, the Economic

Transition Project’s work appeared to represent a

new field of research activity; a comprehensive,

community health study following a major economic

and medical care dislocation. However, the efforts

of several investigators (Brenner, Cobb and Kasl),

which were discovered in the course of this search

of the literature, proved to be particularly rele-

vant.5, 6 While these materials did not represent

prototypes for the ETP, they did provide valuable

epidemiologic information concerning the relation-

ship between health and economic downturns.

The Rhode Island Health Science Education

Council (R1HSEC) was responsible for two man-
power analyses. First, RIHSEC conducted a ques-

tionnaire/interview survey of health facilities on

Aquidneck Island and in the North Kingstown

Service Area. The “North Kingstown Service Area”

was defined by the Economic Transition Project as

the two Hospital Service Areas which surround

North Kingstown (i.e., Kent and South County
Hospital Service Areas). Hospital Service Areas

were determined empirically on the basis of pa-

tient origin information.' The purpose of the RI-

HSEC survey was to measure the extent of lost

manpower to civilian health service providers as a

result of the Navy’s SER. Second, RIHSEC in-

ventoried selected health professions (including

physicians) in the geographic study areas using all

available sources of such information, mainly li-

censure files.

The core staff implemented a 14 per cent random
sample survey of military retirees in Rhode Island

(n=583). The mailed questionnaire was designed

to measure the impact of SER on the health of

retirees and their dependents. Also, the core staff

interviewed providers, consumers, government offi-

cials, and community interest organizations in the

two target areas in order to get various perceptions

regarding SER and general community health is-

sues. Finally, the core staff secured the addition of

health related questions to a census survey of for-

mer Quonset Navy civilian employees (n = ca

4000). This mailed questionnaire survey was con-

ducted by the Office of Manpower Affairs, State

of Rhode Island. The purpose of the health related

questions was to determine the impact of SER on

the health of former civilian employees of the Navy.

FINDINGS

The core staff identified the following facts. In

fiscal year 1972 there were over 120,000 ambu-

latory visits and close to 4,000 inpatient admissions

at the Quonset Naval Hospital. The hospital ter-

minated all inpatient services in June of 1973. Out-

patient services continued until the hospital’s com-

plete shutdown in March of 1974. At the same

time there are approximately 10,000 Navy retirees

and depedendents living on the west side of Narra-

gansett Bay (2,700 Navy retirees and their 7,200

dependents) who were eligible for and did receive

outpatient and inpatient medical sendees at Quonset

(Continued on Next Page)
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Table 1

1972 and 1974 Division of CHAMPUS
Admissions in Rhode Island

Claimants 1972 1974

Active Duty Dependents 74% 57%
Retirees and Their Dependents 26% 43%

Table 2

Navy FEP Beneficiaries in

Rhode Island 1971, 1974

Navy Beneficiaries 1971 1974
Individual 1,024 570
Family 4,778 2,056

Total 5,802 2,626

Table 3

Bed Complement and Percent Occupancy
for Obstetrics and Pediatrics

at Naval Regional Medical Center and
Newport Hospital

Hospitals Located in Newport
Bed Percent

Compliment Occupancy
NRMC—1972

Obstetrics 17 90.6

Pediatrics 17 32.4

Newport Hospital—1974
Obstetrics 25 50.4
Pediatrics 24 37.2

Naval Hospital. 8

Since the closing of the Quonset Naval Hospi-

tal, the percentage of CHAMPUS* utilizers in

Rhode Island who are retirees has grown signifi-

cantly9 (See Table 1).

At the same time, it was noted that total CHAM-
PUS expenditures in Rhode Island had not in-

creased since SER.

As a result of SER there has been a dramatic

decrease in the number of FEP (The Federal Em-
ployees Health Benefits Program) claims in Rhode

Island 10 (See Table 2).

Due to the lack of staff, the Naval Regional

Medical Center at Newport has cut back on cer-

tain services (e.g., gynecological, orthopedic, psy-

chiatric), bed capacity, and clinic hours.

The core staff observed that the Naval Regional

Medical Center (NRMC) and the Newport Hos-

pital, which are located near to each other in

Newport, both have low occupancy rates for pedi-

atrics and that the Newport Hospital has a low-

occupancy rate for obstetrics according to the most

recent annual statistics available11
’
12 (See table 3).

The RIHSEC manpower studies resulted in the

following conclusions. 13 A substantial number (173)

of health professionals emigrated from the state as

a direct consequence of the closing of Navy bases

at Newport and Quonset in 1973 and 1974. How7-

* Civilian Health and Medical Program of the Uni-
formed Services.

ever, it was found that this emigration of health

professionals had no serious impact on the em-

ployers or health care providers. The lack of any

serious manpower impact despite the relatively

large emigration was probably due to the generally

favorable health manpower status of Rhode Island

and the fact that the faltering economy wras cre-

ating a buyer’s labor market. The one major nega-

tive finding produced by the RIHSEC manpower

studies was that there is a serious deficiency of

primary care physicians in the affected areas. In

this regard the RIHSEC report stated that the

presence of moonlighting Navy physicians enabled

the Newport and Quonset areas to buy some time,

but now a concerted effort is needed to meet a more

desirable supply of physicians.

The mailed questionnaire sample survey of mili-

tary retirees conducted by the core staff produced

a 69 per cent response rate within the allotted time.

This high response probably reflects the high level

of interest in health issues among Navy retirees.

Through the survey instrument the Navy retirees

communicated the following attitudes and feelings:

a) unhappiness with the fluctuation of services at

the Navy Regional Medical Center, b) concern

about the complexities and cost of CHAMPUS, c)

irritation with regard to the tolls and distance to

NRMC in Newport, d) disillusionment in the

wake of the Navy’s “broken promise” with regard

to medical care. Some selected quantitative results

of the military retiree survey can be found in

Tables 4-7.

Table 4

Military Retiree Satisfaction With
Navy Medical Care After the Shore

Establishment Realignment Program
Satisfaction Percent

Much Improved 1.5

Improved 4.5

Remained the Same 36.6

Declined 22.0

Severely Declined 22.0

No Response 13.4

Table 5

Distance to Navy Medical Care
for Military Retirees Since SER

Travel Percent

Travel farther 34.3

Do not travel farther 44.7

No Response 21.0

Table 6

Military Retiree Use of CHAMPLTS
(Civilian Health and Medical Program

of the Uniformed Services)

Use Percent

Use CHAMPUS 34.6

Do not use CHAMPUS 58.8

No Response 6.5
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Table 7

Emotional Impact of SER on Military Retirees
Stress Percent
Experienced 34.3
Not Experienced 59.1
No Response 6.6

Table 8

Suicide Rate in Rhode Island: 1973-1974
1973 1974 Percent

No. Rate No. Rate Change
Suicide 81 8.3 99 10.5 +26.5

The census survey of former Quonset Navy civil-

ian employees conducted by the Office of Manpower
Affairs yielded only a 28.7 per cent response rate

(1,175 responses out of 4,100 questionnaires mailed

out) by the ETP close-out date. Therefore, due to

the large potential bias associated with a low re-

sponse rate, inferences or generalizations based on

this survey should be made with extreme caution.

With this important caveat in mind, it can be re-

ported that most of the survey respondents: 1) cur-

rently had health insurance coverage (91.6 per

cent), 2) were presently employed or retired (75.8

per cent), but 3) had experienced new personal or

family emotional stress as a result of the Navy
withdrawal (53.6 per cent).

Finally, core staff field interviews indicated in-

creasing mental health problems in the target areas

as a result of SER and the general economic slump

which followed after SER. Health providers in the

target areas indicated that they were observing in-

creased personal and family tension and increased

demand for mental health services. Along the same

lines, it was noted that in 1974 there was a statis-

tically significant increase in the suicide rate in

Rhode Island. 14 In fact, the 1974 suicide rate

(10.5/100,000) was the highest rate in the last 30

years in Rhode Island, putting suicide among the

ten principal causes of death. (See Table 8.)

DISCUSSION

All of the research aimed at assessing the direct

health systems impacts of the Navy’s withdrawal

from Rhode Island leads to one unmistakable con-

clusion: the military retirees and their dependents

in Rhode Island are the most adversely affected

group. Due to the somewhat self-contained nature

of the Navy medical service system, Rhode Island

citizens in general were not affected by SER from

a medical service perspective. Most former Navy

civilian employees appear to have found new jobs,

and appear to have maintained some form of health

insurance. Rhode Island civilian health service pro-

viders, especially in the target areas, did experience

some inconveniences due to the exodus of Navy-

connected health manpower. However, these health

manpower losses to the civilian health sector appear

to have been rapidly replaced.

The military retirees and their dependents in

Rhode Island are bearing the brunt of the health

service effects of SER. Navy medical services in

Rhode Island are now less available and less de-

pendable. They are also less accessible. Thus, mil-

itary retirees and their dependents in Rhode Island

are forced to delay or forego Navy medical care,

or attempt to utilize civilian health services through

CHAMPUS. Use of CHAMPUS is not a very at-

tractive alternative for military retirees and their

dependents because it is more complicated and

more expensive. Military retirees in the State feel

betrayed by the Navy as far as medical services are

concerned.

The other major health system impact of SER
was in terms of increased personal and family stress.

The loss of employment, or the threat of loss of

employment, as a result of SER caused emotional

tension for individuals (and their families) em-

ployed directly by the Navy or by Navy-dependent

businesses. This stress appears to have exacerbated

mental health and alcohol abuse problems in the

State.

In addition to its primary objective (i.e., to as-

sess Navy health impacts), the ETP also set a

secondary objective for itself which was to conduct

comprehensive community health planning studies

for the two geographic target areas (i.e., Aquid-

neck Island and North Kingstown). The methods,

results, and conclusions related to this objective are

detailed in the ETP’s final report.
15 Rhode

Island Health Services Research Inc. (SEARCH)
and Peat, Marwick, Mitchell & Company were re-

tained as technical consultants. Also, community

advisory groups were established in the three most

affected hospital service areas: Kent, South County,

and Newport. The work of these groups and of the

core staff led to the identification of the following

common themes for the two target areas: 1) in-

effective health education; 2) lack of health serv-

ice information, referral, and linkage; 3) want of

transportation for the poor, elderly, and chronically

ill; 4) short supply of primary care; 5) dispropor-

tionately great health service problems of all kinds

for the poor and elderly; 6) growing concern about

mental illness and alcoholism; 7) inefficient distri-

bution and utilization of hospital inpatient services;

and 8) citizen ignorance of the prepaid group prac-

tice concept.

(Continued on Page 509)

Community Health Planning in Rhode Island Following the Navy’s \\ ithdrawal 503



^hen Medical Technology Fails

To Allay The Anxieties Of The Living
And End Life In Dignity Should Be Our
Coals

By Susan Trachtenberg

To everything there is a season, and

a time to every purpose under the heaven :

a time to be born and a time to die.

Ecclesiastes 3 :

1

This is a sentiment which, though true, is not

accepted in our present day death-denying society.

Talk of death is considered not merely morbid, but

taboo. We fear and deny death's reality. We use

euphemisms when referring to death, and we have

developed the tine art of making the dead appear

as though they were merely asleep. We go to all

costs to avoid speculating on death. Yet. this is

exactly what we need most urgently to do. Ours is

an age that has been witness to violent death in

war and to greater numbers of deaths through acci-

dents than ever before. If we have no acceptable

conception of death then it is bound to cause us

emotional trauma.

How can the individual be helped — what hap-

pens to the man who lives in a society determined

to ignore or avoid this fundamental aspect of

living? 'Why is there an ever-increasing anxiety re-

garding death? In view of the advances which have

been made in science and technology, how can we

assure ourselves that medicine will maintain its

humanitarian status rather than metamorphose

into a depersonalized science aimed at sustaining

life rather than decreasing suffering? What is the

SUSAN TRACHTENBERG, Member of the

Brown University Class of 1978.
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ultimate effect on the individual when he lives in a

society which all too often overemphasizes “book-

learning" and all but disregards tact, sensitivity,

and good taste in the management of medical

problems? When we are able equally to incorporate

the new scientific and medical advances of our

day, with an emphasis on human relations, then a

big step will indeed have been made.

Science and technology have contributed in large

part to society's defensiveness regarding death: by
adding to society's fear of being destroyed they

have added to society's fear of death. Advances in

science and technology are responsible for the pro-

duction of agents of mass destruction.

Destruction can strike out of the blue skies

and destroy thousands like the bomb at Hiro-

shima; it may come in the form of gasses or

other means of chemical warfare — invisible,

crippling, killing. It is no longer the man who

fights for his rights, his convictions, or the

safety or honor of his family, it is the nation

including its women and children who are in

the war, affected directly or indirectly with-

out a chance of survival. 1

This being the case, however, man attempts more

strenuous!}' than ever to defend himself: yet. he

can not maintain this denial of death indefinitely

— instead, he tries to master it. Doctor Kubler-

Ross, a Swiss-born psychiatrist known for her work

in the field of thanatology, suggests that wars are

merely representative of man’s need to face death,

to beat it, to come out alive: she feels them to

be strange manifestations of man's inability to

accept his own mortality.
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While every person tries to avoid the uncom-
fortable issue, eventually one must come to grips

with this most elemental reality. True, death is not

easy to examine because of its elusive quality. What
actually is death? A state? An experience? A con-

dition of nature? An act? Transcendence from one

realm to another? Biology gives us a sophisticated

understanding of what happens to the body to

make it die, as well as what happens in the event

of death itself. However, what can a biologist use

besides his conception of life, in order to give us

an account of the processes of death? The only

way to come to terms with this fundamental as-

pect of life is to be able to conceive of one’s

own death. It seems to me that this is a subject

which merits reflection not only because of the

preparation it gives us for the irreplacable losses

death wreaks upon our lives, but also because

affirming our own mortality may highlight a sharp-

er sense of freedom and a heightened awareness of

the uniqueness of each individual. If we focus on

death’s utter void, we also magnify the vitality that

circumscribes it. Obviously, this must be done by

each individual — it does not work on a mass

scale. If, however, we can begin to do this, many

changes could be affected — changes beneficial

to patients, to families, and, ultimately, maybe

even to the nation itself.

Presently, many young doctors find themselves

in the difficult position of knowing how to prolong

life, but being unable to provide their patients with

the emotional support which they so desperately

need. Doctors have been grossly under-educated in

terms of training or discussion on the definition of

“life.” In many ways death today is more horrible

than ever before—it is more lonely, more dehuman-

ized, more mechanical. Nowadays, people rarely

die at home, surrounded by the people they love,

but rather are whisked away, destined to die in the

sterile, impersonal environment characteristic of

most hospitals. All too often the human being gets

lost in a preoccupation with pulse, heart rate, elec-

trocardiogram, and pulmonary functions. Perhaps

the reason for the depersonalization in the treat-

ment of the dying patient can be attributed to the

defensiveness of the staff; perhaps this is their

means of dealing with and repressing the anxieties

which come up in the treatment of someone who

is going to die.

Is our concentration on equipment, on blood

pressure, our desperate attempt to deny the

impending death which is so frightening and

discomforting to us that we displace all our

knowledge onto machines, since they arc less

close to us than the suffering face of another

human being which would remind us once

more of our lack of omnipotence, our own
limits and failures, and last but not least, per-

haps our own mortality ?
1

Rather than having specialists for the dying, we
must attempt to educate our hospital personnel to

be able to deal successfully with the difficulties of

dealing with terminally ill patients.

Perhaps what I am saying is that we can

help them die by trying to help them live,

rather than vegetate in an inhuman manner .

1

Another problem common to the doctors is that

of confronting a patient with the diagnosis of a

malignant disease. Some doctors prefer to inform

the relatives but not the patients themselves, while

others are sensitive to the needs of their patients

and are able realistically to describe the true situ-

ation while allowing them at the same time to

maintain some degree of hope. Doctor Ross main-

tains that this is very important; she says that

the physician must be truthful, yet he must not

close all doors to the possibility of survival. He
must make the patient realize that everything pos-

sible will be done, always. If a physician is success-

ful in this, the patient will be able to trust his

honesty and will not need to be afraid of deceit,

isolation, or rejection. A decisive factor in deter-

mining whether a doctor will be able to accomplish

this is his own attitude and ability to deal with

incurable illness and death. If it presents the

doctor with a problem, chances are that he will be

incapable of calmly helping a patient to deal with

his impending death.

. . . those doctors who need denial themselves

will find it in their patients and . . . those who

can talk about the terminal illness will find

their patients better able to face and acknowl-

edge it. The need of denial is in direct pro-

portion with the doctor’s need for denial .

1

Death may shock us by bringing to mind our

own mortality, but bereavement embarasses us by

pointing out how helpless we are in the face of

grief. Research scientists studying personality as it

relates to death have come to realize that this is

not a subject of mere casual interest. Research in

psychosomatic medicine indicates that poorly man-

aged grief (often due to unresolved guilt or anger)

manifests itself in physical illness. The harmful

(Continued on Page 511)
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Editorial

JOHNNY CAN’T WRITE

Recent press reports indicate that not only can't

Johnny read, he also can't write! And incidentally,

he also can’t add. While the significance of deteri-

orating Scholastic Aptitude Test scores in these

fundamental disciplines may be subject to varied

professional interpretations, the decay of spoken

and written language in this country is really quite

obvious to the casual observer. The awkward in-

articulate speech of the typical teenager is an acute

embarrassment. Indifference to language and in-

eptitude in writing are a continuing source of poig-

nant discomfort for the Editor.

There appear to be a number of converging rea-

sons for this unfortunate situation. The late John

Dewey’s laissez jaire pedagogy coincides strangely

with the ‘‘do your own thing” philosophy of the

modern existentialist. Johnny couldn’t read because

he wasn’t taught phonetics. Johnny’s kid brother

can't write because he isn’t taught sentence struc-

ture. The simple declarative sentence is as strange

to him as the declension of a Syriac noun.

A further source of weakness is the general dis-

crediting of the teaching of foreign languages. The

study and understanding of foreign languages im-

poses upon the student the need for understanding

basic sentence structure. Colleges have generally

weakened foreign language requirements to a min-

imum. It can be stated as a virtual truism that

two years’ study of any language, as offered in the

typical high school curriculum, is a waste of time.

A more serious deficiency is the downgrading

of the Classics. Classical courses are looked upon

with disdain by the professional educationists. Our

local Classical High School, still a first rate insti-

tution in its insistence on excellence, now however

requires only two years of Latin for completion of

the classical course! The old fashioned and quaint

concept that the study of Latin taught discipline.

logical thinking, and the basics of grammar may yet

be given credence again. There is some evidence,

according to the New York Times, that ‘‘The

study of the ancient Greek and Roman classics,

which many had feared would soon follow Sanskrit

into academic obscurity, is staging a surprisingly

vigorous comeback on many American campuses.”

We sincerely hope that this is a genuine change of

heart and that the renaissance will seep down to

the secondary school level. Professor John Work-

man of Brown University has observed that en-

rollment in his school in classical Greek and Latin

has increased by 50 per cent during the past five

years. He believes that much of the interest may

represent the college students’ rebellion against

“packaged education in high schools,” where such

subjects ordinarily receive scant attention.

The traditional old-time doctor studied Latin as

a prerequisite so that he could have a sound back-

ground in medical and botanical terminology and

be able to write prescriptions in that arcane lan-

guage. Incidentally, he usually wrote very well.

There is no doubt that in pedagogy as in dress

styles and philosophies the pendulum swings widely

and deliberately. Perhaps we shall once again see

the day when solecisms, dangling participles, split

infinitives, awkward sentences, misspellings, tired

old cliches, inelegant slang, and just downright

poor writing will no longer be a scourge in this

realm. May those much abused phrases “this point

in time,” “parameters,” “a job well done,” “in this

area,” “methodology,” and “hopefully” be banned

Lem polite speech and good writing.

We look forward to the time when the teaching

of grammar, writing, foreign languages, and the

Classics will be considered not only respectable,

but a basic necessity.

^ ^ ^
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Editor’s Mailbox

PROTEST TO RIGHA

To the Editor:

I want to lodge a protest in the strongest terms

against the socialist intrusion of the federal bureau-

cracy in its massive financial support of the Rhode

Island Group Health Association (RIGHA).

RIGHA has recently been funded to the extent

of a $2 million dollar five year loan and an out-

right $400,000. grant from the government. They

are an inefficient group at best and practice a less

than adequate brand of medicine — a no choice

type of medicine. Yet they are taking part along

with their sponsor, Senator Claiborne Pell, in dis-

mantling the greatest system of medicine in the

world.

My partner and I are radiologists. We recently

borrowed $200,000 to purchase equipment and to

open our office in North Providence (Wellesley X-

Ray Associates). No one, including the federal

government, gave us any outright grant. We had to

mortgage away our families’ security, and we work

eleven hours a day six days a week trying to pay

our mortgage and electric bill.

How can we compete when they give our tax

money to our competitors, who in turn use it to

attempt to destroy our practice? Fellow Medical

Society Members, there is no competing against

this form of discriminatory federal action, for we

have to earn our money while they have it given

to them. They can afford to continue to be in-

efficient; we must pay for our efficiency.

This might all be fine and fair and justified if the

government had already nationalized medicine in

this country. However, that is not yet the case, and

since the United States still retains more than the

vestiges of the free enterprise system and democ-

racy rather than outright socialism, I will strongly

protest through every channel open to me.

How strongly will WE protest? W hy shouldn t

our protest be more than vocal? It is not merely a

question of whether we should avail ourselves of

the courts to attempt to stop them. IT IS SIMP-

LY A MATTER OF SURVIVAL THAT WE DO
SO.

Michael A. DeLuca, M.D.

Editor’s Mailbox

CORONARY SYNDROME

To the Editor:

The prime cause of the coronary syndrome is

overweight. Over 75 per cent of Americans, in-

cluding the doctors, are overweight. If you have

a heart problem and are overweight, don’t consult

an overweight doctor, because he often has a guilt

complex and will soft-pedal your weight problem.

While I was serving my two-year rotating in-

ternship at Rhode Island Hospital in 1921-23, I

had the good fortune to have Doctor Frank T.

Fulton as chief of medicine for a period of four

months. Doctor Fulton was the first cardiologist

in the state of Rhode Island, and he introduced

the first EIvG machine at the Rhode Island Hos-

pital. It was nearly the size of an antique family

house oigan and was imported from England.

Doctor Fulton’s gospel: Get the heart patient’s

weight down to normal or even five pounds under-

weight and forbid coffee, tea, alcohol, and tobacco.

For pain, nitroglycerine gr 1/100 under the tongue

every live minutes till relieved — 3 dose limit; or

subsequently if necessary morphine gr l
/\ with

atropine gr 1/150 under the tongue every hour

till relieved — 3 dose limit. Also, prescribe a

‘tonic” dose of digitalis gr 1)4 daily except Wednes-

day and Sunday, and nature will do wonders. For

52 years I have prescribed the Fulton treatment

for my patients and it works!

Recently the news media reported an interesting

heart case: “Doctor Joe Early (Bobby Troup) of

TV’s ‘Emergency’: Why I refused to have Heart

Surgery.” Two years ago, Bobby Troup, then age

54, felt a sudden tightening in his chest and the

doctor reported 90 per cent blockage in one cardiac

artery and an 85 per cent blockage in another and

recommended heart surgery. Bobby sought the

opinion of two other specialists and they thought

his problem could be controlled by medicine and

weight loss. Troup stated: “They put me on pills,

and I also went on a nonfat low-cholesterol diet.

The medicine didn’t remove the blockage in my

arteries, but collateral blood vessels developed

around the blockage. In other words, nature made

the bypass itself! Today, I feel great and my EKG
is normal!

”

E. A. Bowen, M.D.

(Continued on next page)
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“THE QUINLAN QUAGMIRE”
I\ew I ork Times (November 11, 1975)

To the Editor:

When Judge Robert Muir, Jr. of the New Jersey

Superior Court handed down his written verdict

regarding the Karen Quinlan case, it apparently

came as no surprise to the legal profession. He
ruled that Karen Quinlan could not be removed

from the respirator that apparently supported life.

The key concept in his decision was that the ma-

chinery did indeed support life. Therefore, since it

is clearly against the law to comit murder and

since all legal precedent permitted him no choice

or flexibility, his decision was forseeable and re-

lentless. The essential problem here is to gain a

clearer concept of what life is and what death

might be. It is only by constructing non-ambiguous

terms that the problem can be approached so that

a workable model can be constructed. There is a

certain ambiguity with phrases that describe ‘ liv-

ing vegetables” or human vegetables.” Clearly, our

definition must separate these terms so that a per-

son is either a human being or a vegetable; the

two conditions cannot co-exist. Attempts at crys-

tallizing these terms have been made, and a certain

amount of progress has been recorded so that so-

ciety’s thinking may better grapple with the con-

cepts and thus secure a clearer understanding.

Traditionally it was felt that death had occurred

when the heart and lungs ceased to function. This

was a reasonable yardstick in the days before med-

ical technology had reached the state where death

could be masked by artificial control of the heart

and lungs. We now have machinery that can stimu-

late respiration and support circulation almost in-

definitely. More recently the concept of brain death

has been elucidated. The feeling that the brain

more nearly represented the human being than did

the heart or lungs has brought this shift in empha-

sis. It is now felt by many that, if the brain is

dead, then the person as we know him with his

individual makeup, memory, thinking, and inter-

personal relationships is indeed dead. This concept

appears to be sensible among thinking men and

women. It is an eerie thought to equate the sanc-

tity of life with the fact that a pulp-like mass of

tissue has the capability to emit electrical impulses.

The electroencephalogram machine can very cun-

ningly and accurately determine whether or not the

brain is dead by recording any residual electrical

activity. We have a method that informs us of

total brain viability, thus life. In Karen Quinlan’s

case it was determined without doubt that the

brain emitted electrical impulses, and therefore she

was alive, notwithstanding a judgment regarding

the quality of her life. With these legal facts Judge

Muir was bound by statutory law to say that she

could not be “killed'" by withdrawing life support

systems. The brain death yardstick as measured

against life fails only in that it has not gone far

enough in recognizing that the brain has different

components and that they do not all cease to func-

tion at once.

Our present brain represents millions of years of

evolutionary trial and error, its unconscious reflex

patterns being deeply embedded in the brain stem

which originated over 20 million years ago with

our reptilian ancestors during Mesozoic times. The

mid-brain, which mediates our limbic system or our

emotional lives, fears and passions, can be viewed

as the mammalian brain, having its greatest de-

velopment in the Cenozoic period during the last 7

million years. The part of the brain that is uniquely

human in hominid architecture and function is the

cortex. This forepart of the brain and its more re-

cent covering, the neo-cortex or new cortex with its

delightfully convoluted pattern, is the portion that

gives us our human status, and is concerned with

memory, association patterns, and cognition. The

human personality and human life are the by-prod-

ucts of this part of the brain, the cortex or the

neo-pallium. The vegetative or biological functions

are maintained essentially by the brain stem. If in

our definition of brain death or brain life we could

tie sentient life or recognizable human life to the

cortex and clearly distinquish vegetative life as a

function of the electrical output from the brain

stem, we could clearly say that Karen Quinlan is

dead in spite of the electrical patterns as evidenced

by the electroencephalogram, and withdraw all ar-

tificial support systems.

It is our failure to distinguish heretofore between

the different parts of the brain and their functions

that has heightened this moral dilemma and ob-

scured the fact that Karen Quinlan is indeed dead,

because her cortex is dead. Cellular activity with
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electrical output from the brain stem represents

the same type of vegetative life that could be as-

signed to hair cells or heart cells that might be

maintained artificially.

The attempt must be made to illuminate these

bioethical problems, solutions must be sought, ethi-

cal traps avoided, and society and its need for us-

able organs considered. However, the ultimate re-

sponse must be mediated by the medical profession,

who take their orientation from the needs of the

patient and not from the needs of the state, the

needs of society, or the needs of the family. Trust

and trustworthiness are the cornerstones of the

doctor-patient relationship and must not be dis-

turbed, lest decisions of such a critical nature,

affecting us as individual citizens and human be-

ings, will be made on the basis of pragmatism by

governmental fiat.

Michael E. Scala, M.D.

Adjunct Professor of Anthropology, Rhode Is-

land College; Clinical Instructor of Orthopedics,

Brown University Medical School.

LABORATORY TESTS OF THYROID
FUNCTION

(Continued from Page 499)

ally be low. Clinically, a rough, dry, sealing, thick-

ened skin and elevated serum cholesterol will sug-

gest primary hypothyroidism; a fine, thin, “ala-

baster” skin and a normal or low serum cholesterol

will suggest hypopituitary (or hypothalamic) hypo-

thyroidism. Serum TSH level or TSH administra-

tion will indicate whether the pathology is in the

thyroid itself (increased TSH level and failure of

TSH to increase uptake) or is secondary to pitui-

tary or hypothalamic malfunction (decreased TSH
level or increase of 1-131 uptake following TSH
administration). Administration of TRH will then

differentiate whether the defect is in the hypothal-

amus (correction of the lowered 1-131 uptake) or

is due to pituitary failure to respond to TRH.
Where the 1-131 uptake is normal or elevated in a

patient suspected of hypothyroidism, the hypothy-

roidism may be due to a failure to convert incor-

porated iodide to hormone. A thiocyanate (SCN) or

perchlorate (ClO-i) discharge test is then indicated.

After the 1-131 uptake has reached its peak,

either SCN or ClCU ion is given by mouth and the

radioactive count is repeated in 1-2 hours. SCN or

CIO4 discharges radioactive iodide not yet con-

verted to organic iodine or hormone. In normal or

hyperthyroid subjects, incorporated iodide is con-

verted so rapidly that it is not discharged by SCN
or CIO4 . Any defect in conversion of iodide to

MIT, DIT, T-3, or T-4 leads to a prompt dis-

charge of the unconverted iodide by SCN or CIO4.

A significant decrease (e.g., greater than 10 per

cent) of the radioactive content of the thyroid

gland following administration of thiocyanate or

perchlorate will indicate a pathogenetic mechanism

for compensatory thyromegaly or, if compensatory

function is inadequate, explain the resultant hypo-

thyroidism.

In this review of laboratory testing it need

hardly be emphasized that the primary diagnostic

tools remain a careful history and physical exam-

ination. Alerted by his findings, the knowledgeable

physician will then select appropriate laboratory

tests to help provide him with a rational basis for

diagnosis and therapy for his patient.
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IMPORTANT INFORMATION: This is a Sched-
ule V substance by Federal law ; diphenoxylate
HCI is chemically related to meperidine. In
case of overdosage or individual hypersensi-
tivity, reactions similar to those after meperi-
dine or morphine overdosage may occur;
treatment is similar to that for meperidine or
morphine intoxication (prolonged and careful
monitoring). Respiratory depression may recur
in spite of an initial response to Nalline@ (nal-

orphine HCI) or Narcan® (naloxone HCI) or
may be evidenced as late as 30 hours after in-

gestion. LOMOTIL IS NOT AN INNOCUOUS
DRUG AND DOSAGE RECOMMENDATIONS
SHOULD BE STRICTLY ADHERED TO, ESPE-
CIALLY IN CHILDREN. THIS MEDICATION
SHOULD BE KEPT OUT OF REACH OF
CHILDREN.

Indications: Lomotil is effective as adjunctive ther-
apy in the management of diarrhea.

Contraindications: In children less than 2 years,
due to the decreased safety margin in younger age
groups, and in patients who are jaundiced or hyper-
sensitive to diphenoxylate HCI or atropine.

Warnings: Use with special caution in young chil-

dren. because of variable response, and with extreme
caution in patients with cirrhosis and other ad-
vanced hepatic disease or abnormal liver function
tests, because of possible hepatic coma Diphenoxy-
late HCI may potentiate the action of barbiturates,
tranquilizers and alcohol. In theory, the concurrent
use with monoamine oxidase inhibitors could pre-
cipitate hypertensive crisis. In severe dehydration
or electrolyte imbalance, withhold Lomotil until cor-
rective therapy has been initiated.

Usage in pregnancy: Weigh the potential benefits
against possible risks before using during preg-
nancy, lactation or in women of childbearing age.
Diphenoxylate HCI and atropine are secreted in the
breast milk of nursing mothers.

Precautions: Addiction (dependency) to diphenoxy-
late HCI is theoretically possible at high dosage. Do
not exceed recommended dosages. Administer with
caution to patients receiving addicting drugs or
known to be addiction prone or having a history of

drug abuse. The subtherapeutic amount of atropine
is added to discourage deliberate overdosage;
strictly observe contraindications, warnings and pre-
cautions for atropine; use with caution in children
since signs of atropinism may occur even with the
recommended dosage. Use with care in patients with
acute ulcerative colitis and discontinue use if ab-
dominal distention or other symptoms develop.

Adverse reactions: Atropine effects include dryness
of skin and mucous membranes, flushing, hyper-
thermia. tachycardia and urinary retention. Other
side effects with Lomotil include nausea, sedation,
vomiting, swelling of the gums, abdominal discom-
fort. respiratory depression, numbness of the ex-
tremities, headache, dizziness, depression, malaise,
drowsiness, coma, lethargy, anorexia, restlessness,
euphoria, pruritus, angioneurotic edema, giant urti-

caria, paralytic ileus, and toxic megacolon.

Dosage and administration: Lomotil is contraindi-
cated in children less than 2 years old. Use only
Lomotil liquid for children 2 to 12 years old. For ages
2 to 5 years. 4 ml. (2 mg.) t.i.d.; 5 to 8 years, 4 ml.

(2 mg.) q.i.d.; 8 to 12 years, 4 ml. (2 mg.) 5 times
daily; adults, two tablets (5 mg.) t.i.d. to two tablets

(5 mg.) q.i.d. or two regular teaspoonfuls (10 ml.,

5 mg ) q i d. Maintenance dosage may be as low as
one fourth of the initial dosage. Make downward
dosage adjustment as soon as initial symptoms are
controlled.

Overdosage: Keep the medication out of the reach
of children since accidental overdosage may cause
severe, even fatal, respiratory depression. Signs of

overdosage include flushing, hyperthermia, tachy-
cardia. lethargy or coma, hypotonic reflexes, nystag-
mus, pinpoint pupils and respiratory depression
which may occur 12 to 30 hours after overdose. Evac-
uate stomach by lavage, establish a patent airway
and. when necessary, assist respiration mechani-
cally. A narcotic antagonist may be used in severe
respiratory depression. Observation should extend
over at least 48 hours.

Dosage forms: Tablets, 2.5 mg. of diphenoxylate HCI
with 0.025 mg. of atropine sulfate. Liquid. 2.5 mg. of

diphenoxylate HCI and 0.025 mg. of atropine sulfate
per 5 ml A plastic dropper calibrated in increments
of ’/2 ml. (total capacity, 2 ml.) accompanies each
2-oz. bottle of Lomotil liquid.

Searle & Co.
San Juan, Puerto Rico 00936

Address medical inquiries to:

G. D. Searle & Co.
Medical Department. Box 5110,
Chicago, Illinois 60680 455

SEARLE
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Diarrhea can hook anyone. When it does,

physicians and patients both want prompt
control of diarrheal symptoms. Lomotil will

usually control diarrhea promptly.

This rapid action can halt the emergency
aspect of diarrhea and is comforting and
reassuring to the patient. Electrolyte and

fluid losses can be corrected while the spe-

cific cause of the diarrhea is being deter-

mined. If an infective agent is the cause,

appropriate specific therapy should be
given along with Lomotil.

Lomotil is contraindicated in children

less than 2 years old.

Lomotil
Each tablet and each 5 ml of liquid contain diphenoxylate hydrochloride 2 5 mg (Warning May be habit forming), atropine sulfate 0 025 mg

holds the line.



Should a
specially prepared

package insert

be made available to

patients?

Dr. Alexander M. Schmidt
Commissioner,
Food and Drug
Administration

Dr. James H. Sammons
Executive Vice President

of the American
Medical Association

Dialogue

The idea of a so-called patient

package insert has been around for

a long time. Many physicians alread

use written instruction sheets to

provide patients with information

about the drugs they are taking. Anc
some physicians give verbal instruc-

tions; but in too many instances

these are what I call eye-glazing ex-

ercises. I have seen patients sit with

glazed eyes listening to a rapid-fire

lecture by a hurried physician who
has 20 people out in his waiting

room. These patients aren’t given

sufficient understanding and there-

fore do not follow instructions. So I

think the idea of an official package
insert for patients is a good one.

Perhaps we should really think of

this kind of information simply as an

extension of drug labeling.

The benefits of patient involvement

Many physicians may not real-

ize how frequently a patient obtains

his drug information from Aunt
Tillie or the next door neighbor. And
this information is almost always
bad or irrelevant to the case at hand
Furthermore, the incentive to go
along with a prescribed program is

slim if the only reading matter the

patient receives, along with his pre-

scription, is a bill.

As an educator I am impressed
by the principle that the best way to

get someone to do something is to

involve him in the process. So the

I think there are advantages as

well as some real disadvantages in

a patient package insert. When you

begin to use semi-medical or medi-

cal terms to describe complications

or possible sequelae of disease or

treatment, you may frighten the pa-

tient— particularly since the more
highly sophisticated patient is not

the one who is going to read the in-

sert. The patient who will read it is

the one most susceptible to fright

and confusion by the language.

dn the positive side, a package

insert will probably give the patient

better insight into why he is being

treated the way he is, and it may
give the physician a little bit more
time. But it does not remove from
the physician the need or obligation

to explain the insert.

Some pitfalls in the inclusion of

side effects

Certainly a patient should be

warned of the possibility of serious

side reactions—to know what the

real dangers are. But it doesn’t do a

bit of good to indicate that a patient

on orai penicillin may develop a

rash, itching, or a drop in blood

pressure. Or that he may faint. I

think the real danger is that fright

engendered by the insert may pos-

sibly outweigh the potential good.



main purpose of drug information
for the patient is to get his coopera-
tion in following a drug regimen.

Preparation and distribution of

patient drug information

We would hope to amass infor-

mation from physicians, medical
societies, the pharmaceutical indus-
try and centers of medical learning.

The ultimate responsibility for uni-

form labeling must, however, rest

with the Food and Drug Administra-
tion. There is nothing wrong with

this agency saying, “this informa-
tion is generally agreed upon and
therefore it should be used,” as long

as our process for getting the infor-

mation is sound.
Distribution of the information

is a problem. In great measure it

would depend on the medication in

question. For example, in the case
of an injectable long-acting proges-
terone, we would think it mandatory
to issue two separate leaflets—

a

short one for the patient to read be-

fore getting the first shot and a long
one to take home in order to make a

decision about continuing therapy.

In this case, the information might
be put directly on the package and
not removable at all. But for a medi-
cation like an antihistamine this

information might be issued sepa-
rately, thus giving the physician the

option of distribution. This could
preserve the placebo use, etc.

Only the doctor can remove that fear

by 20 or 30 minutes of conversation.

I’m not suggesting that we
withhold any information from the

patient because, first of all, it would
be totally dishonest and secondly, it

would defeat the very purpose of the

insert. I do think that a patient on the

birth control pill should know about
the incidence of phlebothrombosis.

If you’re going to tell a patient

the incidence of serious adverse re-

actions, then you have to tell him
that a concerned medical decision

was made to use a particular medi-
cation in his situation after careful

consideration of the incidence of

complications or side effects.

Emotionally unstable patients pose
a special problem

There are patients who, be-

cause of severe emotional problems,
could not handle the information

contained in a patient package in-

sert. Yet if we are going to have a

package insert at all, we just can’t

have two inserts. I think we might
simply have to tell the families of

these patients to remove the insert

from the package.

Legal implications of the patient

package insert

Just what effect would a pa-

It is in the distribution of pa-
tient information that the pharma-
cist may get involved. As profession-
als and members of the health-care
team and as a most important source
of drug information to patients,

pharmacists should be responsible
for keeping medical and drug rec-

ords on patients. It is also logical

that they should distribute drug in-

formation to them.

Realistic problems must be
considered

We have to expect that the in-

troduction of an information device
will also create new problems. First,

how can we communicate complex
and sophisticated information to

people of widely divergent socio-

economic and ethnic groups? Sec-
ond, what will we say? And third,

how can we counteract the negative
attitude of many physicians toward
any outside influenceor input? Hope-
fully the medical profession will re-

spond by anticipating the problems
and helping to solve them. Assum-
ing we can also solve the difficulty

of communicating information to di-

verse groups throughout the United
States, our remaining task will be
the inclusion of appropriate material.

What information is appropriate?

In my opinion, technical, chem-
ical and such types of material

should not be included. And there is

no point in the routine listing of side

effects like nausea and vomiting
which seem to apply to practically

all drugs, unless it is common with
the drug. However, serious side ef-

fects should be listed, as should in-

formation about a medication that

is potentially risky for other reasons.
Other pertinent information

might consist of drug interactions,

the need for laboratory follow-up,

and special storage requirements.
What we want to include is informa-
tion that will help increase patient

compliance with the therapy.

Positive aspects of patient drug
information

Labeling medication for the
patient would accomplish a number
of good things: the patient could be
on the lookout for possible serious
side effects; his compliance would
increase through greater under-
standing; the physician would be a

better source of information since
he would be freer to use his time
more effectively; other members of

the health-care team would benefit

through patient understanding and
cooperation; and, finally, the physi-

cian-patient relationship would prob-
ably be enhanced by the greater
understanding on the part of the pa-

tient of what the physician is doing
for him.

tient package insert have on mal-
practice? We could try to avoid any
legal implications by pointing out

that the physician has selected a

particular medication because, in

his professional judgment, it is the
treatment of choice. For instance,

you can't tell everyone taking anti-

histamines not to work just because
a few patients develop extreme
drowsiness which can lead to acci-

dents. And what about the very small

incidence of aplastic anemia rarely

associated with chloramphenicol?
If, based on sensitivity studies and
other criteria, we decide to employ
this particular antibiotic, we do so

in full knowledge of this serious po-

tential side effect. It’s not a simple
problem.

How do we handle an insert for medi-

cation used fora placebo effect?

With rare exceptions, physi-

cians no longer use medications for

a placebo effect. This question does
raise the issue of how a patient may
react to receiving a medication

without a package insert.

Preparation of the package insert

The development of the insert

ought to be a joint operation be-

tween physicians, the pharmaceuti-

cal industry, the A. M. A.and the F.D. A.

I view the A.M.A.’s role as a co-

ordinator or catalyst. It is the only

organization through which the pro-

fession as a whole, irrespective of

specialty, can speak. It has relatively

instant access to all the medical ex-

pertise in this country. And it can
bring that professional expertise to-

gether to ensure a better package
insert. The A.M.A. can work in con-

junction with the industry that has
produced the product and which is

ultimately going to supply the insert.

I don’t think we should rely, or

expect to rely, on legislative com-
mittees and their nonprofessional

staffs to make these decisions when
it is perfectly within the power of

the two groups to resolve the issues

in the very best American tradition

—

without the government forcing us

to do it. I think the F.D. A. has to be
involved, but I’d like them to become
involved because they were asked
to become involved.

Pharmaceutical
Manufacturers Association

1155 Fifteenth Street, N.W.

Washington, D.C. 20005



Found useful in the management of vertigo* associated with

diseases affecting the vestibular system.

Can relieve nausea and vomiting often associated with vertigo*

Usual adult dosage for Antivert/25 for vertigo:* one tablet t.i.d.

Also available as Antivert (meclizine HC1) 12.5 mg. scored

tablets, for dosage convenience and flexibility.

Antivert/25 (meclizine HC1) 25 mg. Chewable Tablets for

nausea, vomiting and dizziness associated with motion sickness.

BRIEF SUMMARY OF PRESCRIBING INFORMATION

’'INDICATIONS Based on a review of this drug by the National Academy of

Sciences—National Research Council and/or other information, FDA has classified

the indications as follows:

Effective: Management of nausea and vomiting and dizziness associated with
motion sickness.

Possibly Effective: Management of vertigo associated with diseases affecting the

vestibular system.

Final classification of the less than effective indications requires further

investigation

Chiricahua Mountains, Arizona (approx 1,000 tons)

CONTRAINDICATIONS. Administration of Antivert (meclizine HQl during preg-

nancy or to women who may become pregnant is contraindicated in view of the

teratogenic effect of the drug in rats.

The administration of meclizine to pregnant rats during the 12-15 day of gestation

has produced cleft palate in the offspring. Limited studies using doses of over 100 mg./

kg./day in rabbits and 10 mg.Ag./day in pigs and monkeys did not show cleft palate.

Congeners of meclizine have caused cleft palate in species other than the rat.

Meclizine HC1 is contraindicated in individuals who have shown a previous hyper-

sensitivity to it.

WARNINGS. Since drowsiness may, on occasion, occur with use of this drug, panents

should be warned of this possibility and cautioned against dnving a car or operating

dangerous machinery.

Usage in Children: Clinical studies establishing safety and effectiveness in children

have not been done; therefore, usage is not recommended in the pediatric age group.

Usage in Pregnancy: See "Contraindications"

ADYTzRSE REACTIONS. Drowsiness, dry mouth and, on rare occasions, blurred

vision have been reported DnDDIP
More detailed professional information available on

request.

Antivert 25
(meclizine HC1) 25 mg.Tablets

for vertigo*

A division of Pfizer Pharmaceuticals
New York. New York 10017



WHEN MEDICAL TECHNOLOGY
FAILS

(Continued from Page 505)

effects of inadequate grief response are evident in

cases where life loses its meaning, or maladaptive

forms of behavior develop, or both. Nor can the

fact that bereavement is associated with an in-

creased risk of mortality be ignored* Clearly we
must learn how to help people to integrate their

loss without developing either physical or emo-

tional disorders. To neglect to do this is unneces-

sary and inexcusable. If we are capable of pre-

dicting patterns of development from the time of

birth until death, and if we are able to distinguish

between normal and abnormal behavior for spe-

cific periods in human growth, we certainly can use

similar methods to get an understanding of human
reactions to life’s finitude. Above all, grief and be-

reavement are human conditions — they are fore-

seeable, normal, understandable. At the present

time we are in desperate need of research; our re-

actions to bereaved people appear to be more

well-intentioned than they are well-informed.

To be born mortal is, by definition, to be des-

tined to die. There must, therefore, be a way of

facing rationally this most elemental adjunct to

living — dying; a way beyond the extremes of

blind faith or complete escapism, a way to help

human beings to end their lives in dignity, to help

their survivors to go on living, uncrippled, able to

accept their healing sorrow.

*Kraus and Lilienfeld (1959) found that the death

rate was much greater among widowed individuals

than among ycung married couples. Their data were
based on a 1950 census of all deaths in the Continen-

tal United States between 1949-19514

REFERENCES
^ubler-Ross E: On Death and Dying. New York,
The Macmillan Company, 1969. Pp. 9, 12, 21, 32

2Kubler-Ross E: Questions and Answers on Death
and Dying. New York, The Macmillan Company,
1974

3Kutscher LG, editor: Bereavement and Allied Fields.

New York, Health Sciences Publishing Co., Inc.,

1971

4Kraus AS, Lilienfeld AM: Some epidemiologic as-

pects of the high mortality rate in the young
widowed group. J Chronic Dis 10:207-17, Sep 59
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ONE SENTENCE ESSAY

No problem is so big and complicated that it

can’t be run away from.

. . . Charlie Brown

Peripatetics

JOHN A. ROQUE of North Kingstown has been

installed as president of the St. Joseph’s Hospital

medical staff. He succeeds ANTHONY F. MER-
LIN!) of North Providence.

Others installed at the Staff’s annual meeting in

October were ERMINO R. CARDI, president-

elect; JAMES J. SHERIDAN, secretary; R. ROB-
ERT BARONE, treasurer; and HENRY J. RO-
BIDOUX, JR., and KENNETH G. KNOWLES,
i epresentative-at-large.

* * *

ARTHUR I. GELTZER is newly appointed to

the St. Joseph’s Hospital staff in the areas of

Surgery and Ophthalmology.
* * *

MICHAEL E. SCALA has been reappointed in

an active teaching capacity as adjunct professor

of Anthropology at Rhode Island College for 1976.

He will be presenting an instructional course

at the annual American Academy of Orthopedic

Surgeons meeting to be held in New Orleans this

coming February entitled ‘ Humanism, Bio-Ethics

and Moral Dilemmas.”

* * *

EDWARD CARDI LLO, of Providence, was

elected President of the Medical Staff at Women
and Infants Hospital of Rhode Island. He suc-

ceeds SUMNER I. RAPHAEL as president.

Also elected officers of the Medical Staff were

MARSHALL A. TAYLOR, vice-president; J.

DOUGLAS NISBET, treasurer; and JOSEPH D.

DiZOGLIO, secretary. Elected members of the

Executive Committee were: HOWARD A. HALL,

ANTHONY MANOCCHIO, for a three year term;

BENJAMIN VOGEL, for a two year term; and

NORMAND E. GAUVIN, for a one year term.

t & &

MEDICAL MALPRACTICE INSURANCE AND
UMBRELLA LIABILITY INSURANCE

For No Obligation Quotations or Assistance

CALL 751-3312

LEN DiPRETE

DUNCAN B. CAMPBELL CO.

9 So. Angell Street

Wayland Square, Providence, R.l.

Happy to make Home or Office Visits or give

Phone quotations
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Physicians Seeking Opportunities In Rhode Island

Raymond A. Maddocks, M.D.

54 North Prospect Street

Burlington, YT 05401

Specialty: Urology
j»s sj« i(c

Thomas Howard Etkin, M.D.

175 Lloyd Avenue

Providence, RI 02906

Specialty: Pediatrics

* * *

William Doscher, M.D.

2500 Johnson Avenue

Riverside, NY 10463

Specialty: Vascular Surgery

* * *

Raymond K. Chan, M.D.

2911 Dover Lane

Apt. No. 202

Falls Church, VA 22042

Specialty: Pediatrics

* * *

Andrew Larkin, M.D.

4535 Larchwood Avenue

Philadelphia, PA 19143

Specialty: Primary Care
* * *

Thomas P. McCormack, M.D.

33 Highland Street

Apt. No. 5-F

New Britain, CT 06052

Specialty: Obstetrics and Gynecology
* * *

Kwang Hoon Kim, M.D.

193 5-1 7A Eastchester Road

Bronx, NY 10461

Specialty: Urology
* * *

.Ahmad Taleghany, M.D.

10 Waterside Plaza

New A
T

ork, NY 10010

Specialty: Internal Medicine
* * *

M. P. Singh, M.D.

1623 Fifteenth Avenue

Kenosha, WI 53140

Specialty: Neurology

Luis A. Barranco, M.D.

Edificio Romero

Calle Jobes Esq. America Capo

Ponce, Puerto Rico 00731

Specialty: Medicine and Surgery
* * *

Alfredo F. Xavier, M.D.

Henry Ford Hospital

2799 West Grand Blvd.

Detroit, MI 48202

Specialty: General Surgery

* * *

Lauchlin McKay, M.D.

McKeesport Hospital

1500 Fifth Avenue

McKeesport, PA 15132

Specialty: Family Practice

* * *

Spencer G. Weig, M.D.

Boston Floating Hospital

171 Harrison Avenue

Boston, MA 02111

Specialty: Pediatrics

* * *

Alexander Philips, M.D.

Worcester City Hospital

26 Queen Street

Worcester, MA 01610

Specialty: General Surgery

* * *

Kirit D. Trivedi, M.D.

Chief Surgical Resident

The St. Vincent Hospital

Worcester, MA 01610

Specialty: General Surgery
•fc ^

Ming-Che Tsai, M.D.

89-29 134th Street

Richmond Hill, NY 11418

Specialty: Internal Medicine and Cardiology

* * *

Robert S. Katz, M.D.

102 West 39th Street

Apt. No. 3 -A

Baltimore, MD 21210

Specialty: Internist-Rheumatologist

& & Z
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THE AMERICAN RETIRED PHYSICIANS ASSOCIATION

American physicians who have retired from

practice or are planning for retirement have formed

a new society to serve their needs and interests —
The American Retired Physicians Association.

The association includes retired and semi-retired

physicians and their spouses and widows, age 55

and over. ARPA is incorporated in the State of

Illinois as a not-for-profit group. Executive Direc-

tor is Ralph Creer, former director of the Amer-

ican Medical Association’s Department of Scien-

tific Assembly.

ARPA will emphasize projects and areas in

which retired physicians may continue to be ac-

tive in community affairs through educational pro-

grams in schools, hospitals and other community

institutions.

It also will offer services of direct benefit to

the membership, including group tours for travel,

insurance, special plans for purchase of major con-

sumer items, and other services.

ARPA will begin publication early in 1976 of a

membership newsletter. It will feature news of

opportunities to keep active and involved in medi-

cal and related projects, proposed group tours, a

financial column aimed at physicians considering

retirement as well as those already retired, dis-

position of a practice, wills and investments.

The newsletter will include a section of latest

developments in medicine and surgery, presented

in brief abstract form for those who wish to keep

abreast of their profession but who no longer are

interested in intensive study.

ARPA has been awarded a grant from AMA
to aid in the association’s development. Dues will

be $10 per year for physicians and their spouse

or their widow. Interested physicians may request

application blank or additional information from:

American Retired Physicians Association, Suite

906, 400 N. Michigan Avenue, Chicago 60611,

(312) 644-3092.

11th Annual
E. P. Anthony, Inc

ASCMS Assembly
WTLLBUR E. JOHNSTON. Phar. D.

RAYMOND E. JOHNSTON. ITS.

Drs. Michael DeBakey, Eliot Corday, John
Laragh, R. Lee Clark, George Crile, Jr., Louis

Weinstein and Owen Wagansteen will head
a faculty of nearly 100 leaders of American
medicine at the 1976 American Society of

Contemporary Medicine and Surgery Scien-

178 ANGELL STREET

PROVIDENCE, R. 1.

GAspee 1-2512

Pharmacy License No. 225

tific Assembly (Feb. 29-Mar. 5, Americana
Hotel, Bal Harbour, Fla.)

Seminars include: Cancer, Cardiovascular
Disease, Hypertension, Alimentation, Infec-

tious Disease, Gastroenterology, Pulmonary
Disease and numerous sections on Special

Medicine and Special Surgery. CME Accredi-

tation: 40 hours Category 1 AMA; 30 elective

hours AAFP.

Curran & Burton
DIVISION OF TEXACO. INC.

1120 Eddy Street

For information and program: Dr. John
Bellows, ASCMS Director, 30 North Michigan
Avenue, Chicago, IL. 60602.

Providence. Rhode Island

HOpkins 7-8050
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Reports Of The House Of

A special meeting of the House of Delegates of

the Rhode Island Medical Society was held at the

Medical Society Auditorium, Providence, on Friday,

June 13, 1975. The meeting was called to order

by Speaker of the House, Doctor Thomas F. Head,

at 8:20 p.m. President Stephen J. Hoye introduced

Mr. Robert E. Liguori, Director of the Depart-

ment of Business Regulation.

Mr. Liguori stated that the JUA was established

as a temporary emergency regulation, effective June

16, 1975 at 12:01 a.m., and would be comprised of

the insurance companies licensed to do business in

Rhode Island who are writing personal liability in-

surance. A JUA board of directors will determine

the insurance rates and report recommendations to

Mr. Liguori by June 25. This rate structure will

be self-supporting and both “occurrence'’ and

“claims-made" policies will be written under the

Joint Underwriting Authority. Mr. Liguori men-

tioned that the rates will go up the first year pri-

marily because of a one-third surcharge on the

first year premium which will be invested in a

stabilization reserve fund.

Mr. Liguori reported further that the JUA was

not a panacea for malpractice insurance ills but

merely a temporary stop gap measure to provide a

guaranteed insurance market for all Rhode Island

physicians in Rhode Island and not just those in

the higher risk categories. Lower risks must also be

in the JUA for it to be a viable organization. An

exclusive market will, in addition, enable Mr.

Liguori and other officials to analyze Rhode Island

data on their own for comparison with statistics

offered by the insurance carriers.

Physicians will continue to go through their reg-

ular insurance agent for JUA coverage and appli-

cations will be available after the JUA Board of

Directors has determined the rates on June 25. The

Board will consist of eight insurance representa-

tives and three medical representatives appointed

by Mr. Liguori. The Director of the Department of

FOR SALE
X-RAY DEVELOPING TANK

(10 + 10 Gallons)

With mixing valve, film drier (12 film ca-

pacity), and film hangers.

CALL

725-3632 or 725-3770

Delegates

Business Regulation appointed Doctors H. Gerald
Rock, Kenneth Liffmann, and Frank W. Sullivan

to the JUA Board and mentioned that the Joint

Underwriting Authority would remain in existence

only until remedial legislation can be secured and
arrangements can be worked out with a carrier or

carriers to return to a voluntary market.

Following Mr. Liguori ’s presentation, Doctor
Hoye introduced Mr. Chester Dosdall from the

Boston office of the St. Paul Fire and Marine In-

surance Company. Mr. Dosdall had requested the

opportunity to speak on the new "claims-made”

policy as promulgated by his company and to

answer questions from the House of Delegates.

After the discussion of “claims-made,” Speaker

Head called the meeting to order at 10:20 p.m.

for consideration of official business. President

Hoye presented the following resolution of com-

mendation which was unanimously approved by the

House:

Resolved, That the Rhode Island Medical So-

ciety publicly express its appreciation to Governor

Xoel for his outstanding leadership during this

crisis, Lt. Governor Garrahy, all members of the

Rhode Island General Assembly, Mr. Robert Li-

guori, Director of the Department of Business Reg-

ulation, Air. Peter Mullaney, Insurance Commis-

sioner, and all others who have worked so dilli-

gently and expeditiously on behalf of the people of

Rhode Island to find a lasting solution to the mal-

practice insurance crisis; and be it further

Resolved, That a copy of this resolution be dis-

seminated to all of the parties mentioned above in

the first resolved.

The House of Delegates discussed a motion per-

taining to an assessment of Rhode Island Medical

Society members and took the following action:

Action: A motion was made, seconded, and

voted to assess each member of the RIMS S50

during 1975 primarily to provide funds for pub-

lic relations efforts as deemed necessary by its

officers to enlist public support for the passage

of appropriate remedial legislation to alleviate

the present malpractice insurance crisis, and any

funds remaining from the assessment may be

used as the treasurer deems advisable in the

overall operation of the Rhode Island Medical

Society.

ADJOURNMENT
The meeting was adjourned at 11:10 p.m.
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PERFORMANCE.
IT’S A MATTER OF
RECORD.

• an unsurpassed record validated in several thousand

clinical papers

• rarely interferes with mental acuity

• wide margin of safety

Before prescribing, please consult
complete product information, a summary
of which follows:

Indications: Relief of anxiety and tension

occurring alone or accompanying various

disease states.

Contraindications: Patients with known
hypersensitivity to the drug.

Warnings: Caution patients about possible

combined effects with alcohol and other

CNS depressants. As with all CNS-acting

drugs, caution patients against hazardous

occupations requiring complete mental
alertness (e.g., operating machinery, driv-

ing). Though physical and psychological
dependence have rarely been reported on
recommended doses, use caution in ad-
ministering to addiction-prone individuals

or those who might increase dosage; with-

drawal symptoms (including convulsions),

following discontinuation of the drug and
similar to those seen with barbiturates,

have been reported. Use of any drug in

pregnancy, lactation or in women of child-

bearing age requires that its potential

benefits be weighed against its possible

hazards.

Precautions: In the elderly and debilitated,

and in children over six, limit to smallest
effective dosage (initially 10 mg or less per

day) to preclude ataxia or oversedation,
increasing gradually as needed and tol-

erated. Not recommended in children

under six. Though generally not recom-
mended, if combination therapy with other

psychotropics seems indicated, carefully

consider individual pharmacologic effects,

particularly in use of potentiating drugs
such as MAO inhibitors and phenothia-

zines. Observe usual precautions in pres-

ence of impaired renal or hepatic function.

Paradoxical reactions (e.g., excitement,

stimulation and acute rage) have been
reported in psychiatric patients and hy-

peractive aggressive children. Employ
usual precautions in treatment of anxiety

states with evidence of impending depres-

sion; suicidal tendencies may be present

and protective measures necessary. Vari-

able effects on blood coagulation have
been reported very rarely in patients re-

ceiving the drug and oral anticoagulants;

causal relationship has not been estab-

lished clinically.

Adverse Reactions: Drowsiness, ataxia

and confusion may occur, especially in the

elderly and debilitated. These are revers-

ible in most instances by proper dosage
adjustment, but are also occasionally ob-
served at the lower dosage ranges. In a
few instances syncope has been reported.

Also encountered are isolated instances of

skin eruptions, edema, minor menstrual
irregularities, nausea and constipation,

extrapyramidal symptoms, increased and
decreased libido— all infrequent and gen-
erally controlled with dosage reduction;

changes in EEG patterns (low-voltage fast

activity) may appear during and after treat-

ment; blood dyscrasias (including agranu-
locytosis), jaundice and hepatic dysfunction

have been reported occasionally, making
periodic blood counts and liver function

tests advisable during protracted therapy.

Usual Daily Dosage: Individualize for

maximum beneficial effects. Oral—Adults:
Mild and moderate anxiety and tension,

5 to 10 mg t.i.d. or q.i.d.-, severe states, 20
or 25 mg t.i.d. or q.i.d. Geriatric patients:

5 mg bid. to q.i.d. (See Precautions.)

Supplied: Librium® (chlordiazepoxideHCI)
Capsules, 5 mg, 10 mg and 25 mg— bottles

of 100 and 500; Tel-E-Dose® packages of

1 00, available in trays of 4 reverse-num-
bered boxes of 25, and in boxes contain-

ing 10 strips of 10; Prescription Paks
of 50, available singly and in trays of 1 0.

Libritabs® (chlordiazepoxide) Tablets,

5 mg, 10 mg and 25 mg— bottles of 100 and
500. With respect to clinical activity, cap-
sules and tablets are indistinguishable.

Roche Laboratories
Division of Hoffmann-La Roche Inc.

Nutley, New Jersey 07110

LIBRIUM
chlordiazepoxideHCI/Roche

5mg,10mg, 25mg capsules



WHLE YOU EUMNATE
THE PATHOGENS.

FOR THE PAIN
Early relief of painful symptoms such as burning

and pain associated with urgency and frequency.

FOR THE PATHOGENS
Effective control of susceptible pathogens

such as E. coli, Klebsiella-Aerobacter, Staph, au-

reus, Proteus mirabilis and, less frequently, Proteus

vulgaris.

Appropriate antibacterial therapy: Up to 3

days therapy with Azo Gantrisin 4 to 6 tablets Stat.,

then 2 tablets q.i.d. \ then 1 1 days with Gantrisin

(sulfisoxazole) may be considered.

(50 mg phenazopyridine HCI and 0.5 Gm sulfisoxazole)

Before prescribing, please consult complete
product information, a summary of which
follows.
Indications: In adults, urinary tract infections
complicated by pain (primarily cystitis, pyelitis

and pyelonephritis) due to susceptible organ-
isms (usually E. coli. Klebsiella-Aerobacter,
Staphylococcus aureus, Proteus mirabilis, and,
less frequently, Proteus vulgaris) in the absence
of obstructive uropathy or foreign bodies.
Important Note: Carefully coordinate in vitro

sulfonamide sensitivity tests with bacteriologic
and clinical response. Add aminobenzoic acid
to culture media for patients already taking sul-
fonamides. Increasing frequency of resistant
organisms currently is a limitation of the useful-
ness of antibacterial agents including the sul-
fonamides. Blood levels should be measured in

patients receiving sulfonamides for serious
infections, since there may be wide variations
with identical doses; 12 to 15 mg/100 ml is

considered optimal for serious infections; 20 mg/
100 ml should be the maximum total sulfon-
amide level, as adverse reactions occur more
frequently above this level.

Contraindications: Children below age 12; sul-
fonamide hypersensitivity; pregnancy at term
and during nursing period. Contraindicated in

glomerulonephritis, severe hepatitis, uremia, and
pyelonephritis of pregnancy with gastrointestinal
disturbances, because of phenazopyridine HCI
component.

Warnings: Safe use in pregnancy has not been
established. Teratogenicity potential has not

been thoroughly investigated. Deaths from hy-

persensitivity reactions, agranulocytosis, aplastic

anemia and other blood dyscrasias have been
reported; clinical signs such as sore throat, fever,

pallor, purpura or jaundice may be early indica-
tions of serious blood disorders. Complete blood
counts and urinalysis with careful microscopic
examination should be performed frequently

during sulfonamide therapy.
Precautions: Use with caution in patients with
impaired renal or hepatic function, severe allergy,

bronchial asthma and in glucose-6-phosphate
dehydrogenase-deficient individuals. In the lat-

ter, hemolysis may occur. Maintain adequate
fluid intake to prevent crystalluria and stone
formation.

Adverse Reactions: Blood dyscrasias: Agranu-
locytosis, aplastic anemia, thrombocytopenia,
leukopenia, hemolytic anemia, purpura, hypo-
prothrombinemia and methemoglobinemia.
Allergic reactions: Erythema multiforme
(Stevens-Johnson syndrome), skin eruptions,

epidermal necrolysis, urticaria, serum sickness,
pruritus, exfoliative dermatitis, anaphylactoid
reactions, periorbital edema, conjunctival and
scleral injection, photosensitization, arthralgia

and allergic myocarditis Gastrointestinal reac-
tions: Nausea, emesis, abdominal pains, hepa-
titis, diarrhea, anorexia, pancreatitis and
Stomatitis. C.N.S. reactions: Headache, periph-

eral neuritis, mental depression, convulsions,

ataxia, hallucinations, tinnitus, vertigo and in-

somnia. Miscellaneous reactions: Drug fever,

chills, toxic nephrosis with oliguria and anuria,

polyarteritis nodosa and L E. phenomenon. Due
to certain chemical similarities with some goitro-

gens, diuretics (acetazolamide and thiazides)

and oral hypoglycemic agents, sulfonamides
have caused rare instances of goiter production,

diuresis and hypoglycemia. Cross-sensitivity

with these agents may exist.

Dosage: Usual adult dosage for acute, painful

phase of urinary tract infections is 4 to 6 tablets

initially, then 2 tablets four times daily for up to

3 days. If pain persists, causes other than infec-

tion should be sought. After relief of pain has
been obtained, continued treatment of the infec-

tion with Gantrisin (sulfisoxazole) may be con-
sidered
Note: Patients should be told that the orange-
red dye (phenazopyridine HCI) will color the

urine soon after ingestion

How Supplied: Tablets, each containing 0 5 Gm
sulfisoxazole and 50 mg phenazopyridine HCI
—bottles of 100 and 500.

Roche Laboratories
Division of Hoffmann-La Roche Inc.

Nutley. New Jersey 07110
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